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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12th DECEMBER 2017 AT 2.30PM
BOARDROOM, LIVERPOOL CCG
3RD FLOOR THE DEPARTMENT
2 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 14th November 2017

Attached
All

1.3

Matters Arising

All

Part 2:
2.1

Updates

Feedback from Committees:

Report no: GB 84-17

 Finance Procurement & Contracting Committee Mark Bakewell
- 5th December 2017
 Quality Safety & Outcomes Committee –
Jane Lunt
th
5 December 2017
2.2

Chief Officer’s Update

Report no: GB 85-17
Jan Ledward

2.3

Feedback from the Joint Commissioning
Group of the Health & Wellbeing Board
4th December 2017

Report no: GB 86-17
Tony Woods

2.4

Public Health Update

Verbal
Dr Sandra Davies
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Part 3:

Performance

3.1

Finance Update October 2017 – Month 7 17/18

3.2

CCG Corporate Performance Report November 17 Report no: GB 88-17
Stephen Hendry

3.3

NHS 111 Progress Report

Part 4:

Report no: GB 87-17
Mark Bakewell

Report no: GB 89-17
Ian Davies

Strategy and Commissioning

4.1

Memorandum of Understanding between
Report no: GB 90-17
Liverpool CCG and the Voluntary, Community and Carole Hill
Faith Sector in Liverpool

4.2

Prescribing Projects

Report no: GB 91-17
Dr Jamie Hampson

4.3

Haemato-Oncology Service Transfer Update

Report no: GB 92-17
Mark Bakewell

Part 5:

Governance

5.1

Governing Body Assurance Framework Update
(Quarter 2 2017/18)

Report no: GB 93-17
Ian Davies

6.

Questions from the public

7.

Date and time of next meeting:
Tuesday 9th January 2018 in the Boardroom, Liverpool CCG, The Department, 2
Renshaw Street, Liverpool L1 2SA

For Noting:
 Finance Procurement & Contracting Committee – 24th October 2017
 Quality Safety & Outcomes Committee – 7th November 2017
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Report no: GB 84-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH DECEMBER 2017
Title of Report

Feedback from Committees

Lead Governor

Dr Simon Bowers, Chair

Senior Management
Team Lead

Cheryl Mould, Primary Care Programme Director,
Jane Lunt, Head of Quality/Chief Nurse
Mark Bakewell – Acting Chief Finance Officer
Derek Rothwell – Head of Contracts, Procurement and
Business Intelligence
Ian Davies – Chief Operating Officer

Report Author(s)

Cheryl Mould, Primary Care Programme Director,
Jane Lunt, Head of Quality/Chief Nurse
Mark Bakewell – Acting Chief Finance Officer
Derek Rothwell – Head of Contracts, Procurement and
Business Intelligence
Ian Davies – Chief Operating Officer

Summary

The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions
agreed at the following committees:
 Finance Procurement & Contracting Committee –
5TH December 2017.
 Quality Safety & Outcomes Committee – 5th
December 2017
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.

Recommendation

That Liverpool CCG Governing Body:
 Considers the report and recommendations from the
committees

Relevant Standards
or targets
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 5TH DECEMBER 2017 AT 10AM
ROOM 1, 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 24th October 2017

Attached
All

1.3

Matters Arising

All

Part 2:

Updates

No items
Part 3:

Performance

3.1

Finance Update October 2017 – Month 7 17/18

3.2

Cash Releasing Efficiency Savings (CRES) 2017/18 Report no: FPCC 66-17
Mark Bakewell

3.3

Financial Planning Update 2018/19 Financial Year Report no: FPCC 67-17
Mark Bakewell

3.4

Financial Resilience & Oversight Group (‘FROG’)

Part 4:

Report no: FPCC 65-17
Mark Bakewell

Verbal
Mark Bakewell

Strategy and Commissioning

4.1

Better Care Fund Performance Report

4.2

Contract Update November 2017- Month 6 2017/18 Report no: FPCC 69-17
Derek Rothwell/Alison
Picton

4.3

Future Commissioning Intentions for Continuing
Healthcare (CHC) Services for Liverpool CCG
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Report no: FPCC 68-17
Mark Bakewell

Report No: FPCC 70-17
Jane Lunt/Kellie
Connor
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4.4

Bariatric Contract Award 2018-2021

Report no: FPCC 71-17
Alison Picton

4.5

Haemato-Oncology Service Transfer Update

Report no: FPCC 72-17
Mark Bakewell

Part 5:

Governance

5.1

Information Governance – Standing Item
Information Governance Steering Group

Verbal
Mark Bakewell

5.2

Finance, Contracting & Business Intelligence Risk
Register

Report no: FPCC 73-17
Mark Bakewell

6.

Date and time of next meeting:
Tuesday 19th December 2017 Room 2 at 2pm The Department, Lewis’s
Building, L1 2SA.

For Noting:
FROG – 20th October 2017
IG Steering Group – 14th November 2017
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance Procurement &
Contracting Committee

Meeting Date: 5th December 2017

Is the risk
identified linked
to the Corporate
Risk Register &
if so please
provide the Risk
No

Key issues:

Risks Identified:

1. Financial Monitoring of
Year to Date / Forecast
Expenditure update as per
M7 reporting (October) with
regards to delivery of NHS
England Business Rules
including progress report
on Cash Releasing
Efficiency Saving (CRES)
measures

• Number of risks as identified
within the papers – forecast
variation away from planned
expenditure levels currently
assessed at £1.5m requiring
further mitigations to achieve
Business Rules, based on
current
forecast
outturn
assumptions and assumed
level of delivery of Cash
Releasing Efficiency Saving
(CRES)
measures given
shortfall of £4.4m (current
forecast delivery of £21.7m
against plan of £26.2m)
• Current planning
assumptions suggest that
expenditure values exceed
available resource by circa
£4.6m

Yes –
CO57

•

Yes –
CO19

2.

3.

Financial Planning Update
for 2018/19

Q2 BCF Performance
Metric Report

34

Reporting of BCF key
performance indicators with
improvements since Q1 with

Chair: Sally Houghton

Mitigating Actions:

•

•

Yes –
CO57

•
•

•

Continued monitoring of forecast
outturn assumptions on monthly basis
until the end of the financial year in
order to ensure delivery
Further scrutiny of CRES savings to
ensure reflected accurately in Forecast
Outturn Assumptions

Further work required with Senior
Management Leads/ Budget Holders to
validate financial planning assumptions.
Detailed CRES plans to be produced
for subsequent planning gap

Series of improvement actions have
been implemented and are being
monitored as part of wider system
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challenges remaining with
regards to DTOC
performance
4.

Continuing Healthcare
Update (CSU Improvement
Plan)

•

5. Bariatric Contract Award

•

6. Haemato-Oncology Service
Transfer Update

•

•

Working with Midlands and
Lancashire CSU to
implement a series of
improvements that are
required to improve CHC
system for Liverpool Patients
and financial / quality
performance aspects
Update on Procurement
Process with regards to
approach towards provision
of Bariatric Surgery for
Cheshire and Merseyside
CCG’s
Update on progress made in
relation to the haematooncology service transfer
between Royal Liverpool
University Hospital and
Clatterbridge Cancer Centre.
Noting the CCG’s agreed
contribution line with the
heads of terms agreement in
order to support the service
transfer

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared? No
resolved:
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surveillance.

No

•

Wide of range of mitigating actions
being implemented to improve required
areas of improvement. These are
monitored on a monthly basis by the
CCG through its meeting with the
Commissioning Support Unit.

No

•

Publication of a Prior Information Notice
(PIN) to be published, calling for further
engagement with potential suppliers

NO

•

Monitoring of required implementation
milestones

If Yes please state the nature of the conflict and how it was
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 5TH DECEMBER 2017 3PM TO 5PM
BOARDROOM THE DEPARTMENT
AGENDA
Part 1: Introduction & Apologies
1.1

Welcome & Introductions

ALL

1.2

Declaration of Interests

ALL

1.3

Minutes and Actions from 7th November 2017

Chair

1.4

Matters Arising

Part 2: Updates
No items
Part 3: Strategy & Commissioning
3.1

End of Life Care

QSOC 67-17
Donal O’Donoghue/
Sam Clements

3.2

Clatterbridge Quality & Safeguarding

Verbal Update
Jane Lunt

3.3

Pressure Ulcer Deep Dive

QSOC 68-17
Jan Eccleston

3.4

Diagnostics performance and recovery plan at Royal
QSOC 69-17
Liverpool and Broadgreen University Hospitals NHS Trust Cheryl Mould

Part 4: Performance
4.1

Provider Cost Improvement Plans

36

QSOC 70-17
Jacquie Ruddick
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Part 5: Governance
5.1

Risk Register

6.

Any Other Business

Verbal
Kerry Lloyd/
Julia Burrows

Date & Time of next meeting
Scheduled for Tuesday 2nd January 2018 3pm to 5pm Boardroom, The Department
For Noting:
QSOC 71-17 Aintree University Hospital NHS Foundation Trust – Quality Deep Dive –
Addendum to November 2017 paper
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality Safety & Outcomes
Committee (QSOC)

Meeting Date: 5.12.17

Key issues:

Risks Identified:

1.

•

2.

3.

End of Life Care Quality
Overview Report

Pressure Ulcer Deep
Dive

Significant number of
patients at Royal
Liverpool & Broadgreen
University Hospital
(RLBUHT) waiting over
6 weeks for diagnostics.

38

Community services remain
highest reporter of pressure
ulcers.

•

Acute and tertiary providers
under-report

•

Is the risk
identified linked
to the Corporate
Risk Register &
if so please
provide the Risk
No

Much good work undertaken
to ensure that a coherent
offer for End of Life Care
exists in Liverpool to support
choice around place of death

•

Chair: Jane Lunt in the Chair

No

No

Yes –
escalated
from QSOC
Risk
Register –
Risk No
C073

Potential risk of harm to
patients

8

Mitigating Actions:

•

Workshop being held in December
2017 to support strategy and workplan
for 2018/19.

•

Governance to be revised to ensure
coherence across partnerships.

•

Further alignment to community model
continues.

•

CCG continues to work with individual
trusts to support internal review to
determine level of harm and
appropriate reporting on STEIS.

•

Pan Cheshire & Mersey work continues
via Patient Safety Forum and Pressure
Ulcer Reduction Group to improve
practice and reduce variation.

•

RLBUHT has an action plan to ensure
that by March 2018 the backlog will be
addressed with a return to normal
performance of the 6 week standard.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared? /No
resolved:
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•

CCG has weekly meetings with Trust to
review progress. Letter to be sent to
rust from CCG outlining concerns.

•

Regular review of impact of recovery
plan via Clinical Quality & Performance
Group.

If Yes please state the nature of the conflict and how it was

9
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Report no: GB 85-17

NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH DECEMBER 2017

Title of Report

Chief Officer’s Report

Lead Governor

Jan Ledward, Interim Chief Officer

Senior
Management
Team Lead

Jan Ledward, Interim Chief Officer

Report Author

Jan Ledward, Interim Chief Officer

Summary

The report highlights to the Governing Body
the issues and risks that have reached the
attention of the Chief Officer and require
noting by the Governing Body.

Recommendation

That Liverpool CCG Governing Body:
 Notes the Chief Officer’s Report

Relevant
standards/targets

1. NHS England Directions
2. Financial balance
3. 4 Hour A&E Target
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CHIEF OFFICER’S REPORT

1.

PURPOSE
The report highlights to the Governing Body the issues and risks
that have reached the attention of the Chief Officer and require
noting by the Governing Body.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the Chief Officer’s report.

3.

INTRODUCTION
We are now officially in winter! The monitoring of the system
pressure in respect of delayed discharges from hospital,
ambulances waiting to hand patients over to accident and
emergency departments, planning for service availability over the
festive bank holidays all increases the management time and
pressure to be in regular touch with our providers to improve patient
experience of care and ensure quality of service can be maintained.
It is also a time of year when we experience increased risks of
mental illness and suicide, an issue that previously has not featured
highly in our winter plans. So it was good to see Mersey Care
championing the zero suicide campaign in parliament by launching
the suicide alliance which was chaired by Luciana Berger MP. I
would encourage everyone to undertake the free online training on
offer on the following web link: www.zerosuicidealliance.com.

4.

LOCAL ISSUES
4.1

Lay member recruitment

The CCG had a significant response to our advertisement for Lay
members, we had an impressive shortlist and interviews for the
finance, governance and patient and public engagement took
place week commencing the 4th and 11th December respectively.
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Appointments to the roles have been offered however we are just
finalising the offers and process. Once this has been concluded
we will publish further details.
4.2

Board Development

The Governing Body spent an afternoon considering our priorities
and how we understand and clarify our roles and responsibilities
and how we work together as a governing body, this will help
inform the development of our strategy and operational plan for
2018/19. More work is required to engage our strategic partners
and providers, the GP membership and our staff. This work will
continue over the next few months with a view to bringing our
strategy and plan to the March Governing Body.
4.3

Liverpool Integrated Care Partnership Board

The Health and Wellbeing board proposed the establishment of an
Integrated Care Partnership Board to progress discussions about
health and social care integration to improve care and services for
our population. Presentations were given by Joe Rafferty –
Mersey Care, Dr. Simon Bowers - CCG and Councillor Paul Brant.
Discussion followed in groups in respect of what further work was
required to take our discussions forward. The actions from the
event were to meet again, continue our learning by sharing our
statutory responsibilities, existing expenditure on services and how
we work together to describe our vision.
4.4

Financial Position

The CCG’s current forecast outturn assumptions suggest that it is
broadly on track to achieve the required financial position in
accordance with NHS England Business Planning Rules.
However, as has been reported, this still requires additional
mitigations to be found, and unfortunately the level of the financial
risk has slightly deteriorated over the last few months. I have
asked the senior management team to urgently review areas of
controllable expenditure for the remainder of the 2017-18 financial
year, and in particular reassess the current shortfall with regards to
the delivery of the original cash releasing efficiency savings
(CRES) plans in each of the respective areas.
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Following this review, and should there remain a shortfall in
identified mitigations, we would need to implement further
measures in accordance with ‘turnaround’ principles (for example
all non-essential and uncommitted expenditure would need to be
halted with immediate effect). I have asked that by the end of
December we are clear about the position as 3 months to effect
further ‘turnaround’ is a challenging one, but it is imperative that
we deliver the business rules in year.
5.

NATIONAL ISSUES
The updated CCG Improvement and assessment framework (CCG
IAF) was published on 21st November, it describes the CCG annual
performance assessment and the metrics that will inform that
assessment for 2017/18; it replaces the AIF for 2016/2017.
The IAF is intended as a focal point for joint work, support and
dialogue between NHS England, CCGs and Sustainability and
Transformation partnerships. For 2017/18 a small number of
indicators have been added and a number of existing indicators
updated or removed. A complete list of the indicators can been
viewed on line at www.england.nhs/wpcontent/uploads/2016/09/NHS-operational-planning-guidance201617-201819.pdf
NHS E also published the Primary Care Policy and Guidance
manual (PGM) on 15th November. This document provides
commissioners the context, information and tools to safely
commission and contract manage primary medical care contracts.
This is available to download at www.england.nhs.uk. For
information it includes the following:
o Police incident reporting
o GMS/PMS contract regulations
o Practice visit – best practice

6.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers) – Not Applicable
6.1 Does this require public engagement or has public
engagement been carried out? / No
Page 4 of 5
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i.

If no explain why – no service transformation or
change.

ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.

6.2 Does the public sector equality duty apply? No.
i.
If no please state why – no service transformation or
change.
ii.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.
6.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
6.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Achieving key performance targets delivers better care for our
patients.

7.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Maintaining healthy financial position ensures sustainability for the
future.

8.

CONCLUSION
The Liverpool CCG Governing Body is asked to note the Chief
Officer’s report.

Page 5 of 5
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Report no: GB 86-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH DECEMBER 2017
Title of Report
Lead Governor

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

Senior Management Tony Woods, Programme Director – Community
Team Lead
Services and Digital Care
Report Author

Sue Rogers, Assistant Director Strategic
Integration and Commissioning

Summary

The purpose of this paper is to present the key
issues discussed, risks identified and mitigating
actions agreed at the Joint Commissioning Group
on 4th December 2017
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, 4 December 2017
2.00 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 for officers to declare any pecuniary or
significant prejudicial interests they may have in any item on the
agenda.
3.

Notes of the Last Meeting - 16th October 2017

The JCG to note that the last meeting was used solely to agree
revision of the Better Care Fund submission following feedback from
NHS England requesting increased ambition in National Condition 4 Reducing Delayed Transfers of Care (DTOC) in the city (revision
subsequently endorsed by Mayor Anderson OBE and Dr Simon
Bowers on behalf of the Liverpool Health and Wellbeing Board).
4.

Care and Reablement Hubs

To receive a report providing details of the proposed future
configuration and service offer for existing three LCC Reablement
Hubs and the three new Care and Reablement.
5.

Next Steps for Integrated Commissioning

Presentation to be received.
6.

Feedback from Liverpool Integrated Care
Partnership Group (Shadow)

Verbal feedback
7.

Date and Time of the Next Meeting

To note as – Monday 15 January 2018 at 2pm, in Meeting Room 1
Liverpool CCG, Lewis’s Building.

48

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Joint Commissioning Group of
the Health & Wellbeing Board

Meeting Date: 4th December 2017

Key issues:

Risks Identified:

1. Development of Care Reablement Hubs

•

Opportunity for new model of
care to replace or
supplement current provision

•

Alignment of new hubs with
capacity requirements for
care in the city.

•

Financial Impact Assessment
of new proposed model
Clarity required on approach
and scope for integrated
commissioning

2. Development of Integrated
Commissioning between
Liverpool CCG and
Liverpool city Council

•

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Identify CCG representation for task and finish group.
3. Were any conflicts of interests identified or declared? /No
resolved:
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Is the risk
identified linked
to the Corporate
Risk Register &
if so please
provide the Risk
No

Chair:

Mitigating Actions:

•

Review of Reablement and out of
hospital offer and alignment with
Community model of care to
understand supply, demand and
utilisation of available financial
resources.

•

Workshop between two organisations
to review current work programmes and
priorities, this will be planned for early
2018.

•

Review current governance
arrangements to ensure joint planning
and commissioning.

If Yes please state the nature of the conflict and how it was

Page 3 of 3
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Report no: GB 87-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH DECEMBER 2017
Title of Report
Lead Governor

Finance Update October 2017 – Month 7
17/18
Jan Ledward – Interim Chief Officer

Senior
Management
Team Lead
Report Author

Mark Bakewell
Acting Chief Finance Officer

Summary

This paper summarises the CCG’s financial
performance for the month of October 2017
(Month 7) for the Governing Body and
contains details regarding

Mark Bakewell
Acting Chief Finance Officer

a) Financial Performance in respect of
delivery of NHS England Business
Planning Rules particularly regarding inyear surplus position and treatment of
non-recurrent headroom
b) Assessment of risk to the delivery of
forecast surplus position given current /
required mitigating actions as identified
within Financial Recovery Plan as
shared with NHS England
c) The likely timescales around required
decision making process during Quarter
4 that the Chief Officer and Chief
Finance Officer have the relevant
delegated authority from the Governing
Body to identify and implement
appropriate remedial actions in order to
Page 1 of 36
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deliver NHS England Business Rules.
Recommendation

That Liverpool CCG Governing Body :
 Notes the current financial position
and risks associated with delivery of
the forecast outturn position.
 Notes the stated assumptions
regarding
proposed
recovery
solutions to deliver the required
business rules based on current
forecast outturn assumptions.
 Approves that, given the likely
timescales around required decision
making process during Quarter 4
that the Chief Officer and Chief
Finance Officer have the relevant
delegated
authority
from
the
Governing Body to identify and
implement
appropriate remedial
actions in order to deliver NHS
England Business Rules.

Relevant
standards/targets

Financial Duties
NHS England Business Rules

Page 2 of 36
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FINANCIAL PERFORMANCE UPDATE
– MONTH 7 (OCTOBER) 2017/18
1. PURPOSE
The purpose of this report is to provide the Governing Body with an
update on the CCG’s financial performance within the 2017-18 financial
year.
2. RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the current financial position and risks associated with
delivery of the forecast outturn position.
 Notes the stated assumptions regarding proposed recovery
solutions to deliver the required business rules based on current
forecast outturn assumptions.
 Approves that, given the likely timescales around required decision
making process during Quarter 4 that the Chief Officer and Chief
Finance Officer have the relevant delegated authority from the
Governing Body to identify and implement appropriate remedial
actions in order to deliver NHS England Business Rules.
3. REPORTING REQUIREMENTS
NHS England have advised that CCGs should move away from
reporting financial performance on a “cumulative basis”, to “in-year
surplus” reporting.
Table one below summarises the CCG Financial Performance against
planning assumptions on both of these basis with a minor ‘in-year’
surplus (*a) required to maintain a relative 2% cumulative surplus
position (*b) (given an increase in CCG resources compared to 16/17
due to additional allocation growth)
Table One: 2017/18 Financial Year (FY) Planned Surplus Position

In Year Position Surplus / (Deficit)
Prior Year (carry forward) Surplus
2017/18 Planned Surplus position

2017/18 Financial Year
£ 000’s
86 (*a)
16,380
16,466 (*b)
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The focus of future ‘external’ reporting in accordance with NHSE
requirements will be the delivery of the £86k surplus (*a) for 2017/18,
with the CCG ensuring that the 0.5% National Headroom reserve (as
described below) remains available for national direction. The CCG will
continue to report on both values for the 2017/18 financial year given the
change in reporting focus and to ensure awareness of its cumulative
surplus position is maintained.
4.

GUIDANCE UPDATES

a) Prescribing price concessions and No Cheaper Stock Obtainable
All drugs listed in ‘Part VIII’ of the Drug Tariff are eligible for price
concessions and ‘No Cheaper Stock Obtainable’ (NCSO) status.
Occasionally there are shortages of these products, for example, if there
are manufacturing problems or a change in demand, resulting in
pharmacy contractors having to dispense an equivalent product that is
only available above the set Drug Tariff price.
Price concessions and ‘NCSO’ are not necessarily new issues and a
level of pressure is always managed by organisations each year in the
course of normal business.
However, due to both an increase in the number of items included on the
concessions list, and the level of price increases associated with some
specific items in 17/18, all CCGs are flagging pressures significantly in
excess of previous levels.
Pending a national review of the cost pressures by NHS England, CCG’s
have been asked to report these pressures to their Governing Bodies
outside of the formal non-ISFE submission process.
For Liverpool CCG an additional cost pressures totalling £2.1m has
been estimated. This has not been reflected in the reported forecast
outturn position, which if it materialise’ s without central financial support
or mitigation will put at risk the CCG’s delivery of business rules for
2017/18.
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b) Category M Savings
The Pharmaceutical Services Negotiating Committee (PSNC) recently
announced that category M prices will be reduced by £15m per month
(anticipated £120m windfall benefit) for a 12-month period from August,
to "correct overpayments of retained margin for both 2015-16 and 201617".
Further guidance has been received with regards to the centrally held
‘reserve’ relating to unplanned drug price reductions in 2017/18 and has
advised that “It is our intention that the benefit of the price reduction
initially retained centrally should be available for investment by CCGs
either in 2017/18 or in subsequent years”
If the risk reserve does need to be deployed to offset the risk of a system
deficit, then the CCG’s in-year and cumulative surplus position will
increase further, above the figures reported in Table 3.
Current indications suggest the value of these category ‘M’ savings for
Liverpool CCG in 17/18 could be in the region of £1m at the end of the
financial year however due to the time lag in prescribing data this is still
an estimated on liverpool’s share of national adjustments..
5.

FINANCIAL POSITION SUMMARY AT MONTH 7

a) Financial Performance Indicators
Table two below describes the CCG’s self-assessed performance
against required financial performance and statutory measures
(regarding resource and cash limits) given the information contained
within this report.
Table Two: 2017/18 Full Year monthly financial performance indicators
Financial Performance
Indicators

a) Business Rules
2017/18 Forecast
Outturn ‘In year’ Surplus
/ (Deficit) (*1)
2017/18 Forecast
Outturn ‘Cumulative’
Surplus /
(Deficit)Position
2017/18 Year to Date

Plan

Month
1
(April)

Month
2
(May)

Month
3
(June)

Month
4
(July)

Month
5
(Aug)

Month
6
(Sep)

Month
7
(Oct)

£000

£000

£000

£000

£000

£000

£000

£000

86

86

86

86

86

86

86

86

16,463

16,466

16,466

16,466

16,466

16,466

16,466

16,466

0

(289)

(872)

(715)

(1,075)

(1,220)

(1,552)

2017/18
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Surplus / (Deficit)
Position
Running Costs Forecast
Expenditure (*3)
b) National Planning
Rules
0.5% Local Headroom
NR ‘Reserve’ Earmarked
& Available (*2)
(baseline recurrent
programme allocation
excluding primary care)
0.5% National
Headroom NR ‘Reserve’
Earmarked (*2) (baseline
recurrent programme
allocation excluding
primary care)
0.5% Contingency
‘Reserve’ Earmarked &
Available (*2) (based on
overall baseline
recurrent allocation, plus
delegated primary care
plus running costs
allocations)
c) Effectiveness
Indicators
Month –End Cash
Balance (*4)
Better Payment
Practice Code
Performance by Volume
– NHS (*4)
Performance by Volume
- Non-NHS (*4)
Performance by Value –
NHS (*4)
Performance by Value Non-NHS (*4)

10,562

10,047

10,047

10,329

10,064

10,300

10,173

10,060

4,275

4,275

4,275

4,275

4,275

3912*

3912*

3912*

4,275

4,275

4,275

4,275

4,275

3912*

3912*

3912*

4,525

4,525

4,525

4,525

4,525

4,525

4,525

4,525

405

15

293

264

346

315

183

M01
YTD

M02
YTD

M03
YTD

M04
YTD

M05
YTD

M06
YTD

M07
YTD

95%

100%

100%

99%

99%

99%

99%

99%

95%

100%

95%

96%

97%

97%

98%

98%

95%

100%

100%

100%

100%

100%

100%

100%

95%

100%

99%

99%

99%

99%

99%

99%

Target
<
1.25%

*Notes
1 – Delivery of NHS England Business Rules re minimum of in-year break position for ‘2.0% surplus’
CCG’s
2 – Earmarked Funds to be ‘reserved’ for Headroom and Contingency as per NHS England Planning
Guidance (NB calculation methodology differs for respective 0.5% calculations and have also been
revised in year)
3 - Running costs expenditure must not exceed allocation of £10.562m
4 – Performance against relevant target

Delivery of the forecast outturn surplus position remains subject to risks /
mitigations as outlined within this paper, an element of this is reflected in
the year to date reporting position as at the end of October with
increased expenditure against planned levels of £1,552k due to a
combination of factors as described later in this report.
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For the purpose of clarity, the relationship between section b) National
Planning Rules of the above table and delivery of the CCG Financial
Position is stated below.
b) Assumptions regarding delivery of the ‘In year’ Surplus of £86k
The £86k planned ‘in year’ surplus includes the assumption of utilising
an element of the earmarked reserves based on CCG financial plan and
its compliance with national planning rules as approved by NHS
England.
Both the local 0.5% Non-Recurrent headroom reserves £3.912m (i) and
0.5% Contingency Reserve of £4.525m (iii) are assumed to be part of
the CCG’s financial assumptions in delivery of the £86k in year surplus.
The 0.5% contingency reserve will be released to offset ‘in- year’
operational pressures as described within this report, whilst the majority
of the 0.5% local non-recurrent headroom is required to support the
Liverpool Community Health NHS Trust contract agreement in 2017/18
financial year.
c) National element of Headroom Reserve
Guidance remains (and confirmed by recent correspondence with
regards to the system risk reserve) that the 0.5% National element of the
Headroom Reserve should be held by the CCG, awaiting national
direction as to its application. On a quarterly basis NHS England and
NHS Improvement will review delivery of commissioners’ and providers’
plans, will decide whether the local system needs to continue to hold the
reserved portion of the non-recurrent budget, or whether it can be
released for investment.
The CCG’s 2017/18 Forecast Outturn ‘Cumulative Surplus Position’ of
£16.466m assumes that the reserve will ‘be released for investment’. If
however the national direction is that the ‘local system needs to continue
to hold the reserve position’, the £3.912m ‘reserve’ will be retained by
the CCG thereby increasing the overall CCG surplus position as per the
table below:
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Table Three: 2017/18 Cumulative Surplus Position including retained
National Headroom Reserve excluding ‘Category M Savings’

2017/18 Forecast Outturn Surplus Position
2017/18 National Headroom Non-Recurrent Reserve (ii)
2017/18 Surplus Position incl. retained National Headroom
Reserve

Current
Year

Cumulative

£000
86
3,912

£000
16,466
3,912

3,998

20,378

6. DETAILED FINANCIAL PERFORMANCE INFORMATION
The below sections summarise the key information regarding Month 07
(October) 2017/18 reporting position for NHS Liverpool Clinical
Commissioning Group.
a) Revenue Resource Limit
The resources available to the CCG within the 2017/18 financial year are
described within tables four to six below and total £872.44m on an inyear allocation basis; these include the CCG’s programme (recurrent
and non-recurrent) and running cost allocations and also the amount
delegated by NHS England for CCG commissioning of Primary Care (GP
practices).
Pass through allocations increased by £0.35m during October in respect
of
• CYP Improving Access to Psychological Therapies (IAPT) trainee
staff support costs £0.07m;
• Acute hospital urgent and emergency liaison mental health
services £0.25m;
• CYP Crisis acceleration funding £0.07m
An ‘Identification Rules (IR)’ adjustment of -£0.04m has been actioned in
respect of specialised commissioning services and is adjusted through
the CCG’s earmarked reserves.
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Table Four: 2017/18 FY Total Resource Allocations

Notified Programme Allocation
Baseline Non-Recurrent Allocations
In-Year Non-Recurrent Allocations
Primary Care Co Commissioning
Total Revenue Resource Limit (Programme)
Running Costs Allocation
Total In-Year Allocation
Prior Year (carried forward) Surplus
Total CCG Allocation

£000
782,388
2,491
4,450
72,547
861,876
10,562
872,438
16,380
888,818

A breakdown of the CCG’s non-recurrent resources within the 2017/18
financial allocations can be found below
Table Five: 2017/18 FY Baseline Non-Recurrent Allocations
Baseline Non-Recurrent Allocations
NPfIT IT funding
Identification Rule Changes (Specialised)
HRG4+ changes
Total Baseline Non-Recurrent Allocation

£000
4,000
(2,941)
1,432
2,491

Table Six: 2017/18 FY Additional In-Year Resource Allocations
In-Year Non-Recurrent Allocations
Reception and clerical training
NHS WiFi
Market rents adjustment
Paramedic Rebanding Additional Funding 2017-18
TB allocations Qtr 1
HSCN - GP funding
CYPT IAPT Trainee staff support costs
Perinatal Community Services Development Payment 1
Acute hospital urgent & emergency liaison mental health
services
Vanguard funding - The Neuro Network (Walton Centre)

£000
87
193
90
127
19
64
138
697
749
1,312
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(3 Qtrs)
Walton Neuro Network ACC Q1&Q2 Local Evaluation
funding
Global Digital Exemplar (GDE) funding Alder Hey
Children's NHS FT
Mental Health New Care Models support funding
CYP Crisis Acceleration Funding
Identification Rule in-year changes (Specialised)
Total Non-Recurrent Allocation

50
794
100
74
(44)
4,450

b) 2017/18 Year to Date and Forecast Outturn Expenditure Position
as at Month 7 (October)
The CCG is reporting a year to date over performance of £1.55m
(0.30%) against budgeted expenditure of £514.2m as at October 2017,
as set out in the Table Seven below. This compares to an overspend of
£1.22m as at September 2017 (Month 6).
The CCG is reporting an outturn position compliant with the 2017/18
Plan reflecting delivery of business rules for the year; however this
remains subject to a number of assumptions.
Table Seven: 2017/18 FY – Month 7 Year to Date (October) and
Forecast Outturn Financial Position
Annual

Expenditure Area
Acute Commissioning

Budget
£000

Year to Date
Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

429,191

253,902

257,652

3,749

433,803

4,612

Community

92,177

54,477

54,352

(125)

92,220

42

Continuing Care

35,169

21,467

22,232

766

36,569

1,400

Mental Health

86,055

51,133

52,119

986

87,753

1,698

Other Programme

22,339

12,900

12,473

(427)

21,605

(734)

Earmarked Reserves

10,761

6,277

2,088

(4,189)

2,079

(8,682)

3,912

0

0

0

3,912

0

182,456

107,990

108,874

884

184,352

1,896

10,293

6,084

5,992

(91)

10,060

(233)

872,352

514,230

515,782

1,552

872,352

0

Non-Recurrent Headroom (National)
Primary Care & Prescribing
Corporate
TOTAL

Year to Date Financial Position
The Month 7 year to date reported financial positon is largely due to the
following factors:
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Adverse Positions (by overall category position)
• Acute Commissioning adverse impact of 2016/17 outturn £2.2m
comprising:
o £0.6m where final performance data has been finalised post
accounts position due to reconciliation timetable.
o £(0.2)m winter resilience expenditure below accrued levels.
o £1.8m in relation to Royal Liverpool and Broadgreen
University Hospitals NHS Trust contract settlement.
• Acute Commissioning adverse in-year performance of £1.5m
comprising:
o Activity based contracts (e.g. non-acting as one) for St
Helens & Knowsley NHS Trust, Spire and NCAs totalling
£1.0m year to date pressure.
o South Sefton CCG Rehabilitation recharge and Acting As
One appliances and devices and high cost drugs variable
cost pressures totalling £0.5m.
• Continuing Care £0.8m adverse year to date position due to
additional clients receiving Personal Health Budgets, a two month
high cost Children’s placement and increased Adult Fully Funded
and Adult Joint Funded placements.
• Mental Health (inc Learning Difficulties) £1.0m year to date
pressure; including high cost LD and Section 117 placements.
• Prescribing - £1.5m year to date adverse position based on 5
months actual prescribing information, comprising £2.8m adverse
NCSO (No Cheaper Stock Obtainable) costs; offset by a
favourable variance on other prescribing costs of £1.3m.
• Offset by unidentified CRES pressures reported within Reserves
(as per reporting below) for Primary Care, Income Opportunities
and Miscellaneous Grants of circa £1.5m.
Favourable Position (by overall category position)
• Community Care digital investment is contributing to the £0.1m
favourable variance.
• Other Programme costs £0.4m favourable to budget and reflects
reduction in Vacant Space property recharges.
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• Primary Care – £0.6m net year to date favourable position
comprising; Delegated co-commissioning QOF 2016/17 outturn
cost pressure of £0.4m offset by lower than planned list size
growth in 2017/18 and favourable variance on Local Enhanced
Services, Oxygen and Primary Care IT.
• Corporate Running Costs year to date underspend of £0.1m
largely due to vacancies.
• Release of seven months of applicable un-committed earmarked
reserves (including Contingency) totalling £5.7m of year to date
savings.
Run Rate Review
Table Eight sets out an analysis of the year to date variances as
previously reported to the Governing Body, together with the impact of
prior year transactions that have finalised in 2017/18 and which are
reflected in both the year to date and forecast outturn position for the
year.
Year to Date Variance

Expenditure
Area
Acute
Commissioning
Community

646

1,201

1,567

2,755

3,262

3,749

53

90

(46)

40

106

(125)

(39)

(87)

(125)

(39)

81

42

Continuing
Care
Mental Health

173

195

370

65

608

766

(175)

941

766

(175)

1,575

1,400

139

198

204

335

668

986

228

758

986

228

1,470

1,698

Other
Programme
Primary Care &
Prescribing
Corporate

(20)

276

223

201

189

(427)

281

(709)

(427)

281

(1,015)

(734)

47

317

(419)

(347)

(392)

884

362

522

884

362

1,534

1,896

(184)

(220)

(120)

(148)

(185)

(91)

58

(149)

(91)

58

(291)

(233)

854

2,058

1,779

2,901

4,257

5,741

2,893

2,848

5,741

2,893

5,789

8,682

(565)

(1,186)

(1,062)

(1,827)

(3,037)

(4,189)

0

(4,189)

(4,189)

0

(8,682)

(8,682)

0

0

0

0

0

0

0

0

0

0

0

0

289

872

717

1,075

1,220

1,552

2,893

(1,341)

1,552

2,893

(2,893)

(0)

Earmarked
Reserves
Non-Recurrent
Headroom
(National)
TOTAL

M03
£000

M04
£000

M05
£000

M06
£000

M07
£000

Forecast Outturn Variance

Prior
Year
£000
2,177

Sub Total

M02
£000

Year to Date
Current
Year
£000
1,572

YTD
M07
£000
3,749

Prior
Year
£000
2,177

Current
Year
£000
2,435

FOT
M07
£000
4,612

Month on Month Movements
Key movements between month 6 and month 7 reporting are set out
below:
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• Acute Commissioning includes £0.49m over performance in month 7
notably in respect of variable costs (Appliances and Devices and High
Cost Drugs) within the Acting as One contracts.
• Updated assumptions regarding Community Digital investment, with
costs now projected in the remaining months of the year.
• Continuing Care year to date variance and forecast outturn increased
in Month 7 following receipt of the latest ADAM care package data.
Care Packages continue to be reviewed and validated following the
introduction of the new ADAM system in April 2017.
• Mental Health variances continue to reflect extrapolation of new
packages of care net of the impact of discharged patients. Month 7
includes increased Out of Area (OAT) treatment costs and additional
investment at Queens Drive.
• Other Programme reflects reduction in NHS Property Services
premises recharges following resolution of outstanding negotiation
issues.
• Primary Care & Prescribing reflects significant increases in NCSO
(No Cheaper Stock Obtainable) costs, notably Olanzapine and
Quetiapine, which are now reflected in the year to date variance
resulting in an adverse movement of £1.3m in Month 07. The forecast
outturn expenditure position (based on 5 months worth of actual data)
is assessed as a £2.4m overspend but excludes any NCSO cost
projections for quarter 4 in line with NHSE guidelines, this would
equate to an additional £2.1m increase to the projected forecast
outturn costs contained in this report.
• Corporate Services now includes the CCG’s contribution to Cheshire
and Merseyside STP costs, with a favourable variance due to
vacancies within the organisation.
• The utilisation of Contingency and slippage against Earmarked
Reserves continue to be forecast to mitigate Operational cost
pressures and under delivery against planned CRES targets.
Forecast Outturn Position as at Month 7 (October)
The CCG is reporting an outturn position compliant with the 2017/18
Plan reflecting delivery of business rules for the year
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This is on the basis of a combination of the current operational position
overspend of £8.682m, being offset by the earmarked reserves
(£7.181m) but contains an element of financial risk at £1.501m as
described below.
The key forecast outturn variances from planned levels of expenditure
(based on the month 7 reporting information) results in the below
material variances as summarised in the table below:
Table Nine: 2017/18 FY – Month 7 (October) Forecast Outturn
Variances by Expenditure Area

Expenditure Area
Acute Commissioning
Acute Commissioning
Acute Commissioning
Acute Commissioning
Acute Commissioning
Community Services
Continuing Care
Continuing Care
Mental Health
Mental Health
Primary Care &
Prescribing
Primary Care &
Prescribing
Primary Care &
Prescribing
Other Programme
Running Costs
Sub Total

Expenditure Line
St Helens & Knowsley NHS Trust
Contract
Spire Contracts
Prior Year Impact (including RLBUHT &
Winter Resilience)
NCA's - CRES Non-Delivery
Other Acute (incl variable elements of
Acting As One contracts)
Community Trusts, Hospices & Long
Term Conditions
Children’s Continuing Care
Continuing Health Care & Funded Nursing
Care
Learning Disabilities Packages
Other Mental Health Services

MONTH 07
YTD
FOT
Variance
Variance
£ 000’s
£ 000’s
584

948

311

481

2,177

2,177

142

200

536

807

(125)

42

181

170

584

1,230

787
198

1,170
528

Delegated Commissioning / Other

(242)

(186)

Prescribing

1,464

2,417

Other (Out of Hours, Oxygen, LES etc)

(338)

(335)

Social Grants / Other
Running Costs

(427)
(91)

(734)
(233)

Operational Forecast Outturn

5,741

8,682

Table Ten below summarises the reported earmarked reserves available
to the CCG to offset this operational position.
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Table Ten: 2017/18 FY – Earmarked Reserves position as at Month 7
Annual

M07 RESERVES

Budget
£000

Year to Date
Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

CONTINGENCY

4,525

2,640

0

(2,640)

0

(4,525)

OTHER EARMARKED

7,657

4,466

2,039

(2,427)

1,994

(5,662)

UNIDENTIFIED CRES

(2,524)

(1,472)

0

1,472

0

2,524

85

49

49

0

85

0

NON-RECURRENT HEADROOM

1,018

594

0

(594)

0

(1,018)

NATIONAL RISK RESERVE

3,912

0

0

0

3,912

0

14,673

6,277

2,088

(4,189)

5,991

(8,682)

NON-RECURRENT ALLOCATIONS

TOTAL RESERVES

Variances within earmarked reserves reflect current assumptions
regarding
a) the availability of 0.5% contingency reserves (£4.525m) which are
currently fully required to offset operational pressures as described in
table above
b) the relative impact of unidentified CRES delivery (£2.524m). The
current forecast outturn assumptions remains contingent on delivery of
Cash Releasing Efficiency Savings (CRES) as described within this
report and can be summarised as £21.739m (at month 7) of the
£26.180m planned savings currently being achieved.
This is reflected as unidentified CRES of £2.524m presented in
‘earmarked’ reserves together with the additional shortfall / non-delivery
in other ‘cost-centre’ budgets of £1.917m resulting in a total forecast
CRES shortfall of £4.441m for the year.
c) Current information suggests genuine slippage of circa £5.180m
against ‘other Earmarked Reserves’ and ‘Non-Recurrent Headroom’ as
described in original financial planning assumptions, with the resulting
gap of £1.501m as per table below (totalling £6.680m as per table ten
above) also assumed to be achieved in the form of additional mitigations
(cost containment, improved CRES delivery or further slippage against
earmarked reserves),

Page 15 of 36

65

Table Eleven – Summary of earmarked reserves and additional
mitigations required.

Total

Operational Forecast Outturn

Reserves
Reserves
Reserves

Unidentified CRES
Contingency
Other Earmarked Reserves

Gap to deliver "in-year" breakeven position

YTD Variance
£ 000’s

FOT Variance
£ 000’s

5,741

8,682

1,472
(2,640)
(3,021)

2,524
(4,525)
(5,180)

1,552

1,501

Closure of this gap is assumed on the basis that a further £1.501m of
mitigation is achievable from a combination of one / all of the three
following options during the remainder of the financial year:
• Reduction in the value of CRES ‘non-delivery’ from current £4.4m
(£2.5m reflected in Reserves and £1.9m within Operational
Forecast Outturn).
• Reduction in operational FOT pressures of £8.7m (of which £2.9m
is a fixed prior year cost as per run rate analysis)
• An increase the amount of slippage against ‘Other Earmarked’
reserves above the current £5.2m.
Should all other forecasts be consistent with current outturn assumptions
(which exclude Quarter 4 NCSO prescribing costs in line with current
NHSE guidance) and additional mitigations be successful, the CCG
would achieve the required forecast outturn position of an £86k in-year
surplus (excluding the national risk reserve element 0.5%).
c) Cash Releasing Efficiency Savings
Background
CCG Financial Planning Assumptions assumed a required level of
savings in order to deliver NHS England Business Planning Rules for the
2017-18 financial year.
Based on planning assumptions used for the financial plan that was
approved by the governing body in April 2017, circa £25.2m of cash
releasing savings were required with identified plans of £23.6m leaving
an unidentified gap of £1.55m.
Further amendments made to planning assumptions resulted in a
revised CRES plan of £26.18m for the 2017/18 financial year supported
Page 16 of 36

66

by the development of a CRES Tracking tool in order to monitor both
financial and non-financial aspects of implementation
Year to date
Table twelve below provides an assessment of savings within the year to
date position, an element of these are assumed to be delivered based
on budget setting methodology and agreement with SMT Leads on
expenditure plans for the financial year.
Planned Savings Assumed at this point in the financial year equates to
£16.5m, with an adverse variance of £2.9m (£2.7m at Month 6)
predominantly due to the unidentified schemes / shortfall as described
within the separate Finance, Procurement & Contracting Committee
“Cash Releasing Efficiency Savings” paper.
The profiled savings assumptions are as per the latest information
received from respective Senior Management and Programme Leads.
Table Twelve – 2017/18 FY – Month 7 (October) Year to Date CRES
Year to Date
Target
Savings 17/18

Year to Date
Assumed
Savings

(by
Programme)

(as at End of
October 2017)

£ 000’s

£ 000’s

£ 000’s

936

535

(401)

A

3,291

3,221

(70)

A

961

1,014

53

F

2,050

546

(1,504)

A

5. End of Life Care

278

189

(89)

A

6. CAMHS

410

410

0

7. Healthy Liverpool

55

55

0

1,651

1,651

0

9. Intermediate Care

352

481

129

10. Care Home Schemes

600

600

0

11. Healthy Lung

161

134

(27)

12. Living Well

44

44

0

13. Winter Resilience

128

128

0

14. Better Care Fund

4,000

4,000

0

15. Running Cost Review

383

410

27

F

16. Non Contracted Activity

94

19

(75)

A

17. External Funding Opportunities

583

0

(583)

A

18. Grants - Adult Mental Health

92

92

(0)

A

Programme Name

1. Non Acting as One Contracts
2. Prescribing
3. Packages of Care
4. Primary Care

8. Digital IT

Year to Date
Surplus (F) /
(Shortfall) (A)

F

A
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19. Grants - Children's

63

38

(25)

20. Grants - Dementia

76

76

0

21. Grants - Social

285

(30)

(316)

22. Grants - LD

16

16

0

23. Grants - Other

15

6

(9)

A

16,525

13,635

(2,890)

A

TOTAL

A

A

Forecast Savings
Month 7 reporting provides the current view of performance against
planning assumptions, although a time lag in information flows exists for
a number of areas which are activity based (e.g. activity contracts /
prescribing / continuing health care etc)
The Summary of the Forecast CRES Savings Plans at the end of
October 2017 (Month 7) is as per table thirteen below, resulting in
£4.441m variance (adverse (A)) away from planned savings (was
£4.567m at month 6); off which £1.917m is reflected against devolved
budgets and £2.524m in Commissioning Reserves.
The main movements being an adverse movement in the ‘non-acting as
one’ CRES schemes and favourable movement on running cost savings
Table Thirteen– 2017/18 FY – Month 7 (October) Forecast CRES
position
Target Savings
17/18

Savings
Delivery
Forecast

(by
Programme)

(as at End of
October 2017)

£ 000’s

£ 000’s

£ 000’s

1. Non Acting as One Contracts

2,000

909

(1,091)

A

2. Prescribing

7,185

7,090

(95)

A

3. Packages of Care

2,067

2,158

91

F

4. Primary Care

2,200

696

(1,504)

A

5. End of Life Care

857

324

(533)

A

6. CAMHS

922

922

0

7. Healthy Liverpool

100

100

0

2,148

2,148

0

9. Intermediate Care

709

764

55

10. Care Home Schemes

600

600

0

11. Healthy Lung

161

134

(27)

12. Living Well

44

44

0

Programme Name

8. Digital IT

Forecast
Surplus (F) /
(Shortfall) (A)

F

A
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13. Winter Resilience

128

128

0

14. Better Care Fund

4,000

4,000

0

15. Running Cost Review

500

733

233

F

16. Non Contracted Activity

250

50

(200)

A

1,000

0

(1,000)

A

18. Grants - Adult Mental Health

394

394

(1)

A

19. Grants - Children's

137

112

(25)

A

20. Grants - Dementia

185

185

0

21. Grants - Social

489

174

(316)

22. Grants - LD

16

16

0

23. Grants - Other

88

59

(29)

A

26,180

21,739

(4,441)

A

17. External Funding Opportunities

TOTAL

A

d) FINANCIAL RISKS
Delivery of the CCG’s planned outturn position and achievement of
Business Rules is subject to the appropriate proactive management of
risks, including:
i. Out of Hospital Demand Led
Demand Led expenditure through the Better Care Fund, being subject to
fluctuation including CCG responsibilities regarding Section 117,
Complex Needs and Mental Health Rehabilitation costs.
Risk – Month 7 Position reflects latest recharge information received
from Liverpool City Council. Other Packages of Care continue to be
subject to ongoing validation.
Mitigation – Reconciliation of year to date performance is being
undertaken with further development of an agreed approach to risk
sharing for joint packages of care being required as part of the revised
Section 75 agreement with Liverpool City Council.
ii. Cash Releasing Efficiency Savings (CRES) Delivery
A number of CRES Schemes remain subject to validation due to time lag
of performance information to inform in-year monitoring position (e.g.
prescribing / continuing healthcare)
Risk – CRES delivery not in line with required planning assumptions.
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Mitigation – Reconciliation of CRES delivery on a monthly basis, regular
meetings with SMT / Budget Holders, Programme Leads, Oversight from
Finance Resilience Oversight Group (FROG)
iii. Non-Acting as One Contract Performance
Contract Performance exceeds current forecast outturn assumptions
Risk – Month 7 Position exceeds planning assumptions
Mitigation – Monthly monitoring, contract performance review with coordinating commissioner, planned care and demand management
workstreams.
iv. HMRC Inquiry
Potential outstanding payments due to HMRC as previously reported to
the Remuneration Committee.
Risk – additional costs to the CCG in respect of prior year transactions.
Mitigation – work with HMRC and others to ensure correct tax and
national insurance have been paid by Liverpool CCG and other affected
parties.
Overall Risk Assessment as per NHS England Reporting
NHS England requires CCGs as part of the monthly reporting cycle to
assess and separately report financial risks that provide risk of delivery
to the planned forecast outturn position.
The Month 7 return comprised:
• £1.501m Gap to deliver in-year break-even position (Table Eleven)
• £0.750m of assessed potential risk against delivery of £2.0m CHC
Packages of Care efficiency programme pending full assessment
of care packages on the recently implemented ADAM system.
• £0.035m HMRC inquiry assessed risk with potential exposure
assessed at c. £200k.
The CCG will continue to review these risks through the actions
described above.
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7.

STATEMENT OF FINANCIAL POSITION

Table Fourteen below shows the statement of financial position for the
CCG as at October 2017 including relevant assets and liabilities.
Table Fourteen- Statement of Financial Position as at October 2017
Oct-17

Mar-17

£000’s
0

£000’s
0

157

1

Accounts Receivable

7,868

6,418

Current Assets

8,025

6,419

TOTAL ASSETS

8,025

6,419

Accounts Payable
Total Current Liabilities

49,433
49,433

44,836
44,836

Retained Earnings incl. In Year

-41,408

-38,417

Total Taxpayers Equity

-41,408

-38,417

8,025

6,419

Total Non-Current Assets
Cash

TOTAL EQUITY + LIABILITIES

The October 2017 accounts receivable includes one month’s accrued
income totalling £2.4m in respect of quarter three Section 75 recharges
to Liverpool City Council, this will be settled in January 2018.
a) Cash Target
The target for the month of October 2017 was achieved with a cashbook
balance of £183,180 at the end of the month.
The target for the CCG is a maximum cash holding of less than 1.25% of
the monthly drawdown which for October equates to £816,250.
b) Better Payment Practice Code
Under the Better Payments Practice Code (BPPC), CCG’s are expected
to pay 95% of all creditors within 30 days of the receipt of valid invoices.
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Table Fifteen – Better Payment Practice Code as at October 2017
BPPC - April 2017 to October 2017
Total
Number of
Invoices Paid

Total Paid
within
Target

% age

Total Value
of Invoices
Paid £000

Value Paid
within
Target £000

% age

NHS

1,950

1,937

99%

348,819

348,718

100%

NON NHS

8,012

7,836

98%

144,067

142,734

99%

The October 2017 year to date figure shows that this target was
achieved for NHS and NON NHS for both Value and Number of
invoices.
The target for October 2017 for NHS invoices, both number and value,
was achieved at 100%. For Non-NHS both targets for the number and
value of invoices paid was achieved at 99.30% and 99.81% respectively.
The target for the year of 95% is expected to be achieved.
8. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
8.1 Does this require public engagement or has public engagement
been carried out?
Not Applicable
8.2 Does the public sector equality duty apply?
Not Applicable
8.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
Economic /Social / Environmental wellbeing
Not Applicable
8.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Not Applicable
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9. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
Supports the achievement of Statutory Financial Duties.
10. CONCLUSION
The purpose of this report is to provide the Governing Body with an
update on the CCG’s financial performance against its planned
surplus and elements of business planning rules for 2017/18.
Mark Bakewell
Acting Chief Finance Officer
30th November 2017

Page 23 of 36

73

Appendix One - Month 7 (October) Financial Performance by Expenditure Area

i.

Acute Expenditure

The overall Acute commissioning expenditure position is currently £3.7m over plan as at October 2017, as per the table
sixteen below.
Table Sixteen – 2017/18 FY – Month 7 (October) Acute Expenditure
Annual

Expenditure Area
ACUTE COMMISSIONING

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

425,729

251,883

255,787

3,904

430,538

4,809

3,155

1,841

1,983

142

3,355

200

HIGH COST DRUGS

264

154

94

(60)

171

(92)

WINTER RESILIENCE

43

25

(213)

(238)

(261)

(304)

429,191

253,902

257,652

3,749

433,803

4,612

NCAS/OATS

TOTAL ACUTE

The year to date position is based on a combination of the following elements:
Annual

ACUTE SUMMARY

Year to Date

Budget
£000

Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

ST HELENS & KNOWSLEY NHS TRUST

20,722

12,088

12,671

584

21,670

948

SPIRE

11,418

6,660

6,971

311

11,899

481

3,155

1,841

1,983

142

3,355

200

393,896

233,314

233,849

535

394,701

805

0

0

2,177

2,177

2,177

2,177

429,191

253,902

257,652

3,749

433,803

4,612

NCA's - CRES non-delivery
OTHER PROVIDERS (net position)
PRIOR YEAR IMPACT

TOTAL ACUTE

Key Reporting Variances
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• Month 6 (September) Cut 1 Data Contract over performance for St Helen’s & Knowsley NHS Trust and Spire Hospitals
£895k year to date and £1,429k forecast outturn, which has seen a reduction compared to previous months reporting.
• The adverse impact of the 2016/17 forecast outturn position compared to actual costs incurred totalling £2,177k;
including negotiated settlement of 2016/17 contractual issues.
• NCA’s non-delivery of anticipated CRES Savings £200k adverse forecast outturn.
• Other Acute over performance £535k year to date and £805k forecast outturn, including Acting As One variable High
Cost Drugs and Appliances and Devices costs.
ii.

Community Expenditure

The community expenditure position is currently £0.125m favourable to plan as at October 2017, as per the table seventeen
below.
Table Seventeen – 2017/18 FY – Month 7 (October) Community Expenditure.
Annual

Expenditure Area

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

COMMUNITY SERVICES

74,750

44,106

44,201

95

74,887

137

INTERMEDIATE CARE

11,022

6,616

6,566

(50)

10,972

(50)

90

72

73

1

119

29

302

176

176

0

302

0

HOSPICES

3,012

1,757

1,787

30

3,086

73

LONG TERM CONDITIONS

3,001

1,749

1,549

(201)

2,854

(147)

92,177

54,477

54,352

(125)

92,220

42

PALLIATIVE CARE
CARERS

TOTAL COMMUNITY

Key Reporting Variances
• Community Services includes prior year expenditure impact for Community Equipment Store £45k, and increase in
2017/18 activity against planned levels for Wirral Podiatry £39k (FOT £93k).
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• Intermediate Care underspend against demand led 28 day spot purchases of £50k in first six months of the financial
year, with expenditure forecast in line with budget for the remainder of the year.
• Palliative care forecast includes £29k Healthy Lung evaluation costs.
• Hospices include £100k forecast outturn cost pressure from non-delivery of CRES (Woodland), offset in part by a
refund of £27k on lymphoedema garments.
• Long Term Conditions (Digital) includes staffing underspends, reduced platform hosting contract costs, additional
ATLAS income.
iii.

Continuing Care

The continuing care expenditure position is currently £0.76m over plan as at October 2017, as per the table eighteen below.
Table Eighteen – 2017/18 FY – Month 7 (October) Continuing Care Expenditure.
Annual

Expenditure Area
FUNDED NURSING CARE

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

6,310

4,121

4,135

14

6,377

67

CHC ADULT FULLY FUNDED

20,469

11,882

12,195

314

20,906

437

Children's Continuing Care

3,496

2,437

2,619

181

3,666

170

CHC AD FULL FUND PERS HLTH BUD

988

577

687

110

1,464

475

CONTINUING HEALTHCARE ASSESSMENT & SUPPORT

366

213

209

(4)

358

(8)

3,540

2,238

2,388

150

3,798

258

35,169

21,467

22,232

766

36,569

1,400

ADULT JOINT FUNDED CONTINUING CARE
TOTAL CONTINUING CARE

Key Reporting Variances
• Funded Nursing Care recharges from Liverpool City Council are £74k higher than planned at Month 7, projected to
£127k for the full year; offset by 2016/17 expenditure accruals exceeding actual recharges by £60k.
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• Continuing Health Care is overspending by £314k at Month 7 based on the latest CSU ADAM report, which continues
to be subject to data validation checks. A number of clients have recently transferred to Personal Health Budgets and
the impact of this is reflected in the forecast outturn.
• A high cost ‘Childrens’ package for a two month placement totalling £167k is reflected in both the year to date and
forecast outturn position.
• Higher than planned Personal Health Budgets Expenditure £110k due to increased client numbers in the first seven
months of the year. A number of clients have recently transferred from CHC Adult Fully Funded and this is reflected in
the higher forecast outturn overspend to £475k.
It is recognised that demand led packages of care continue to present a financial risk to the CCG and a more in depth
analysis of continuing care costs and associated risks is being developed in light of further ADAM information that has been
received which is subject to on-going validation.
iv.

Mental Health

The mental health expenditure position is currently £0.99m over plan as at October 2017, as per the table nineteen below.
Table Nineteen – 2017/18 FY – Month 7 (October) Mental Health Expenditure.
Annual

Expenditure Area

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

CHILD AND ADOLESCENT MENTAL HEALTH

1,670

1,124

1,117

(7)

1,667

(2)

LEARNING DIFFICULTIES

4,111

2,398

3,185

787

5,280

1,170

Learning Difficulties - S117

939

688

996

307

1,625

686

MENTAL HEALTH SERVICES - OTHER

947

601

595

(7)

936

(11)

67,507

39,773

39,805

32

67,567

60

75

75

76

0

76

0

MENTAL HEALTH CONTRACTS
DEMENTIA
MENTAL HEALTH SERVICES - ADVOCACY
MENTAL CAPACITY ACT

91

91

91

(0)

91

0

237

189

189

0

237

0
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MENTAL HEALTH SERVICES - COLLABORATIVE COMMISSIONING

21

21

21

0

21

0

343

200

137

(63)

230

(113)

MENTAL HEALTH SERVICES - ADULTS

4,192

2,494

2,572

78

4,325

132

Mental Health Services - S117 Mental Health

1,752

1,046

995

(51)

1,664

(88)

MENTAL HEALTH SERVICES - OLDER PEOPLE

4,171

2,433

2,342

(91)

4,035

(136)

86,055

51,133

52,119

986

87,753

1,698

MENTAL HEALTH SERVICES - NOT CONTRACTED ACTIVITY

TOTAL MENTAL HEALTH

Key Reporting Variances
• Learning Difficulties
o Two additional high cost Learning Difficulties packages costing £382k within year to date position (FOT £656k).
o Liverpool CCG high cost Learning Difficulties package £61k (FOT £123k) following NHSE decision not to fund
package.
o £76k over performance on CWP contract (FOT £153k)
o Clarification of responsible commissioner confirmed for former Sefton MBC client, resulting in recognition of prior
year costs of £168k and additional costs for current year of £42k. (FOT £210k).
• Learning Difficulties S117
o Joint funded recharge from Liverpool CC higher than planned (FOT £458k)
o Investment in Queens Drive £350k.
• Mental Health Contracts over performance on Cheshire Wirral Partnership contract FOT £40k and increased Mersey
Care CQUIN costs £20k.
• Mental Health Services Non Contracted Activity - £66k favourable to year to date plan following Lancashire Care NHS FT
move from Block to Non-Contract and reflective of reduced activity levels (FOT -£120k)
• Mental Health Services – Adults and S117 reflect latest activity based recharges from Liverpool CC.
• Mental Health Services – Older People forecast to underspend by £136k as a result of delayed tele-triage implementation
and Community Geriatrician recruitment.
v.

Other Programme (excluding Reserves)
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Other programme expenditure position is currently £0.42m favourable to plan as at October 2017, as per the table twenty
below.
Table Twenty – 2017/18 FY – Month 7 (October) Other Programme Expenditure.
Annual

Expenditure Area
HEALTHY LIVERPOOL

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

791

404

351

(53)

723

(67)

10,883

6,349

6,448

99

11,075

191

0

0

0

0

0

0

1,384

803

796

(7)

1,385

0

10

6

8

2

12

2

5,795

3,380

2,785

(596)

4,774

(1,021)

0

0

0

0

0

0

SAFEGUARDING

697

338

356

18

713

16

CLINICAL LEADS

1,211

707

711

5

1,241

30

PROGRAMME PROJECTS

1,069

624

519

(105)

931

(138)

GRANTS PROGRAMME

200

117

339

222

453

253

NON RECURRENT PROGRAMMES

298

174

160

(14)

297

(0)

22,339

12,900

12,473

(427)

21,605

(734)

COMMISSIONING - NON ACUTE
REABLEMENT
NHS 111
PATIENT TRANSPORT
RECHARGES NHS PROPERTY SERVICES LTD
QUALITY PREMIUM PROGRAMME

TOTAL OTHER PROGRAMME (excluding Reserves)

Key Reporting Variances
• Healthy Liverpool staffing underspend of £47k year to date (FOT £86k underspend).
• Commissioning Non-Acute includes Merseycare acquired brain injury spot purchase £77k year to date (FOT £131k)
and the impact of two new placements at Redford Court £16k (FOT £55k).
• Property Recharges reflect reduction in sessional charges and impact of introduction of vacant space policy.
• Programme Projects reflects reduction to Advancing Quality payments for the year (FOT -£138k)
• Update to Grants Expenditure based on reconciliation of payments required for 2017-18 financial year, increased
expenditure compared to plan values of £253k full year.
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vi.

Earmarked Reserves and Non-Recurrent Headroom

CCG reserves expenditure position is currently £4.19m below budgeted levels as at October 2017, as per the table twenty
one below.
Table Twenty One – 2017/18 FY – Month 7 (October) Earmarked Reserves Expenditure.
Annual

M07 RESERVES

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

CONTINGENCY

4,525

2,640

0

(2,640)

0

(4,525)

OTHER EARMARKED

7,657

4,466

2,039

(2,427)

1,994

(5,662)

UNIDENTIFIED CRES

(2,524)

(1,472)

0

1,472

0

2,524

NON-RECURRENT ALLOCATIONS

85

49

49

0

85

0

NON-RECURRENT HEADROOM

1,018

594

0

(594)

0

(1,018)

NATIONAL RISK RESERVE

3,912

0

0

0

3,912

0

14,673

6,277

2,088

(4,189)

5,991

(8,682)

TOTAL RESERVES

Key Reporting Variances
•
•
•
•

vii.

Release of Contingency – year to date benefit £2.64m
Other Earmarked Reserves & Non-Recurrent Headroom – year to date benefit £3.02m
Unidentified Cash Releasing Savings – year to date pressure of £1.47m
Forecast outturn favourable variance includes £1,501k of required mitigating actions to deliver 2017/18 Business
Rules (see Table Eleven above)
Primary Care
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Primary Care and Prescribing expenditure position is currently £0.88m adverse to plan as at October 2017, as per the table
Twenty Two below.
Table Twenty Two – 2017/18 FY – Month 7 (October) Primary Care Expenditure.
Annual

Expenditure Area

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

PRC DELEGATED CO-COMMISSIONING

72,547

42,116

41,874

(242)

72,361

(186)

PRESCRIBING

86,382

51,790

53,254

1,464

88,799

2,417

5,069

2,957

2,910

(47)

5,001

(68)

87

51

51

0

87

0

870

507

447

(61)

776

(93)

OUT OF HOURS
GP FORWARD VIEW
OXYGEN
CENTRAL DRUGS

65

38

38

(0)

65

(0)

PRIMARY CARE IT

2,305

1,344

1,318

(27)

2,305

0

0

0

0

0

0

0

COMMISSIONING SCHEMES

1,139

673

596

(77)

1,029

(110)

LOCAL ENHANCED SERVICES

13,993

8,514

8,387

(127)

13,929

(64)

182,456

107,990

108,874

884

184,352

1,896

PRIMARY CARE INVESTMENTS

TOTAL PRIMARY CARE

Key Reporting Variances
•

Co-commissioning includes adverse impact of Prior Year QOF £397k offset by list size growth and other fees and
payments being forecast at less than plan -£583k.

•

Prescribing includes actual cost data to August plus accrued expenditure for September and October. Cost pressures
on No Cheaper Stock Obtainable (NCSO) prescribing totals £2.79m year to date, offset by cost savings on other
prescribing of £1.32m. Forecast outturn expenditure excludes any NCSO cost projections for the final quarter as per
NHS England guidance.

•

Oxygen expenditure remains lower than budget each month and this trend is forecast to the year-end.
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•

Commissioning Schemes is underspending on staff and associated staff related budgets, together with increased
income above planned levels, resulting in a favourable forecast outturn of £110k.

•

Local Enhanced Services favourable to budget due to lower list size growth than planned -£142k. Minor surgery and
asylum seekers payments are forecast to increase in the second half of the year.

viii. Running Costs
Running costs expenditure position is currently £0.09m under planned levels as at October 2017, as per the table twenty
three below.
Table Twenty three – 2017/18 FY – Month 7 (October) Running Costs Expenditure.
Annual

Expenditure Area
ESTATES AND FACILITIES

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

603

438

515

77

694

91

0

0

0

0

0

0

OPERATIONS MANAGEMENT

375

229

217

(12)

373

(2)

COMMISSIONING

659

392

347

(45)

634

(25)

COMMUNICATIONS & PR

243

129

123

(6)

231

(13)

STRATEGY & DEVELOPMENT

712

413

381

(32)

692

(20)

FINANCE

991

576

534

(41)

885

(105)

ADMINISTRATION & BUSINESS SUPPORT

1,059

629

597

(32)

1,034

(25)

CEO/ BOARD OFFICE

2,197

1,281

1,272

(10)

2,009

(187)

CONTRACT MANAGEMENT

1,643

943

893

(50)

1,635

(7)

BUSINESS INFORMATICS

1,016

589

567

(22)

989

(27)

796

464

546

82

884

88

0

0

0

0

0

0

10,293

6,084

5,992

(91)

10,060

(233)

INNOVATION FUND

CORPORATE COSTS & SERVICES
GENERAL RESERVE - ADMIN
TOTAL RUNNING COSTS
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The running costs annual budget was reduced by £500k cash releasing efficiency saving target during July (£292k year to
date). Staff vacancies to October are contributing to the £91k favourable variance to this revised plan. A number of
vacancies are planned to be filled in the remaining months of the year, whilst Board costs are forecast to reduce as a result
of implementation of the remuneration review.
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Appendix Two – Year to Date Budget Performance as at October 2017
Annual

Expenditure Area
PROGRAMME

ACUTE

553571

ACUTE COMMISSIONING

PROGRAMME

ACUTE

553616

PROGRAMME

ACUTE

PROGRAMME
PROGRAMME
PROGRAMME

PROGRAMME
PROGRAMME
PROGRAMME
PROGRAMME
PROGRAMME

Budget
£000

Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

425,729

251,883

255,787

3,904

430,538

4,809

NCAS/OATS

3,155

1,841

1,983

142

3,355

200

553601

END OF LIFE

0

0

0

0

0

0

ACUTE

553596

COLLABORATIVE COMMISSIONING

0

0

(0)

(0)

0

0

ACUTE

553606

HIGH COST DRUGS

264

154

94

(60)

171

(92)

ACUTE

553631

WINTER RESILIENCE

43

25

(213)

(238)

(261)

(304)

429,191

253,902

257,652

3,749

433,803

4,612

TOTAL ACUTE
PROGRAMME

Year to Date

COMMUNITY HEALTH
SERVICES
COMMUNITY HEALTH
SERVICES
COMMUNITY HEALTH
SERVICES
COMMUNITY HEALTH
SERVICES
COMMUNITY HEALTH
SERVICES
COMMUNITY HEALTH
SERVICES

553711

COMMUNITY SERVICES

74,750

44,106

44,201

95

74,887

137

553726

INTERMEDIATE CARE

11,022

6,616

6,566

(50)

10,972

(50)

553736

PALLIATIVE CARE

90

72

73

1

119

29

553716

CARERS

302

176

176

0

302

0

553721

HOSPICES

3,012

1,757

1,787

30

3,086

73

553731

LONG TERM CONDITIONS

3,001

1,749

1,549

(201)

2,854

(147)

92,177

54,477

54,352

(125)

92,220

42

6,310

4,121

4,135

14

6,377

67

20,469

11,882

12,195

314

20,906

437

0

0

0

0

0

0

3,496

2,437

2,619

181

3,666

170

TOTAL COMMUNITY
PROGRAMME

CONTINUING CARE

553691

FUNDED NURSING CARE

PROGRAMME

CONTINUING CARE

553682

CHC ADULT FULLY FUNDED

PROGRAMME

CONTINUING CARE

PROGRAMME

CONTINUING CARE

553687

Children's Continuing Care

PROGRAMME

CONTINUING CARE

553683

CHC AD FULL FUND PERS HLTH BUD

988

577

687

110

1,464

475

PROGRAMME

CONTINUING CARE

553686

CONTINUING HEALTHCARE ASSESSMENT & SUPPORT

366

213

209

(4)

358

(8)

PROGRAMME

CONTINUING CARE

553684

ADULT JOINT FUNDED CONTINUING CARE

3,540

2,238

2,388

150

3,798

258

PROGRAMME

CONTINUING CARE

553682

CHC ADULT JOINT FUNDED

0

0

0

0

0

0

TOTAL CONTINUING CARE

35,169

21,467

22,232

766

36,569

1,400

1,670

1,124

1,117

(7)

1,667

(2)

PROGRAMME

MENTAL HEALTH

CHC CHILDREN

553506

CHILD AND ADOLESCENT MENTAL HEALTH
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PROGRAMME

MENTAL HEALTH

553521

LEARNING DIFFICULTIES

4,111

2,398

3,185

787

5,280

PROGRAMME

MENTAL HEALTH

553522

PROGRAMME

MENTAL HEALTH

553556

PROGRAMME

MENTAL HEALTH

553501

MENTAL HEALTH CONTRACTS

PROGRAMME

MENTAL HEALTH

553511

PROGRAMME

MENTAL HEALTH

PROGRAMME

Learning Difficulties - S117

939

688

996

307

1,625

686

MENTAL HEALTH SERVICES - OTHER

947

601

595

(7)

936

(11)

67,507

39,773

39,805

32

67,567

60

DEMENTIA

75

75

76

0

76

0

553536

MENTAL HEALTH SERVICES - ADVOCACY

91

91

91

(0)

91

0

MENTAL HEALTH

553526

MENTAL CAPACITY ACT

237

189

189

0

237

0

PROGRAMME

MENTAL HEALTH

553541

MENTAL HEALTH SERVICES - COLLABORATIVE
COMMISSIONING

21

21

21

0

21

0

PROGRAMME

MENTAL HEALTH

553546

343

200

137

(63)

230

(113)

PROGRAMME

MENTAL HEALTH

553531

MENTAL HEALTH SERVICES - NOT CONTRACTED
ACTIVITY
MENTAL HEALTH SERVICES - ADULTS

4,192

2,494

2,572

78

4,325

132

PROGRAMME

MENTAL HEALTH

553557

Mental Health Services - S117 Mental Health

1,752

1,046

995

(51)

1,664

(88)

PROGRAMME

MENTAL HEALTH

553551

MENTAL HEALTH SERVICES - OLDER PEOPLE

4,171

2,433

2,342

(91)

4,035

(136)

86,055

51,133

52,119

986

87,753

1,698

791

404

351

(53)

723

(67)

10,883

6,349

6,448

99

11,075

191

0

0

0

0

0

0

1,384

803

796

(7)

1,385

0

10

6

8

2

12

2

5,795

3,380

2,785

(596)

4,774

(1,021)

0

0

0

0

0

0

TOTAL MENTAL HEALTH

1,170

PROGRAMME

OTHER

553807

HEALTHY LIVERPOOL

PROGRAMME

OTHER

553756

COMMISSIONING - NON ACUTE

PROGRAMME

OTHER

553796

REABLEMENT

PROGRAMME

OTHER

553809

NHS 111

PROGRAMME

OTHER

553786

PATIENT TRANSPORT

PROGRAMME

OTHER

553801

RECHARGES NHS PROPERTY SERVICES LTD

PROGRAMME

OTHER

553811

QUALITY PREMIUM PROGRAMME

PROGRAMME

OTHER

553808

SAFEGUARDING

697

338

356

18

713

16

PROGRAMME

OTHER

553812

CLINICAL LEADS

1,211

707

711

5

1,241

30

PROGRAMME

OTHER

553791

PROGRAMME PROJECTS

1,069

624

519

(105)

931

(138)

PROGRAMME

OTHER

553766

GRANTS PROGRAMME

200

117

339

222

453

253

PROGRAMME

OTHER

553776

NON RECURRENT PROGRAMMES

298

174

160

(14)

297

(0)

22,339

12,900

12,473

(427)

21,605

(734)

TOTAL OTHER PROGRAMME (excluding Reserves)
PROGRAMME

OTHER

553781

NON RECURRENT RESERVE

3,912

0

0

0

3,912

0

PROGRAMME

OTHER

553761

COMMISSIONING RESERVE

10,761

6,277

2,088

(4,189)

2,079

(8,682)

TOTAL OTHER PROGRAMME

37,012

19,177

14,561

(4,616)

27,596

(9,416)
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PROGRAMME

PRIMARY CARE

553678

PRC DELEGATED CO-COMMISSIONING

72,547

42,116

41,874

(242)

72,361

(186)

PROGRAMME

PRIMARY CARE

553671

PRESCRIBING

86,382

51,790

53,254

1,464

88,799

2,417

PROGRAMME

PRIMARY CARE

553661

OUT OF HOURS

5,069

2,957

2,910

(47)

5,001

(68)

PROGRAMME

PRIMARY CARE

553662

GP FORWARD VIEW

PROGRAMME

PRIMARY CARE

553666

OXYGEN

PROGRAMME

PRIMARY CARE

553641

PROGRAMME

PRIMARY CARE

PROGRAMME

87

51

51

0

87

0

870

507

447

(61)

776

(93)

CENTRAL DRUGS

65

38

38

(0)

65

(0)

553676

PRIMARY CARE IT

2,305

1,344

1,318

(27)

2,305

0

PRIMARY CARE

553677

PRIMARY CARE INVESTMENTS

0

0

0

0

0

0

PROGRAMME

PRIMARY CARE

553646

COMMISSIONING SCHEMES

1,139

673

596

(77)

1,029

(110)

PROGRAMME

PRIMARY CARE

553651

LOCAL ENHANCED SERVICES

13,993

8,514

8,387

(127)

13,929

(64)

182,456

107,990

108,874

884

184,352

1,896

603

438

515

77

694

91

0

0

0

0

0

0

TOTAL PRIMARY CARE
ADMIN

CORPORATE

555346

ESTATES AND FACILITIES

ADMIN

CORPORATE

555381

INNOVATION FUND

ADMIN

CORPORATE

555401

OPERATIONS MANAGEMENT

375

229

217

(12)

373

(2)

ADMIN

CORPORATE

555296

COMMISSIONING

659

392

347

(45)

634

(25)

ADMIN

CORPORATE

555301

COMMUNICATIONS & PR

243

129

123

(6)

231

(13)

ADMIN

CORPORATE

555441

STRATEGY & DEVELOPMENT

712

413

381

(32)

692

(20)

ADMIN

CORPORATE

555351

FINANCE

991

576

534

(41)

885

(105)

ADMIN

CORPORATE

555251

ADMINISTRATION & BUSINESS SUPPORT

1,059

629

597

(32)

1,034

(25)

ADMIN

CORPORATE

555271

CEO/ BOARD OFFICE

2,197

1,281

1,272

(10)

2,009

(187)

ADMIN

CORPORATE

555311

CONTRACT MANAGEMENT

1,643

943

893

(50)

1,635

(7)

ADMIN

CORPORATE

555266

BUSINESS INFORMATICS

1,016

589

567

(22)

989

(27)

ADMIN

CORPORATE

555316

CORPORATE COSTS & SERVICES

796

464

546

82

884

88

ADMIN

CORPORATE

555356

GENERAL RESERVE - ADMIN

0

0

0

0

0

0

10,293

6,084

5,992

(91)

10,060

(233)

872,352

514,230

515,782

1,552

872,352

0

TOTAL RUNNING COSTS

TOTAL I+E POSITION
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Report no: GB 88-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH DECEMBER 2017
Title of Report
Lead Governor
Senior
Management
Team Lead
Report Authors

Summary

Recommendation

CCG Corporate Performance Report
December 2017
Dr Simon Bowers, Chair
Ian Davies, Chief Operating Officer

Stephen Hendry, Senior Operations &
Governance Manager
Shan Mattock, Lead Intelligence AnalystPerformance
The purpose of this paper is to report to the
Governing Body the areas of the CCGs
performance in terms of its delivery of key
NHS Constitutional measures, quality
standards/performance and financial targets
for September 2017 and October 2017.
That Liverpool CCG Governing Body:
 Notes the performance of the CCG in the
delivery of key national performance
indicators for the period and the recovery
actions taken to improve performance;
 Determines if the levels of assurances

Relevant
standards/targets

given are adequate in terms of mitigating
actions, particularly where risks to CCG
strategic objectives are highlighted.
The NHS Constitution; CCG Improvement and
Assessment Framework 2017/18; Delivering
the Forward View: NHS England and NHS
Improvement “NHS Operational Planning and
Contracting Guidance 2017-19”; NHS
England/NHS Improvement “Strengthening
Financial Performance & Accountability in
2016/17”
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CCG CORPORATE PERFORMANCE REPORT (DECEMBER 2017)
1. PURPOSE
The purpose of this paper is to report to the Governing Body the areas of
the CCGs performance in terms of its delivery against key NHS
Constitutional
measures,
NHS
Planning
Guidance,
quality
standards/performance and targets for September 2017 and October
2017, and provide an update on performance against ‘integrated’
outcomes measures across health, social care and public health.
2. RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the performance of the CCG in the delivery of key national
performance indicators for the period and the recovery actions
taken to improve performance;
 Determines if the levels of assurances given are adequate in terms
of mitigating actions, particularly where risks to CCG strategic
objectives are highlighted.
3. BACKGROUND
The CCG is held to account by NHS England for performance against
delivery of key indicators as defined in the CCG Improvement and
Assessment Framework (CCG IAF), which requires the CCG to focus on
maintaining and improving performance against the measures in the four
domains of:
• 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);
• Sustainability (how the CCG is remaining in financial balance, and
is securing good value for patients and the public from the money
it spends);
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• Leadership (assesses the quality of the CCGs leadership, the
quality of its plans, how the CCG works with its partners and the
governance arrangements in place to ensure it acts with probity).
Under 2017-2019 planning guidance, every local system is required to
deliver the following nine ‘national priorities’ for the two year planning
period (within financial resources):
•
•
•
•
•
•
•
•

STPs;
Finance;
Primary Care;
Urgent & Emergency Care;
Cancer;
Mental Health;
People with Learning Disabilities;
Improving quality in organisations

Ultimately, the CCG has to be assured that the services we commission
are delivering the required NHS Constitutional, national and quality
standards to meet these local system priorities. Assurance is primarily
obtained by the Governing Body through the embedded governance
frameworks and committee structures in place which monitor
performance and put in place measures to mitigate the key risks to
strategic objectives and operational delivery of national and local
priorities.
The Corporate Performance Report will continue to evolve in both format
and content during 2017/18 with the aim of aligning reporting
requirements and measurements across an extended health economy
footprint and providing critical benchmarking data against our ‘Core City’
and ‘NHS ‘RightCare’’ peers.
The report also provides a summary breakdown of provider performance
against the ‘Acting as One’ contract, which can be found in Appendix 4.
The ‘Acting as One’ approach to contract value with providers aims to
ensure provider delivery against the nine national priorities as key
milestones over the lifetime of the two-year planning cycle; this will
become a key feature in the development of the Corporate Performance
Report
going
forward.
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Headline commentary is provided below to draw the Governing Body’s
attention to specific areas of performance (some of which represent risks
to delivery) and to the relevant assurances on internal control measures
in place and actions taken/planned to mitigate those risks. The data
used and referred to in this report is the most current available at the
time of writing. For the month of December, a combination of September
2017 and October 2017 performance data has been the subject of
analysis.
4.

NHS CONSTITUTIONAL MEASURES (BETTER CARE DOMAIN)

NHS Liverpool CCG is committed to ensuring that performance against
constitutional measures and outcomes is consistently and rigorously
maintained. It should be noted that not all of the indicators within the
‘Better Care domain’ are reflected in the Corporate Performance Report.
4.1 Elective Access & Waiting Times
Achievement of ‘recovery milestones’ for access standards remains a
key priority for Liverpool CCG in 2017/18. Standards relating to 4hr A&E,
Ambulance Response Times, Referral to Treatment (RTT), 62-day
cancer waits (including securing adequate diagnostic capacity) along
with mental health access standards account for four of the nine national
priorities which every local system is expected to achieve for the
financial year.
4.1.1 Good Performance – 52 week waits
Indicator
Referral to Treatment Incomplete
pathway (52 Weeks)

GREEN

TREND

Narrative
Number of 52-week Referral to Treatment Pathways
Mandate: no-one waits more than 52 weeks to
receive treatment from the date of referral
There were 0 (zero) Liverpool CCG patients reported to
be waiting over 52 weeks in October 2017, maintaining
the CCG’s good year-to-date performance against this
measure.
At provider catchment level, the latest published data
available is for September 2017 which also shows 0
(zero) 52 week waiters reported at Liverpool providers
during September 2017.
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4.1.2 Areas for Improvement – Diagnostic 6 week waits
Indicator
Diagnostics % patients waiting 6
weeks or more for a diagnostic
test

RED

TREND

Narrative
Mandate: no-one waits more than 6 weeks for a
diagnostic test from the date of referral
Liverpool CCG failed the 1% standard for October 2017
with performance at 13%. There has been little change on
the September 2017 position (12.86%).
As at October 2017, there were 1,196 patients waiting
over 6 weeks (691 of which were waiting over 13 weeks).
The number of 13+ week breaches continues to increase
and has grown further on the September 2017 position of
585.
Analysis of the CCG breaches of the standard for October
2017 show that they continue to be predominantly at the
Royal Liverpool Hospital. 1,146 out of the 1,196 CCG
patient breaches occurred at the Royal Liverpool.
The issues at the Royal Liverpool Hospital remain
mainly in endoscopy with 1,117 Liverpool CCG patients
waiting over 6 weeks and 672 of these patients waiting
over 13 weeks. There were also a number of 6+ week
breaches (29) occurring in MRI and CT due to an
increased demand for imaging.
Breaches of the standard also occurred at Aintree and
Liverpool Women’s Hospital.
At Aintree there were 31 Liverpool CCG patients waiting
over 6 weeks as at October 2017 (8 of which were 13+
week breaches). The issues at Aintree are mainly in
imaging.
The breaches of the standard at Liverpool Women’s
Hospital continue to be in ‘urodynamics’, with 16
Liverpool CCG patients waiting over 6 weeks (6 of which
were 13+ week breaches).
Liverpool CCG’s year-to-date performance currently
stands at 10.35%.
Comparing September 2017 diagnostic performance
(12.87%) against our ‘RightCare’ peers, Liverpool CCG
was ranked 11th out of 11 similar CCGs. The peer median
performance was 2.8% with the best performing CCG
achieving 0.6%, the worst 12.87% (Liverpool CCG). Eight
out of the 11 peers failed the standard in September 2017
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with national performance for the month of September
reported as 2%.
The latest published data for provider catchment level is
for September 2017 and can be summarised as follows:
The Royal Liverpool Hospital failed to achieve the 1%
standard in September 2017 with performance at 22.8%,
which is a further decline in performance compared to
August 2017 (21.7%). As at September 2017, a total of
1374 patients waited longer than the standard - 730 of
this cohort waited over 13 weeks (which is an increase of
223 compared to August 2017). The well reported
capacity issues in endoscopy (particularly relating to
colonoscopies and gastroscopies) continues to affect
achievement of the diagnostics target with 94% of
patients waiting in excess of 6 weeks for endoscopy
services (1336 out of 1374 patients). There have also
been some capacity issues in imaging in recent months,
which the Trust is hoping to address by recruiting a
consultant cardiologist (this post is still currently out to
advert).
Aintree failed to achieve the 1% standard in September
2017 with performance at 2.3%. This is an improvement
in performance compared to August 2017 (5.5%) and as
at September 2017 there were 103 patients in total
waiting longer than the 6-week standard (16 of which
were over 13 weeks). The breaches occurred in mainly in
endoscopy (23) and imaging (80).
Liverpool Women’s Hospital failed to achieve the 1%
standard in September 2017 with performance at 2% (10
patient breaches). The failure to achieve this target is due
to capacity for cystometry tests. The provider undertook a
validation exercise to understand the issues and has
found that a large number of patients alter their
appointment at short notice, leaving limited time to
replace the available slot with a suitable alternative, as
well as a reschedule date being available within the
required timescale.
The provider is set to review the current cystometry
pathway to establish if all patients attending require test,
to ensure capacity is maintained for diagnostic
procedures.
All other Liverpool Providers achieved the standard in
September 2017.
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Assurance on CCG control measures/actions to mitigate
The Trust is monitoring performance against trajectory weekly and this information is being
shared with the CCG (performance is currently slightly ahead of trajectory). An update regarding
current position was present to the Royal Liverpool’s CQPG meeting held on 24th November
2017 to provide further assurance regarding quality and patient safety. Liverpool CCG is
currently exploring all options in terms of contractual levers to address current performance
levels at the Trust and a meeting is scheduled on 18th December 2017 to discuss actions as part
of this contractual lever application. Although the October position shows another deterioration in
performance at the Royal, the numbers of breaches occurring at the Trust during November
2017 have actually reduced as the month has progressed, as the chart below shows:
Chart 1 – RLUBHT Diagnostic breaches November 2017

Recovery plans continue to be monitored by Liverpool CCG (as described in the extended
update provided in the November 2017 Performance Report). The Endoscopy waiting list
backlog and overall Diagnostic waiting list continues to be monitored on a weekly basis both at
Trust and CCG level to assess the effectiveness and progress of recovery plans. The latest
position in terms of waiting list composition and progress is summarised below:
Table 1 – RLBUHT backlog and waiting times by specialty as at w/c 21/11/2017

Page 7 of 40

93

Chart 2– RLBUHT total diagnostics backlog progress (October/November 2017)

Table 2 – RLBUHT waiting list removals by procedure (w/c 20/11/2017)

Week
commencing date
20/11/2017

Flexi Sig

Pill Endoscopy

Capsule

Gastroscopy

EUS

30

9

4

124

26

Colonoscopy
&
Colonoscopy
Gastroscopy

27

92

ERCP

Flexi Sig &
Gastroscopy

Other

Total
Removals

1

7

5

325

The Trust is expected to provide the above summary information to Liverpool CCG on a weekly
basis for the purpose of ‘evidential’ assurance of recovery actions, with the most up-to-date
position reported to the Governing Body in each subsequent Performance Report.
The Trust Recovery Plan aims to reduce the backlog by 1,440 patients by 27th January 2018 (12
weeks from the commencement of ‘in-sourcing’ on 4th November 2017). Although the trajectory
is on track, based on the current Trust plan(s) and projections, diagnostic performance is not
expected to fully recover until Quarter 1 of 2018/19 at the earliest. This also accounts for CCG
led actions around Advice & Guidance implementation, which assumes that a 10% reduction in
referrals from Liverpool CCG will not be achieved until Quarter 1 of 2018/19.
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4.1.3 Areas for Improvement - Referral to Treatment Incomplete
pathway (18 Weeks)
Indicator
Referral to Treatment Incomplete
pathway (18 Weeks)
RED

TREND

Narrative
The 2017/18 Planning Guidance includes a commitment to
improve on and maintain the NHS Constitutional Standard
which stipulates that over 92% of patients on nonemergency pathways do not wait in excess of 18 weeks
from referral to treatment (including patient choice).
Liverpool CCG continues to fail the 92% standard with
October 2017 performance at 89.6% and remains as ‘red’
overall against this key constitutional measure. There has
however, been a small improvement on the September
2017 position (89.3%). The CCG last achieved the 92%
standard in July 2016.
As at October 2017 there were 30,844 active waiters,
3,206 patients waiting over 18 weeks with 290 of these
waiting over 36 weeks. Specialties with the largest
volumes of long waiters (+18 weeks) were Ophthalmology
(653) General Surgery (617), T&O (515) and
Gastroenterology (359).
Data for October 2017 shows that the total waiting list has
grown slightly between September and October 2017 going from 30,772 to 30,844. Although the waiting list as
at October 2017 remains lower than it was in October
2016 (which had a total of 30,902 “active waiters”) the
number of patients waiting over 18 weeks has grown by
485 patients, subsequently impacting negatively on RTT
performance.
The deterioration in CCG performance is directly related to
the consistent decline in performance at certain providers
(in particular the Royal Liverpool) in terms of RTT and
diagnostics waits.
Liverpool CCG’s cumulative year-to-date performance
currently stands at 90.3%.
The chart below provides a breakdown of Liverpool CCG’s
RTT performance over the period September 2016 to
October 2017:
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LCCG incomplete pathways - No of waiters and
performance against national standard
32,000

93.0%

31,000

92.5%
92.0%

30,000

91.5%
29,000
91.0%
28,000
90.5%
27,000
90.0%
26,000
89.5%
25,000

89.0%

24,000

88.5%

23,000

88.0%
Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

Nov-16

Oct-16

Sep-16

+18 weeks

within 18 weeks

LCCG performance

National standard

Comparing September 2017 ‘incomplete pathway’
performance (89.3%) against our ‘RightCare’ peers,
Liverpool CCG was ranked 8th out of 11 similar CCGs. The
peer median performance was 90.9%. The best
performing CCG achieved 95.6% with the worst
performing at 81.5%. Six out of the 11 peers failed the
standard in September 2017.
Nationally, the performance for September 2017 was
reported to be 89.1%. The chart below provides a
breakdown of RTT incomplete pathway performance
(September 2017) against “RightCare” peers:
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100.0%

RTT incomplete pathway performance September 2017: Rightcare Peers
Benchmark

95.0%
90.0%
85.0%
80.0%
75.0%

NHS STOKE ON TRENT CCG

NHS HULL CCG

NHS BRIGHTON AND HOVE CCG

NHS LIVERPOOL CCG

% within 18 weeks

NHS BRISTOL CCG

NHS MANCHESTER CCG

NHS SALFORD CCG

NHS SOUTH TEES CCG

NHS NEWCASTLE GATESHEAD CCG

NHS SUNDERLAND CCG

NHS SHEFFIELD CCG

70.0%

National target

The latest published data for provider catchment level is
for September 2017 and can be summarised as follows:
The Royal Liverpool Hospital failed to achieve 92%
standard in September 2017 with performance at 84.9%
which is a further decline in performance on August 2017
(85.7%). This equates to 4261 patients waiting over 18
weeks for treatment (an additional 202 compared to
August 2017). There are currently 8 specialties that are
failing the standard. The poorest performing specialties
are General Surgery (80.7%), T&O, (78.9%),
Gastroenterology (84.5%) and Ophthalmology (80%).
The Royal Liverpool is currently one of four providers
across Cheshire and Merseyside who are failing this
standard.
Overall, the issues affecting the provider’s performance
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are as previously reported. The issues in diagnostics also
continue to significantly affect RTT performance.
All other Liverpool Providers achieved the 92% standard in
September 2017.
Assurance on CCG control measures/actions to mitigate
A ‘Gastro Masterclass’ took place at the Royal Liverpool on 28th November 2017, supported by a
consultant from the Trust and was well received by all clinicians involved. It highlighted that the
IBS pathway currently being developed should have a positive impact on referrals to gastro.
Ophthalmology has now gone ‘live’ with Advice and Guidance at the Royal and plans remain on
track to launch the community post-op follow up pathway in January 2018.
Specialty level action plans have been formally requested by Liverpool CCG for all failing
specialties at the Trust (at the time of writing these are yet to be received by the CCG).
The Dermatology Strategic Review is ongoing (led by South Sefton CCG colleagues) and a
workshop is planned with all participating CCGs on 8th December 2017 to consider and identify
the next steps regarding contracts/ procurement options.
As with diagnostics performance, Liverpool CCG is currently exploring all available options in
terms of contractual levers to address RTT performance levels. The CCG’s Chief Officer has also
formally written to the Royal Liverpool’s Chief Executive regarding the Trust’s deteriorating RTT
performance, expressing the Governing Body’s concerns and seeking assurances of recovery
and sustainability of RTT performance going forward.
Other mitigating actions previously reported continue and the CCG is maintaining close working
arrangements with NHS England’s Specialist Commissioning Team around the current capacity
issues in Allergy Services at the Royal Liverpool.
It is also anticipated that the improvement and recovery actions detailed against diagnostic
performance will also have a positive impact on RTT performance as waiting lists.
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4.2 Cancer Waiting Times
4.2.1 Good Performance – 7 out the 9 Cancer Waiting Time
Standards
Indicator
Cancer Waiting Times
GREEN

TREND

Narrative
In September 2017, the CCG achieved 7 out of the 9 of cancer
standards and performance remains positive, with achievement
in month and year-to-date.
•

% Patients seen within two weeks for an urgent GP
referral for suspected cancer - Liverpool CCG
achieved 96.9% against a target of 93%. All local
providers achieved this standard in September 2017.

•

% of patients seen within 2 weeks for an urgent
referral for breast symptoms - Liverpool CCG
achieved 95.5% against a target of 93%. At provider
catchment level, Aintree failed to meet this standard in
September 2017 with performance at 91.6%.

•

% of patients receiving definitive treatment within 1
month of a cancer diagnosis - Liverpool CCG
achieved 98.9% against a target of 96%. All providers
achieved this standard in September 2017.

•

% of patients receiving subsequent treatment for
cancer within 31 days (Surgery) - Liverpool CCG
achieved 95.7% against a target of 94%. At provider
catchment level, Aintree failed to meet the standard with
performance at 86.7% (this was the cause of the breach
at CCG level).

•

% of patients receiving subsequent treatment for
cancer within 31 days (drug treatment) - Liverpool
CCG achieved 98% against a target of 98%. At provider
catchment level, Clatterbridge Centre for Oncology failed
to meet the standard with performance at 96.6%.

•

% of patients receiving subsequent treatment for
cancer within 31 days (radiotherapy treatment) Page 13 of 40
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Liverpool CCG achieved 96.6% against a target of 94%.
All providers achieved this standard in September 2017.
•

% of patients receiving treatment for cancer within
62 days from an NHS Cancer Screening Service Liverpool CCG achieved 92.3% against a target of 90%.
All providers achieved this standard in September 2017.

4.2.2 Areas for Improvement – Cancer Waiting Time Standards (3
measures)
Indicator
Cancer Waiting Times - % of
patients receiving treatment for
cancer within 62 days –
upgrade their priority

Narrative
In September 2017, the CCG failed to achieve 2 out of the 9 of
cancer standards:
•

TREND

RED

% of patients receiving 1st definitive treatment for
cancer within 62 days - Liverpool CCG achieved 84.9%
against a target of 85% and as such only just failed to
meet the standard.
At provider catchment level, four providers failed to meet
the standard 62-day standard in September which
resulted in an overall LCCG position just below 85%:

•

•

Aintree failed to meet the standard in September
2017 with performance at 79.8% (13 patient
breaches);

•

Alder Hey failed to meet the standard in September
(0.5 of a patient breach). This was due to a late
referral from another provider.

•

Liverpool Women’s failed to meet the standard in
September 2017 with performance at 84% (two
patient breaches, both due to late referrals from other
providers).

•

Clatterbridge Centre for Oncology failed to meet
the standard in September 2017 with performance at
48.5%. This equates to 25 patients who waited
longer than 62 days for 1st definitive treatment.

% of patients receiving treatment for cancer within
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62 days – upgrade their priority - Liverpool CCG
achieved 82.4% against a local target of 85%.
At provider catchment level, four Liverpool providers
failed to meet the standard 62-day upgrade standard in
September 2017:
•

Aintree failed to meet the standard in September
2017 with performance at 74.2% (4 patient
breaches);

•

Liverpool Heart & Chest failed to meet the
standard in September 2017 with performance at
66.7% (1.5 patient breaches);

•

Liverpool Women’s failed to meet the standard
in September 2017 with performance at 82.6% (2
patient breaches);

•

Clatterbridge Centre for Oncology failed to
meet the standard in September 2017 with
performance at 76.1% (5.5 patient breaches).

Assurance on CCG control measures/actions to mitigate
Aintree and Clatterbridge performance against 62-day standards have heavily influenced the
CCG’s overall position, although the CCG’s Cancer Team is assured there is high level oversight of
plans and regular review within both providers. Action plans are in place (overseen at Director and
Board level) to improve cancer performance. Individual pathways are tracked and escalated via a
weekly cancer performance meeting to seek to treat patients within the operating standards. Issues
relating to breaches are varied and include challenges in imaging, histopathology and endoscopy
along with theatre capacity (cover for annual leave in some areas is also contributing to the capacity
issues). Other mitigating circumstances include patients requesting to delay treatment for holidays
or other personal reasons and the clinical prioritisation of other patients. As stated in the November
2017 Performance Report, Aintree continues to have regular dialogue with NHS England, NHS
Improvement and the Cancer Alliance in relation to the Trust’s 62-day performance.
Clatterbridge is seeing improvements in 62-day performance by focusing on ensuring that all
referred patients are seen within 7 days. The provider has also improved radiotherapy tracking and
increased delivery of treatment within 24 days of referral whilst interim changes to the clinical model
of care has supported more flexibility. Performance is reviewed at monthly contract meetings, and
also through regular dialogue with NHSE/ NHSI and the Cancer Alliance.
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Trusts and Liverpool CCG continue to be active in the Cancer Alliance work to transform lung,
colorectal, imaging, endoscopy and pathology services. All parties are also changing head and neck
and prostate pathways to meet agreed standards across Cheshire and Merseyside.
There is no single issue that can make a significant improvement in cancer performance; a series of
steps across a number of pathway steps are required. Local CCGs and providers are committed to
improvement, and to supporting long term sustainable change.

4.3 Urgent & Emergency Care
4.3.1 Ambulance response times
As reported at the November 2017 meeting of the Governing Body, in
the middle of August 2017 NWAS went ‘live’ with the new Ambulance
Response Programme (ARP) response standards and delivery model.
As a consequence of the significant impact upon control, service delivery
and performance monitoring commissioners agreed to suspend the
current contract management for a minimum three-month period. During
this time the collaborative commissioning team (hosted by Blackpool
CCG) and ‘county’ leads have been working closely with NWAS to
support and monitor implementation of the new ARP targets. It was
originally envisaged that county and CCG level reporting would be
available for activity from the end of October, however this has been
delayed as a consequence of the scale of changes to the data
warehouse, systems and process. It is now anticipated that initial CCG
level data will be available by the middle of December.
The Governing Body should be assured that there continues to be
significant oversight and monitoring of the ARP implementation at both a
national and regional level and that NWAS continues to make progress,
although the scale of the changes required to systems, processes and
the delivery model is significant.
The issue of ‘GP Urgent’ requests that sit directly outside of the ARP+
and the response to those calls is a matter of some concern. Following
the implementation of ARP, as reported there had been a deterioration
in the call answering performance and response to such requests,
although the reasons behind this drop in performance were not all
attributable to ARP. Performance has recently improved, although the
full impact of the additional control staff recruited will not be fully realised
until the end of this month and further steps are underway to minimise
delays to requests, although immediately life threatening calls will always
take precedence. A guide for healthcare professionals requesting
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ambulance transport has also recently been made available to assist
colleagues in making such requests.
4.3.2 Areas for Improvement: Percentage of patients admitted,
transferred or discharged from A&E within 4 hours
Indicator
A&E Waits - % of patients who
spend 4 hours or less in A&E
(cumulative) 95% threshold
RED

Narrative
Liverpool CCG continues to fail the A&E target with October
2017 performance at 90.9% against the national standard of
95% (all types). This represents a marginal improvement in
performance when compared to September 2017 (89.3%).

TREND

The 2017/18 year-to-date position for LCCG currently stands at
90% and below the national standard.

*CCG performance is calculated
based on CCG A&E mapping
table produced by NHS England.
Provider activity included relates
to any provider with CCG activity
of 1% or above based on HES
15/16 ratio. Provider data is from
Unify Weekly/Monthly SitReps

A breakdown of the CCG performance in 2017/18 is illustrated in
Table 1 below:
Table 1

Month

total A&E
within 4
attendances hours

April
May
June
July
August
September
October

27,488
29,532
28,007
29,069
26,990
27,431
30,601

25,190
26,122
25,220
25,787
24,553
24,508
27,831

over 4
hour
breaches
2,298
3,410
2,787
3,282
2,437
2,923
2,770

YTD

199,118

179,210

19,907

Performance
91.6%
88.5%
90.0%
88.7%
91.0%
89.3%
90.9%
90%

October 2017 performance (all types) at provider level shows
that the Royal Liverpool Hospital (90.4%), Aintree University
Hospital (84.4%) and Alder Hey (94.5%) all failed the 95%
threshold (all types). Liverpool Women’s Hospital (98%)
achieved the monthly target in September 2017. It should be
noted that despite the failure in October, the Royal Liverpool
Hospital demonstrated an improvement in performance
compared to September 2017 (87.7%).
An analysis of ‘Type 1’ activity only during September 2017
highlights that the Royal Liverpool Hospital achieved 75.2%
whilst Aintree University Hospital achieved 69.8%. Alder Hey
currently counts ‘Type 1’ activity only and Trust performance
therefore remains at 94.5%.
Performance of “Type 1” and “all types” is seen as the
consistent measure of overall A&E performance, whilst analysis
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of Type 1 enables a closer focus on the ‘site-specific’
performance of a provider’s A&E department. Poor performance
at a specific site can therefore often be concealed by an
aggregate of Type 2 (Trust specific) and Type 3 activity (e.g.
Walk-in Centre services).
In terms of the year-to-date position for Liverpool providers who
provide Type 1 activity, the Royal Liverpool and Aintree both
continue to fail the 4hr performance standard against Type 1
and “all types” activity as illustrated in the table below:
Table 2: Year to date performance by type
Provider
Alder Hey
Children’s Hospital
Aintree Hospital
Liverpool Women’s
Hospital
Royal Liverpool
Hospital

Type 1

Type
2

Type 3

95.5%

95.5%

65.6%

100%
98.5%

72.7%

Total
performance.

98.8%

82.2%
98.5%

100%

89.3%

Walk-in centre performance data (Type 3) can be combined with
overall Trust performance as per NHS England guidance,
although it is widely acknowledged that aggregating Type 2 and
3 activity often obscures poor ‘site specific’ Type 1 performance
of acute commissioned providers. Despite the inclusion of this
activity for both the Royal Liverpool and Aintree, performance is
still some way off the 95% target.
Nationally for the month of October 2017, 16 out of 137
reporting trusts with Type 1 departments achieved the 95%
standard (all Types) during the month. National performance for
October 2017 was 84.9% for Type 1 and 90.1% for ‘all types’.
Liverpool providers’ ‘rankings’ within the group of 16 ‘RightCare’
peers for October 2017 A&E performance are as follows:
Right Care Peer Group
Provider

‘All Types’
Ranking (/16)

‘Type 1’
Ranking (/15)

Liverpool Women’s

2nd

n/a

Alder Hey
Royal Liverpool Hospital
Aintree Hospitals

6th
9th
15th

3rd
13th
14th
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The peer median performance for ‘all types is 90.5% with the
best performing provider achieving 98.2% and the worst 78.4%.
Only 4 of the 16 providers within the peer group achieved the
95% standard for ‘all types’ in October 2017. The peer median
performance for ‘Type 1’ only attendances is 87.3% with the
best performing provider achieving 98% and the worst 68.1%. A
total of 2 out of 15 providers within the peer group achieved the
95% standard in September (Type 1)
A&E 4 hour performance (type 1): October 17:
Liverpool providers and RightCare peer group
providers

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

University Hospitals Bristol NHS…

Brighton And Sussex University Hospitals…

The Newcastle Upon Tyne Hospitals NHS…

South Tees Hospitals NHS Foundation Trust

Sheffield Teaching Hospitals NHS…

Sheffield Children's NHS Foundation Trust

Salford Royal NHS Foundation Trust

Royal Liverpool And Broadgreen University…

Manchester University NHS Foundation Trust

Hull And East Yorkshire Hospitals NHS Trust

Gateshead Health NHS Foundation Trust

City Hospitals Sunderland NHS…

Alder Hey Children's NHS Foundation Trust

Aintree University Hospital NHS…

University Hospitals Of North Midlands…

England

% in 4 hours or less (type 1)

National Standard

Assurance on CCG control measures/actions to mitigate
As has been previously reported to the Governing Body a substantial and extensive programme of
work to improve the effectiveness of Emergency Department ‘streaming’, ward based ‘flow’ and
discharge ‘back door’ processes is underway at both the Royal Liverpool and Aintree Hospitals to
bring about more effective flow for patients and improve four-hour performance.
This work is coordinated through the North Mersey AED Delivery Board which includes Executive
leads from all local statutory partners, oversight from NHS England and support from NHS
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Improvement.
The CCG continues to provide a coordinating role in managing the delivery of North Mersey A&E
Delivery Board plans, monitoring progress of all identified initiatives, including the winter plans
considered by the Governing Body at its November 2017 meeting, through the AEDB operational
sub group, work plans and highlight reports are provided to the executive board in respect of key
risks and issues identified which may impact on plan delivery.
In addition, and specifically in response to the significant performance issues experienced at Aintree
University Hospital, the Liverpool CCG UEC team has led in developing a ‘North Mersey’ approach
to CCG support for urgent care pressures at acute trusts.
During previous updates deterioration of performance at Aintree has been highlighted as being of
particular concern. The CCG, in partnership with South Sefton and Knowsley CCGs is supporting
the Trust to undertake actions required to achieve and sustain measurable improvement in delivery
of A&E standard.
Initial, non-validated, data to 29th November 2017 indicates that the Aintree has made month on
month improvements in Type 1 performance of approximately 6%. This is encouraging but further
sustainable improvement is required to return performance to required standards.

5. MENTAL HEALTH
There are no updates available for the following measures:
Improving access rate to CYPMH, Care Programme Approach and CYP
Eating Disorders.
5.1.1 Good Performance – Dementia Diagnosis
Indicator
Estimated Dementia
Diagnosis: % of people aged
over 65
TREND
GREEN

Narrative
For October 2017 the CCG continues to achieve the measure
with performance reported at 73 % against the 70% target.
This is a further improvement in performance compared to
September 2017 (72.1%). Performance continues to be above
the 70% local target in 2017/18 and above the national target of
66.7%. Liverpool CCG is also above the national average for
October 2017.
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5.1.2 Good Performance – Early Intervention in Psychosis
Indicator
Proportion of people
experiencing first episode
psychosis (FEP) or an “at
risk mental state” that wait
2 weeks or less to start a
NICE recommended
package of care

GREEN

Narrative
Analysis of the incomplete pathways (i.e. waiting list) shows that in
October 2017 for Liverpool CCG 73.5% of patients were waiting
over 2 weeks. This equates to 39 out of 53 people who are still
waiting to start treatment having already waited over 2 weeks.
At provider level the latest data available is for September 2017.
Analysis of September 2017 performance for Mersey Care showed
that 58.3% of patients were treated within 2 weeks of referral for
first episode psychosis (which was well above the 50% standard).

TREND

Nationally, the September 2017 position for the proportion of
people treated within 2 weeks was 76.7%.
In terms of provider performance (Mersey Care) for incomplete
pathways, the end of September 2017 saw 84.6% of people
waiting over 2 weeks to start a NICE recommended package of
care. This equates to 66 out of 78 people who were still waiting to
start treatment (and who had already waited over 2 weeks).
Nationally the percentage of people who were still waiting over 2
weeks at the end of September 2017 was 54.89%.

5.1.3 Good Performance – IAPT 6 Week and 18 Week Waits
Indicator
% of patients who received
their first treatment
appointment within 6
weeks
GREEN

Narrative
National data for August 2017 for the percentage of patients who
received their first treatment appointment within 6 weeks of referral
is 93.8% against a target of 75%. Liverpool CCG performance in
2017/18 continues to be significantly above the 75% target.

TREND

% of patients who received
their first treatment
appointment within
18weeks
TREND
GREEN

National data for August 2017 for percentage of patients who
received their first treatment within 18 weeks of referral is 98.2%
against a target of 95%.
Liverpool CCG performance in 2017/18 continues to be positive
and significantly above the 95% target.
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5.1.4 Areas for Improvement – IAPT Access & Recovery (Quarterly
Measures)
Indicator
IAPT (Access) -% of people
who receive psychological
therapies (Quarterly Measure
3.75%)
**RAG score on National data
RED
TREND

**IAPT data reported in the
dashboard relates to national
published financial quarter
performance. The narrative below
reports the latest published
performance for the most recent
rolling quarter.

Narrative
National data for the ‘rolling’ quarter (June to August 2017)
indicates that Liverpool CCG remains below the target of 3.75%
with performance at 3.1% (although again this represents a
further, albeit minor improvement in performance on the previous
reporting period of 3%).
Due to the publication of national data being several months
behind, this indicator is also monitored using local data supplied
by the provider in order to report a timelier position.
Based on local data for the latest rolling quarter (August,
September and October 2017) the CCG is still below the
standard of 3.75% with performance reported at 3.07%.

Assurance on CCG control measures/actions to mitigate
Work continues to improve online referrals for both trusted partners and patients (the provider’s
website is currently being developed to support this improvement, with a pre-launch planned for
week commencing 4th December 2017). Centralised booking of ‘First Assessment’ and ‘Treatment’
appointments is now taking place and the majority of patients have an appointment within 2 weeks
of the referral being received by the service. A piece of work is underway to assess the benefits and
the risks of moving to a dedicated assessment team.
A focused marketing campaign to increase access levels is planned for early 2018. The service
expects to achieve 4.2% access in terms of ‘rolling quarter’ performance by the end of March 2018,
with a gradual increase to meet 19% by the end of Q2 2018/19.
Progress against the action plan continues to be monitored by the monthly Task and Finish Group,
which can escalate any significant issues to contract review meetings. The contract performance
notice also remains in place (at the time of writing this report).
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Indicator
IAPT (Recovery) - % of people
who finish treatment having
attended at least two
treatment contacts and are
moving to recovery
**RAG score on National data
RED

TREND

Narrative
National data for the ‘rolling quarter’ (June to August 2017)
indicates that Liverpool CCG still remains significantly below the
50% target with performance reported to be 34.4% (although
again this represents a further improvement in performance on
the previous reporting period of 33.6%).
Due to the publication of national data being several months
behind, this indicator is also monitored using local data supplied
by the provider in order to report a timelier position.

Based on local data for the latest rolling quarter (August,
September and October 2017) the CCG remains significantly
below the standard of 50% with performance reported to be
35.02% (although minor, this is again a positive direction of
travel when compared to 33.78% in the previous reporting
period.
Assurance on CCG control measures/actions to mitigate
The Recovery Action Plan (RAP) is in still in place and continues to be monitored by the Task and
Finish Group on a monthly basis. The biggest impact on recovery performance are the numbers of
patients who ‘drop out’ of treatment and those who ‘do not attend’ treatment appointments (DNA),
although there have also been some issues with staff recording correctly on the information system.
To address this the provider has rolled out staff training and developed a handbook for staff to use.
The service is also working on an engagement strategy aimed at supporting patients to complete
their treatment courses. Data shows that those who do complete have a recovery rate of 73.9%
compared with only 13.4% for those who don’t. This clearly needs to be addressed for the target to
be achieved and progress will continue to be closely monitored.

5.1.5 Areas for Improvement – Care Programme Approach
Indicator
Percentage of patients on
(CPA) discharged from
inpatient care who are
followed up within 7 days
RED
TREND

Narrative
For Quarter 2 2017/18, Liverpool CCG has marginally missed
the standard with performance at 94.6% against the 95%
standard. This is however an improvement on Q1 2017/18 in
which the CCG achieved 91.7%.

Quarter 2 2017/18 data at provider level demonstrates that
Mersey Care also only just failed to achieve the 95% standard
with performance at 94.9%. This is also an improvement on Q1
2017/18 in which the provider achieved 93.9%.
Assurance on CCG control measures/actions to mitigate
The performance breaches equate to six individual patients with the Trust reporting that two of these
were not on ‘CPA’ and had been recorded incorrectly. There had been multiple attempts to contact
three patients and although all three were subsequently followed-up they were outside of the 7-day
period (one patient attended follow-up on day 8). The remaining patient was seen at a nursing home
on the day of their discharge so this breach was also recorded incorrectly. Given that 50% of the
breaches reported in Q2 were incorrectly applied, actual CCG performance for Q2 is likely to be
above 95%.
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5.1.6 Areas for Improvement – Waiting times for Urgent and routine
referrals to Children and Young People Eating Disorder Services
Indicator
Waiting times for routine
referrals– within 4 weeks
RED

TREND

Narrative
The expectation for 2017-19 is that (CYP) Eating Disorder
services will achieve a minimum of 95% of referrals waiting one
week for urgent referrals and 4 weeks for routine referrals by
2020
Latest data available for Quarter 2 2017/18 reports that 71.4% of
routine referrals were seen within 4 weeks. The CCG’s plan for
this period was 95% and therefore performance is below this
target. However, the extremely low numbers of referrals to these
services can affect performance levels significantly and in Q2
only 4 patients out of 14 routine referrals waited longer than 4
weeks.

Waiting times for Urgent
referrals– within 1 week

There were 0 (zero) urgent referrals to CYP Eating Disorder
Service during Quarter 2 2017/18 (the latest data available).

Assurance on CCG control measures/actions to mitigate
The CCG is currently working with Alder Hey to address data quality in relation to referral activity as
this has been an ongoing concern. The current data system used by the service is not suitable for
community provision. It is expected that data quality will improve by 31st March 2018 as this has
been built into the service and data quality improvement requirements.

6. CLINICAL QUALITY, PATIENT SAFETY AND ENSURING A
POSITIVE EXPERIENCE OF CARE
Commissioning high quality, person-centred, 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
CCGs 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.
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
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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.
6.1 Ensuring people have a positive experience of care
6.1.1 Good Performance – Mixed Sex Accommodation
Indicator
Mixed sex accommodation
breaches
Monthly plan tolerance of 0
GREEN

TREND

Narrative
Performance for October 2017 showed that the CCG had 0
(zero) breaches of the mixed sex accommodation indicator.
Year-to-date (April to October 2017/18) there have been 2
breaches of the standard for Liverpool CCG. Both of these
occurred at the Royal Liverpool.
During October 2017 at provider level there were 0 breaches of
the standard at Liverpool Providers
Year-to-date, the Royal Liverpool & Broadgreen have reported 4
breaches of the standard and Liverpool Heart and Chest have
reported one.
All other Liverpool providers have reported 0 (zero) mixed sex
accommodation breaches during 2017/18.

Assurance on CCG control measures/actions to mitigate
The CCG continues to seek assurances from providers when Mixed Sex Accommodation (MSA)
breaches occur. Discussions always centre around the need to balance/maintain patient safety
alongside the impact of MSA upon patient experience. The cases reported year to date at the Royal
Liverpool were as a result of availability issues relating to ITU beds.

6.2 Treating and caring for people in a safe environment and
protecting them from avoidable harm.
6.2.1 Areas for Improvement – Incidence of MRSA
Note: Previous month’s figures may be subject to minor changes as the
data reported in the dashboard is the number at the point in time of
reporting. The ‘HCAI DCS’ System Data is updated on a daily basis and
as such reported figures are subject to change.
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Indicator
Incidence of Healthcare
Acquired Infections –
MRSA: Monthly plan
tolerance of 0; Annual
plan of 0 for 2017/18
TREND

RED

Narrative
In October 2017 has been 1 (one) reported incidence of MRSA
assigned to Liverpool CCG.
The year to date position for 2017/18 currently stands at 6 cases of
MRSA, and as such the CCG will remain as ‘red’ against this indicator
for 2017/18. The breakdown of MRSA cases assigned to Liverpool
CCG is illustrated in the table below:
2017/18

Apr

May

Jun

Jul

Aug

Sep

Oct

YTD

Plan

0

0

0

0

0

0

0

0

Monthly Actual Trust Assigned

0

0

1

0

1

0

0

2

Monthly Actual CCG Assigned
Monthly Actual Third Party
Assigned

0

0

0

1

0

0

1

2

0

1

0

1

0

0

0

2

0

1

1

2

1

0

1

6

Total

Liverpool Providers
There has been 1 (one) case of MRSA reported in October 2017
against Liverpool providers (Alder Hey).
Year-to-date there have been 4 cases of MRSA at Liverpool providers:
Aintree (1); Liverpool Heart and Chest (1); Royal Liverpool &
Broadgreen (1); Alder Hey (1).
Assurance on CCG control measures/actions to mitigate
The MRSA bacteraemia reported by Alder Hey was subject to a thorough Post Infection Review
(PIR) which identified lapses in care on the part of Alder Hey Children’s Hospital. The PIR was
multidisciplinary, with CCG representation from the Quality Team and the GP lead for sepsis. The
lapses identified were in relation to ‘Aseptic Non Touch Technique’ (ANTT) training, decolonisation,
hand hygiene compliance and documentation. An action plan has been developed by the Trust and
will be monitored through to completion.
One healthcare associated MRSA bacteraemia was reported in October 2017. This case was also
reported by Alder Hey and was in relation to a child admitted from Ysbyty Gwynedd Hospital where
the bacteraemia was identified within 2 hours of admission. This case was subject to a robust PIR
and the CCG and Alder Hey are submitting the case for arbitration (documentation due for
submission by 08.12.17). The rationale for this request is that both parties agreed at the Post
Infection Review that, despite comprehensive input into the Post Infection Review process from NHS
Liverpool CCG and Alder Hey Children’s Hospital NHS Trust it was difficult to establish any identified
learning for either the CCG or Alder Hey without input from Ysbyty Gwynedd Hospital where the
index admission occurred.
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6.2.2 Areas for Improvement – C. difficile
Indicator
Incidence of Healthcare
Acquired Infections – C. difficile
Annual plan of 138 for 2017/18
TREND

RED

Narrative
There were 12 new cases of C.diff reported in October 2017 for
Liverpool CCG against a monthly plan of 12.
Year-to-date (April to October 2017) there have been 88
reported incidences of C.diff against a plan of 82. A total of 6
incidences above planned levels (YTD).
At provider level, 8 new cases of C.diff have been reported
during October 2017 across the Liverpool providers.
2017/18 Year-to-Date summary:
Royal Liverpool and Broadgreen Hospital – for the period
April to October 2017 the number of reported incidences of C.diff
at the provider is 19 against a year to date plan of 26;
Aintree Hospital - for the period April to October 2017 the
number of reported incidences of C.diff at the provider is 42
against a year to date plan of 27;
Liverpool Heart & Chest - for the period April to October 2017
the number of reported incidences of C.diff at the provider is 1
against a year to date plan of 2;
Walton Centre - for the period April to October 2017 the number
of reported incidences of C.diff at the provider is 7 against a year
to date plan of 6;
The Clatterbridge Centre for Oncology - for the period April to
October 2017 the number of reported incidences of C.diff at the
provider is 5 against a year to date plan of 1.
All other Liverpool providers have reported 0 cases of C.diff for
the period April to October 2017.

Assurance on CCG control measures/actions to mitigate
Assurance on CCG control measures
Liverpool Community Health’s Infection Prevention and Control (IPC) team continue to collate data on
all community acquired C-Diff cases. An RCA is completed when there are two or more cases at
individual practice/care home level to better understand if any lapses in care are identified and this
forms part of the quarterly data collation and reporting. No RCAs have been completed and escalated
to the CCG to date by the IPC team.
Aintree NHS Trust remain above plan (year-to-date) but the number of cases reported in October
2017 has deceased compared to the four previous months. At the last Aintree CQPG, the Trust
advised the CCG of a recent IPC meeting which had good attendance (including Public Health). The
CCG was unable to attend the IPC meeting due to the short notice invitation. The Trust has a plan for
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a ‘task force deep dive’ and are looking at their audits and monitoring of antibiotic stewardship with
IPC team involvement. The Trust is also engaging with NHSI and undertaking an in-depth review of
all cases so as to understand potential impact of the lack of tazocin and the use of more high risk
antibiotics which will lead to lessons learned and education.
The Walton Centre and Clatterbridge Centre for Oncology also remain above plan and work is
ongoing with these providers to understand their issues and look for solutions.

6.2.3 Areas for Improvement – E-Coli
Indicator
Incidence of Healthcare
Acquired Infections – E-Coli
Annual plan of 398 for 2017/18
TREND

RED

Narrative
There is a national ambition to reduce cases of E-Coli by 10% on
the 2016/17 outturn. Therefore, the CCG has an annual plan of
393 E-Coli cases for 2017/18 (this is also a Quality Premium
indicator in 2017/18).
For the month of October 2017 a total of 46 reported incidences
of E-Coli were assigned to Liverpool CCG against a monthly
plan of 33 (also an increase on the previous month when 34
cases were reported for Liverpool CCG.)
The year-to-date total is also some way above trajectory with
232 cases reported against a plan of 257.

Assurance on CCG control measures/actions to mitigate
Work continues across North Mersey and the wider health economy to reduce cases of e-coli in line
with national targets. A ‘gram negative bloodstream infection group’ has been established and is next
due to meet on 30th November 2017. The improvement plan for North Mersey was reviewed by
representatives from Liverpool and South Sefton CCG and will be reviewed and approved fully at the
meeting on 30th November 2017 by the wider health economy.
A Liverpool ‘IPC network’ meeting has also been established which will be facilitated by Liverpool
CCG. This will enable a forum for sharing and learning with the first meeting due to take place in
January 2018.
Further work includes a ‘sepsis workshop’ which has been planned for 21st February 2018 (also
hosted by Liverpool CCG). This will include representatives from Primary and Secondary care and will
look to identify different models of care and best practice and establish the current position across
primary and secondary care. The workshop will also aim to answer questions such as ‘what is
important? What needs to be the focus across the City? How will improvements be achieved and how
will learning from the meeting be disseminated?
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7. OTHER COMMITMENTS
No updates are available for the following measures:
• Personal Health Budgets.
The indicators within this section are new to 2017/18 monitoring and are
to be measured on a quarterly or Bi-annual basis.
7.1.1 Good Performance – Primary Care full extended access
Indicator
Primary Care
% of practices offering full
extended access (evenings and
weekends)

GREEN

TREND

Narrative
All practices in England should ensure that their patients have
extended access to pre-bookable appointments by 2020.
Progress is measured bi-annually with the latest data available
(April 2017 to September 2017 showing that 0% of Liverpool
practices were offering full extended access.
Despite the 0% reported figure, this is in line with the 2017/18
planning trajectory where the CCG is aiming for 50% of practices
meeting the standard in the second half of 2017/18.
During 2017/18 CCGs GP Access Fund sites, along with a
number of additional geographies identified across the country
have been funded to roll out extended access (Liverpool was not
identified as part of this early phase). Remaining CCGs are
required to start access improvement in 2018/19 with funding at
£3.34 per head of population for the year and achieve 100%
coverage by March 2019, when funding will reach £6 per head of
population in 2019/20. CCG plans are well underway to
implement extended access in line with NHS England ‘7 core
requirements’ from October 2018 (based on funding availability).
The national position for April 2017 to September 2017 for the
full provision of extended access is 32.5%.

8. ACTIVITY
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For 2017/18 the latest position for all activity lines submitted within the
2017-19 Operational Plan will be reported in the supporting performance
dashboard and narrative for lines where there is a +/- 3% variance will
be provided.
8.1 Referrals, Outpatients, Electives, Non- Electives and A&E
Activity
The CCG is required to submit detailed activity plans as part of the
Operational Plan 2017-19. The plan recognises historical growth in
demand for secondary services, and explains how initiatives put in place
by the Healthy Liverpool Programme will avoid or deflect secondary care
activity into care delivered at or closer to home, whilst enabling the CCG
to maintain financial balance.
NHS England routinely monitors CCG activity plans using ‘NCDR’ (NHS
England monitoring data) and requests a narrative on the actions the
CCG is taking to address any variances that are either +/- 3% for each
activity line.

8.1.1 April to August Month 6 activity
• GP referrals: Variance to plan 0.1% – year to date GP referrals
are 0.1% below planned levels and as such is within NHSE
tolerance limits.
• Other referrals: variance to plan +6% - year to date Other
referrals are +8% above planned levels and +13.1% above the
same year-to-date period 2016/17. As previously reported the over
performance in “other referrals” is due to data quality issues with
Alder Hey and the Royal Liverpool’s MAR submissions. These
have been rectified but will not be reflected in published data until
Feb 2018. Once the data has been adjusted to account for these
issues, the variance in “other referrals” is reduced to 2.6% and as
such within NHSE tolerance levels.
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• Total referrals: Variance to plan 2.6% - overall, the month 6
cumulative position for total referrals is 2.6% above planned levels
which, once adjusted for the Alder Hey and Royal data issues, is
reduced to 0.35% above plan and within accepted tolerances.
• Outpatient first attendances: variance to plan (-)2.3% - year to
date outpatient first attendances are -2.3% below plan and within
accepted tolerance levels.
•

Outpatient follow up attendances - variance to plan +5% - year
to date, there is a +5.2% variance in outpatient follow ups against
planned levels. Compared to the same period in 2016/17 (AprAug) follow ups are up 6.4%.
As previously reported, one of the main reasons for the large
variance to plan is that as part of the 2017/18 planning process,
the CCG set reduced outpatient follow up plans with key providers.
However, the solutions aimed at reducing follow ups have not yet
commenced and the impact was profiled evenly throughout the
year.
As a result of the RTT performance issues at the Royal Liverpool
Hospital, a capacity and demand review was recently undertaken.
Part of this plan is to review follow up pathways and realign
new/follow up capacity to address demand. This is expected to
reduce follow ups in a number of specialties.
The over-performance in follow ups has also been observed within
the month 6 contract position. However, this is part of the "acting
as one" arrangements with key Liverpool providers and as such is
not deemed a financial risk.

• Total outpatients: variance to plan 2.9% (within the NHSE
tolerance limits.)
• Total elective admissions: variance to plan - 5.7% - when
compared to the same period in 2016/17 (April – Sept) total
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elective activity is down by 4.2%, a trend which is mirrored within
the key Liverpool contracts. This is also likely to be linked to the
well documented issues in RTT and diagnostics at the Royal
Liverpool (the Trust is significantly below plan within the contract in
terms of year-to-date activity).
• Total A&E Attendances: variance to plan - 3.2% year-to-date
total A&E attendances are below the same period in 2016/17 (any
significant reduction against plan is regarded as a positive).
• Total Non-Elective admissions: variance to plan 4.7% - year-todate non-elective spells are 4.7% above planned levels. The overperformance is wholly attributable to a correction made by NHS
England to certain providers’ application of NHS England
‘Identification Rules’ (IR). If this ‘correction’ was reversed (or the
change also applied to the plan), Liverpool would show a small
over-performance of 0.8%. Although expected, a detailed
breakdown from NHS England following publication of month 6
data is yet to be made available.
9. CARE QUALITY COMMISSION INSPECTIONS/ISSUES/NOTICES
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.
There have been no new CQC reports published in relation to Liverpool
providers or Liverpool GP surgeries since the November 2017 Corporate
Performance Report.
10. SUSTAINABILITY - CCG Financial Position
Due to the changing need and complexity of financial reporting
requirements the CCG Financial Position is now issued as a separate
report.
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11. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
This section is not applicable to the CCG Corporate Performance
Report.

12. 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
and value for money and individual contractual requirements.
13. 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 and Governance Manager
Shan Mattock
Lead Intelligence Analyst- Performance
30th November 2017
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Liverpool CCG - Performance Dashboard 2017-18
2017-18
Apr

Q1
May

Jun

Actual
Plan

91.6%
95%

88.5%
95%

Actual
Plan
Actual

5.73%
1%
91.4%

Metric

Jul

Q2
Aug

Oct

Q3
Nov

Sep

90.1%
95%

88.7%
95%

91.0%
95%

7.89%
1%
91.2%

10.36%
1%
90.5%

10.30%
1%
90.3%

Jan

Q4
Feb

Dec

Mar

89.3%
95%

90.9%
95%

95%

95%

95%

95%

95%

12.24%
1%
89.90%

12.87%
1%
89.34%

13.00%
1%
89.61%

1%

1%

1%

1%

1%

10.4%
1%
90.3%

YTD

1617 and 1718
Trend

URGENT AND EMERGENCY CARE
Accident & Emergency
4-Hour A&E Waiting Time Target
% of patients who spent less than four hours in A&E

90.0%
95%

REFERRAL TO TREATMENT TIMES & ELECTIVE CARE
Referral to Treatment (RTT) & Diagnostics
% of patients waiting 6 weeks or more for a diagnostic test
Incomplete Pathways
% of RTT incomplete pathways (patients yet to start treatment) within 18 weeks

Plan

92%

92%

92%

92%

92%

92%

92%

92%

92%

92%

92%

92%

92%

No of Incomplete Pathways Waiting over 52 weeks

Actual
Plan

1
0

0
0

0
0

0
0

0
0

0
0

0
0

0

0

0

0

0

1
0

e-Referral Utilisation
NHS e-Referral Service (e-RS) Uilisation Coverage
% of referrals for a 1st Outpatient appointment that are made using the NHS e-RS

Actual

57%

54%

50%

53%

52%

53%

Plan

65%

66%

67%

68%

69%

70%

72%

74%

75%

76%

78%

80%

Actual
Plan

0
0

0
0

2
0

0
0

0
0

0
0

0
0

0

0

0

0

0

Actual

95.7%

95.1%

90.5%

94.60%

96.60%

96.9%

Plan

93%

93%

93%

93%

93%

93%

93%

93%

93%

93%

93%

93%

Actual

92.7%

93.4%

93.3%

96%

93%

95.5%

53%

EMSA
Mixed sex accommodation breaches
CANCER
Cancer Waiting Times
% Patients seen within two weeks for an urgent GP referral for suspected cancer
% of patients seen within 2 weeks for an urgent referral for breast symptoms

Plan

93%

93%

93%

93%

93%

93%

% of patients receiving definitive treatment within 1 month of a cancer diagnosis -31 days

Actual

97.7%

99.1%

98.0%

100%

99%

98.9%

Plan

96%

96%

96%

96%

96%

96%

% of patients receiving subsequent treatment for cancer within 31 days (Surgery)

Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual

100.0%
94%
98.6%
98%
98.4%
94%
88.6%
85%
92.9%

96.8%
94%
98.3%
98%
98.6%
94%
88.0%
85%
100.0%

100.0%
94%
100.0%
98%
100.0%
94%
89.4%
85%
76.5%

100%
94%
100%
98%
100%
94%
89%
85%
100%

93.5%
94%
100%
98%
98%
94%
82%
85%
100%

95.7%
94%
98%
98%
96.6%
94%
84.9%
85%
92.3%

% of patients receiving subsequent treatment for cancer within 31 days (Drug Treatments)
% of patients receiving subsequent treatment for cancer within 31 days (Radiotherapy
Treatments)
% of patients receiving 1st definitive treatment for cancer within 2 months (62 days)
% of patients receiving treatment for cancer within 62 days from an NHS Cancer Screening
Service

APPENDIX 1

% of patients receiving treatment for cancer within 62 days upgrade their priority

Plan

90%

90%

90%

90%

90%

90%

Actual

100.0%

86.7%

76.2%

81.80%

70.60%

82.40%

Plan

85%

85%

85%

85%

85%

85%

2
0

94.8%
93%
93.8%
93%

93%

93%

93%

93%

93%

93%
98.8%

96%

96%

96%

96%

96%

96%

94%

94%

94%

94%

94%

94%

98%

98%

98%

98%

98%

98%

94%

94%

94%

94%

94%

94%

85%

85%

85%

85%

85%

85%

90%

90%

90%

90%

90%

90%

96%
97.5%
94%
99.20%
98%
98.7%
94%
87.1%
85%
93.5%
90%
82%

85%

85%

85%

85%

85%

85%

85%
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Liverpool CCG - Performance Dashboard 2017-18
2017-18
Apr

Q1
May

Jun

71.7%
70%

71.0%
70%

71.3%
70%

Metric

Jul

Q2
Aug

Sep

71.6%
70%

72.1%
70%

72.1%
70%

Oct

Q3
Nov

Dec

73.0%
70%

70%

70%

Jan

Q4
Feb

Mar

70%

70%

70%

YTD

1617 and 1718
Trend

MENTAL HEALTH
Dementia Diagnosis
Estimated diagnosis rates

Actual
Plan

73.0%
70%

IAPT
% of people who receive psychological therapies - Roll Out

Actual
Plan

2.83%
3.17%

% of people who finish treatment having attended at least two treatment contacts
and are moving to recovery

Actual

33.3%

Plan

50.0%

IAPT Waiting Time -6 weeks
% ended referrals that finish a course of treatment in period who received their first
appointment within 6 weeks of referral
IAPT Waiting Time - 18 weeks
% ended referrals that finish a course of treatment in period who received their first
appointment within 18 weeks of referral
Early Intervention in Psychosis
Early intervention in Psychosis waiting times: % referrals to and within the Trust with
suspected first episode psychosis or at ‘risk mental state’ that start a NICE-recommended
package care package in the reporting period within 2 weeks of referral.

Actual

97.30%

95.57%

94.90%

3.59%

3.99%

4.59%

15.339%

50.0%

50.0%

50.0%

50.00%

93.60%

Plan

75%

75%

75%

75%

Actual

100%

99.37%

98.87%

98.20%

Plan

95%

95%

95%

Actual

63.64%

80.00%

Plan

50%

50%

94%
75%

75%

75%

75%

75%

75%

75%

75%

75.00%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95.00%

66.67%

77.78%

71.43%

53.33%

71.43%

50%

50%

50%

50%

50%

98%

67.57%
50%

50%

50%

50%

50%

50%

Care Programme Approach
% of patients on (CPA) discharged from inpatient care who are followed up within 7 days

Actual

91.70%

94.60%

Plan

95%

95%

95%

95%

95%

Plan

31%

31%

31%

31%

31%

Actual

87.50%
89%
33%
33%

71.4%
95%
67%

90%

100%

100%

100%

Improve Access rate to CYPMH
Percentage of children and young people aged 0-18 with a diagnosable mental health
condition who are receiving treatment from NHS funded community services.

Actual

CYP - Eating Disorders
Waiting Times for Routine Referrals to CYP Eating Disorder Services - Within 4 Weeks
Waiting Times for Urgent Referrals to CYP Eating Disorder Services - Within 1 Week

Plan
Actual
Plan
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Liverpool CCG - Performance Dashboard 2017-18
2017-18
Apr

Q1
May

Jun

0
0
13
11
33
33

1
0
15
11
49
33

1
0
12
12
25
33

Metric
HEALTHCARE AQUIRED INFECTIONS
HCAI
Number of MRSA Bacteraemias
Incidence of MRSA bacteraemia (Commissioner)
Number of C.Difficile infections
Incidence of Clostridium Difficile (Commissioner)
Number of E Coli infections
Incidence of E Coli (Commissioner)

Actual
Plan
Actual
Plan
Actual
Plan

Jul

Q2
Aug

Sep

Oct

2
0
13
12
42
33

1
0
14
12
28
33

0
0
9
12
34
33

1
0
12
12
46
33

Q3
Nov

Dec

Jan

Q4
Feb

Mar

0

0

0

0

0

12

11

11

11

11

33

33

33

33

33

YTD

1617 and 1718
Trend

6
0
88
82
257
231

OTHER COMMITMENTS
Personal Health Budgets
Rate of PHBs per 100,000 GP registered population

Actual
Plan

2.36

4.72

7.28

9.63

90.63%
86.00%

86.36%
90.00%

92.00%

92.00%

Children Waiting more than 18 weeks for a wheelchair
% of children whose episode of care was closed within the quarter where equipment was
delivered or a modification was made.
Primary Care
% of practices within a CCG which meet the definition of offering full extended access; that
is where patients have the option of accessing pre-bookable appointments outside of
standard working hours either through their practice or through their group.
ACTIVITY
Total GP Referrals (General and Acute)

Total Other Referrals (General and Acute)

Total Referrals (General and Acute)

Consultant Led First Outpatient Attendances

Consultant Led Follow-Up Outpatient Attendances

Total Elective Admissions

Total Non-Elective Admissions

Total A&E Attendances (excluding Planned Follow Ups)

Total Beddays

Actual
Plan

Actual

0%

Plan

0%

Actual
Plan

9,051
9,253

10,533
10,227

11,010
10,714

88.158%
92.00%

0%
50%

9,975
10,227

10,344
9,984

9,777
10,227

10,714

10,714

8,766

10,714

9,740

10,230

60,690
60,632

-100%

-100%

-100%

-100%

-100%

-100%

0.1%
42,158
39,626

Variance

-2%

3%

3%

-2%

3.6%

-4.4%

Actual
Plan

6,230
6,047

7,259
6,684

8,306
7,002

6,998
6,684

6,773
6,525

6,592
6,684

7,002

7,002

5,729

7,002

6,366

6,683

Variance

3%

9%

19%

4.7%

4%

-1%

-100%

-100%

-100%

-100%

-100%

-100%

6.4%

Actual
Plan

15,281
15,300

17,792
16,911

19,316
17,716

16,973
16,911

17,117
16,509

16,369
16,911

17,716

17,716

14,495

17,716

16,106

16,913

102,848
100,258

Variance

0%

5%

9%

0%

3.7%

-3%

-100%

-100%

-100%

-100%

-100%

-100%

2.6%

Actual
Plan
Variance

13,608
14,028
-3.0%

16,030
15,504
3%

15,622
16,243
-3.8%

15,235
15,504
-2%

14,915
15,135
-1%

14,384
15,504
-7%

16,243
-100%

16,243
-100%

13,289
-100%

16,243
-100%

14,766
-100%

15,504
-100%

89,794
91,918
-2.3%

Actual
Plan

26,245
25,294

31,396
27,957

30,715
29,288

29,142
27,957

28,039
27,291

28,542
27,957

29,288

29,288

23,963

29,288

26,626

27,959

174,079
165,744

-100%

-100%

-100%

-100%

-100%

-100%

5.0%

Variance

3.8%

12%

5%

4.2%

3%

2%

Actual
Plan
Variance

5,021
5,346
-6.1%

5,837
5,908
-1%

5,793
6,190
-6%

5,406
5,908
-8%

5,510
5,768
-4%

5,458
5,908
-8%

6,190
-100%

6,190
-100%

5,064
-100%

6,190
-100%

5,627
-100%

5,906
-100%

33,025
35,028
-5.7%

Actual
Plan

4,856
4,902

5,278
5,066

5,223
4,902

5,181
5,066

5,363
5,066

5,400
4,902

5,066

4,902

5,066

5,066

4,575

5,063

31,301
29,904

-100%

-100%

-100%

-100%

-100%

-100%

Variance

-1%

4.2%

6.5%

2%

6%

10%

Actual
Plan
Variance
Actual
Plan
Variance

28,013
28,856
-2.9%
26,248
26,339
-0.3%

29,050
29,818
-2.6%
30,962
28,129
10.1%

28,420
28,856
-1.5%
30,581
28,340
8%

29,897
29,818
0.3%
28,017
28,129
0%

27,480
29,818
-8%
29,331
27,795
6%

27,607
28,856
-4%
30,042
27,673
9%

29,818
-100%

28,856
-100%

29,818
-100%

29,818
-100%

26,933
-100%

29,822
-100%

28,795
-100%

28,340
-100%

26,128
-100%

28,795
-100%

26,095
-100%

28,128
-100%

4.7%
170,467
176,022
-3.2%
175,181
166,405
5%
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Performance Dashboard 2017/18 : Provider Level
METRIC

LIVERPOOL
AINTREE
ROYAL
ALDER HEY
LIVERPOOL
HEART &
LIVERPOOL & UNIVERSITY CHILDREN'S
WOMEN'S
THE
REPORTING
CHEST
TARGET BROADGREEN HOSPITAL NHS
NHS
NHS
WALTON
PERIOD
HOSPITAL NHS
UNIVERSITY FOUNDATION FOUNDATION
FOUNDATION CENTRE
FOUNDATION
HOSPITALS
TRUST
TRUST
TRUST
TRUST

MERSEY
CLATTERBRIDGE
SPIRE
CARE NHS
CENTRE FOR
LIVERPOOL
TRUST
ONCOLOY

URGENT AND EMERGENCY CARE
Accident & Emergency
4-Hour A&E Waiting Time Target:
% of pa ti ents who s pent l es s tha n four hours i n A&E
A&E Attendances: Type 1
Number of a ttenda nces Type 1 A&E depts
A&E Attendances: All Types
Number of a ttenda nces a t a l l A&E depts
12 Hour Trolley waits in A&E : Tota l number of pa ti ents who ha ve wa i ted over 12
hours i n A&E from deci s i on to a dmi t to a dmi s s i on

Oct-17

95%

90.4%

84.4%

94.5%

98.0%

Oct-17

8,190

7,437

7,437

YTD Oct 17

139,638

98,244

98,244

7,210
0

Oct-17

0

0

0

0

Sep-17

1%

22.8%

2.3%

0.0%

0.1%

2.0%

0.0%

0.0%

0.0%

Sep-17

92%

84.9%

92.0%

92.1%

92.2%

93.5%

96.2%

95.5%

96.5%

Sep-17

0

0

0

0

0

0

0

0

0

Sep-17

0

0

0

0

0

0

0

Sep-17

0

0

0

0

0

0

0

2%

3%

11%

0%

0%

0%

REFERRAL TO TREATMENT TIMES & ELECTIVE CARE
Referral to Treatment (RTT) & Diagnostics
% of patients waiting 6 weeks or more for a diagnosic test
Incomplete Pathways
% of RTT i ncompl ete pa thwa ys (pa ti ents yet to s ta rt trea tment) wi thi n 18 weeks
No of Incomplete Pathways Waiting over 52 weeks
EMSA
Mixed sex accommodation breaches

0

0

Cancelled Operations
Urgent Operations cancelled for a 2nd time
Number of urgent opera ti ons tha t a re ca ncel l ed by the trus t for non-cl i ni ca l
rea s ons , whi ch ha ve a l rea dy been previ ous l y ca ncel l ed once for non-cl i ni ca l
rea s ons .
% of Cancellations for non clinical reasons who not are treated within 28 days
Al l pa ti ents who ha ve opera ti ons ca ncel l ed, on or a fter the da y of a dmi s s i on
(i ncl udi ng the da y of s urgery), for non-cl i ni ca l rea s ons to be offered a nother
bi ndi ng da te wi thi n 28 da ys .

0

APPENDIX 2
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Performance Dashboard 2017/18 : Provider Level
METRIC

LIVERPOOL
AINTREE
ROYAL
ALDER HEY
LIVERPOOL
HEART &
LIVERPOOL & UNIVERSITY CHILDREN'S
WOMEN'S
THE
REPORTING
CHEST
TARGET BROADGREEN HOSPITAL NHS
NHS
NHS
WALTON
PERIOD
HOSPITAL NHS
UNIVERSITY FOUNDATION FOUNDATION
FOUNDATION CENTRE
FOUNDATION
HOSPITALS
TRUST
TRUST
TRUST
TRUST

MERSEY
CLATTERBRIDGE
SPIRE
CARE NHS
CENTRE FOR
LIVERPOOL
TRUST
ONCOLOY

CANCER
Cancer Waiting Times
% Patients seen within two weeks for an urgent GP referral for suspected cancer

Sep-17

93%

97.60%

94.7%

Sep-17

93%

96.40%

91.6%

% of patients receiving definitive treatment within 1 month of a cancer diagnosis (31
days)

Sep-17

96%

96.60%

96.8%

% of patients receiving subsequent treatment for cancer within 31 days -Drug
Treatments

Sep-17

98%

100.0%

100.0%

Sep-17

94%

96.00%

86.7%

Sep-17

94%

100.0%

Sep-17

85%

86.40%

79.8%

Sep-17

90%

92.10%

91.3%

Sep-17

85%

93.20%

74.2%

% of patients seen within 2 weeks for an urgent referral for breast symptoms

% of patients receiving subsequent treatment for cancer within 31 days -Surgery
% of patients receiving subsequent treatment for cancer within 31 days -Radiotherapy
Treatments
% of patients receiving 1st definitive treatment for cancer within 2 months (62 days)
% of patients receiving treatment for cancer within 62 days from an NHS Cancer
Screening Service
% of patients receiving treatment for cancer within 62 days upgrade their priority

100.0%

100.0%

95.9%

100.0%

100.0%

100.0%

100.0%

100.0%

96.2%
96.6%

100.0%

100.0%

100.0%
97.2%

0.0%

96.0%

84.0%

100.0%

48.5%
100.0%

66.7%

82.6%

76.1%
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APPENDIX 3

Contract Performance (Financial) - Month 7 2017/18

Acting As One

Royal Liverpool
Aintree
Liverpool Women's
Alder Hey
Liverpool Heart and Chest
The Walton Centre
Mersey Care
Liverpool Community Health
Acting As One Trusts Subtotal

Other

Provider

St Helens and Knowsley Hospitals
Spire - Liverpool
Other Acute *
Other Mental Health
Other Community
Ambulance
Other Trusts Subtotal

GRAND TOTAL

Plan

Standard Contract Rules
Actual
Variance

% Variance

Plan

Acting As One
Actual
Variance

% Variance

AAO Impact on
LCCG expenditure

£198,073,249
£78,702,455
£43,227,036
£28,498,536
£6,491,705
£2,272,816
£60,015,685
£62,471,211
£479,752,694

£201,306,755
£80,748,252
£41,000,353
£28,329,746
£6,548,964
£2,139,290
£60,015,685
£62,471,211
£482,560,256

£3,233,506
£2,045,797
-£2,226,683
-£168,790
£57,259
-£133,527
£0
£0
£2,807,563

1.6%
2.6%
-5.2%
-0.6%
0.9%
-5.9%
0.0%
0.0%
0.6%

£198,073,249
£78,702,455
£43,227,036
£28,498,536
£6,491,705
£2,272,816
£60,015,685
£62,471,211
£479,752,694

£197,474,885
£79,217,895
£43,191,599
£28,554,833
£6,487,409
£2,298,370
£60,015,685
£62,471,211
£479,711,888

-£598,364
£515,440
-£35,437
£56,296
-£4,296
£25,554
£0
£0
-£40,806

-0.3%
0.7%
-0.1%
0.2%
-0.1%
1.1%
0.0%
0.0%
-0.0%

-£3,831,870
-£1,530,357
£2,191,246
£225,087
-£61,555
£159,081
£0
£0
-£2,848,369

£20,721,671
£11,417,564
£5,679,885
£5,751,378
£5,842,534
£22,278,148
£71,691,180

£21,712,185
£11,822,885
£8,194,908
£5,751,378
£5,869,598
£22,292,246
£75,643,200

£990,514
£405,322
£2,515,023
£0
£27,064
£14,098
£3,952,020

4.8%
3.5%
44.3%
0.0%
0.5%
0.1%
5.5%

£20,721,671
£11,417,564
£5,679,885
£5,751,378
£5,842,534
£22,278,148
£71,691,180

£21,712,185
£11,822,885
£8,194,908
£5,751,378
£5,869,598
£22,292,246
£75,643,200

£990,514
£405,322
£2,515,023
£0
£27,064
£14,098
£3,952,020

4.8%
3.5%
44.3%
0.0%
0.5%
0.1%
5.5%

£0
£0
£0
£0
£0
£0
£0

£551,443,874 £558,203,456

£6,759,583

1.2%

£551,443,874 £555,355,088

£3,911,214

0.7%

-£2,848,369

* Clatterbridge Centre for Cancer is currently included here, but will move into Acting As One once the contract is signed by all parties
The Clatterbridge line includes actual values for Haem Onc, but not the plan for Haem Onc as this has not yet been formally varied between the plans. This results in
approx £2m overperformance in this line, and the equivalent underperformance on the RLBUH line, which is cancelled out by AAO.
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Report no: GB 89-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12th DECEMBER 2017
Title of Report

NHS 111 Progress Report
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Senior
Management
Team Lead
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Summary

The report updates the Governing Body on
the delivery and performance of the NHS
111 service in the North West and the
service developments underway.
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That Liverpool CCG Governing Body:
 Notes the progress of the North West
NHS 111 service and the service
developments underway.

Relevant
standards/targets

NHS 111 National Specification;
National Urgent & Emergency Care
Strategy.
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NHS 111 PROGRESS REPORT DECEMBER 2017.

1.

PURPOSE

To update the Governing Body on the delivery and development of the
NHS 111 North West service provided by the North West Ambulance
Service.
2.

RECOMMENDATIONS

That Liverpool CCG Governing Body:


Notes the progress of the North West NHS 111 service and the
service developments underway.

3.

BACKGROUND

The NHS 111 service is an integral part of the national urgent and
emergency care strategy. NHS 111 was introduced into the North West
in March 2013 and was initially provided by the former NHS Direct
organisation. Unfortunately due to their inability to deliver a safe and
effective service the organisation was subsequently removed and the
North West Ambulance Services (NWAS) awarded a twenty-two month
interim contract. Following the external procurement exercise NWAS
were successful in being awarded a five year contract in August 2015 to
provide the NHS 111 service across the North West. The service is
currently provided from call centres in Bolton, Carlisle and Liverpool.
NHS 111 is the free number to call when you have an urgent healthcare
need. It directs you to the right local service, first time, underpinned by a
nationally available Directory of Service or DoS which is maintained by
the CCGs. In Merseyside, Liverpool CCG hosts a small DoS support and
development team that supports this function for the local CCGs.
The service is available across the whole of England making it easier to
access urgent healthcare services when you need medical help fast.
The service is available 24 hours a day, 365 days a year. Calls are free
from landlines and also mobile phones
When should you call it?
• You need medical help fast, but it’s not a 999 emergency
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• You don’t know who to call for medical help or you don’t have a
GP to call
• You think you need to go to A&E or another NHS urgent care
service but are not sure which one is most appropriate; or
• You require health advice or reassurance about what to do next
How does it work?
• When you call 111 you will be assessed by a trained health
adviser, who are increasingly supported by experienced nurses,
paramedics and other clinicians. Indeed currently circa 40% of
callers will speak to a clinician, with an aim to increase this to over
50%. The health adviser or clinician will ask the caller questions to
assess symptoms and provide the healthcare advice the individual
needs or direct them straightaway to the local service that can help
them best. The process is supported by NHS Pathways a clinical
assessment and decision making tool used for assessing, triaging
and directing callers to the most appropriate service, underpinned
by the DoS.
• If the NHS 111 team think that the individual needs an ambulance,
they can send electronically the callers detail straight into the
ambulance dispatch system, without the need for a further 999
call.

4.

ACTIVITY.

In the 12 months October 2016 to September 2017 the North West
service triaged 1,414,002 calls of which 188,481 (13.3%) were across
Merseyside and of these calls 81,433 (43.2%) were in Liverpool. Overall
activity remains relatively stable and within the contractual activity cap
and demand profile. The following table illustrates this activity:
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Triaged Calls by CCG

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

St Helens

1,193

1,158

1,191

1,282

1,070

1,171

1,233

1,134

1,101

1,089

1,067

1,041

NHS Halton

1,858

1,666

1,989

1,921

1,696

1,722

1,980

1,765

1,642

1,709

1,581

1,622

NHS Knowsley

2,270

2,119

2,640

2,627

2,247

2,318

2,374

2,301

2,124

2,176

2,188

2,247

NHS Liverpool

6,967

6,377

7,716

7,572

6,416

6,482

7,643

7,091

6,250

6,543

6,193

6,183

NHS South Sefton

1,960

1,842

2,385

2,206

1,928

1,967

2,220

2,025

1,878

1,967

1,953

1,783

NHS Southport and Formby

1,749

1,690

2,051

1,850

1,580

1,693

1,843

1,667

1,430

1,623

1,625

1,621

Merseyside Total
Northwest (NW) Total
% Mersey of NW Total

15,997

14,852

17,972

17,458

14,937

15,353

17,293

15,983

14,425

15,107

14,607

14,497

123,480

115,000

136,555

129,704

109,875

113,581

128,541

119,552

106,667

113,404

108,597

109,046

13.0%

12.9%

13.2%

13.5%

13.6%

13.5%

13.5%

13.4%

13.5%

13.3%

13.5%

13.3%

It is important to note that this activity, with the exception locally of St
Helens CCG includes all GP OOHs calls which are initially received and
assessed by the 111 service. Patients calling their surgery out of hours
will receive a recorded message asking them to call the 111 service.
As already described the 111 service is dependent upon the locally
determined DoS to provide access to services and the DoS ranks
access to services based upon local clinical determination. Thus for
example a CCG can seek to rank or prioritise one service above
another, thereby directing patients to a local service that is accessible
and best able to respond to their needs. It should be noted that where
local alternative services are not available the DoS will default to what
remains open or available to meet the individual’s needs, typically AED
and /or GP OOHs as appropriate.
One of the criticisms levelled at 111 is that the service is very ‘risk
adverse’ and directs too many patients to an emergency ambulance and
/ or AED attendance disposition. If we look at the most recent available
data for September 2017, of the 6,183 triaged calls in Liverpool, the
majority 54.7% of callers were advised to contact primary or community
health services. A further 19.5% were closed with ‘hear & treat’ i.e. selfcare advice only, with 14.8% requiring an emergency ambulance and
8.2% advised to attend AED.
The data above shows a relatively stable profile of dispositions, which is
very much in line with the current national picture of delivery elsewhere.
However we are not resting on our laurels and there is a greater
expectation that the service can further reduce both ambulance and
AED dispositions, alongside maximising the opportunity for interventions
by other health care professional such as pharmacists.
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5.

SERVICE DEVELOPMENTS

5.1

Clinical Assessment Service (CAS)

A part of the national urgent & emergency care strategy we are seeking
to maximise the opportunity for NHS 111 to provide ‘hear & treat’ advice
and direct patients more appropriately to the service best able to meet
their needs. Increasingly this is moving away from a ‘referral’ service to a
‘consult & complete’ model of service delivery.
To deliver this enhanced service we have made a number of initial steps
to develop what is referred to as the Clinical Assessment Service or
CAS as part of the 111 service, to increase the capacity and capability of
clinical resources to become involved in 111 calls, with a target of 51%+
of callers in the future interacting with a clinician. Under the ‘consult &
complete’ model, callers would receive a complete episode of care,
concluding with advice (hear & treat), a prescription or an appointment
for further assessment or treatment.
In Merseyside utilising primarily the expertise and capacity of our GP
OOHs providers to support CAS we have seen the early signs of a shift
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in the dispositions from 111, reducing in particular the numbers of
referrals to AED, as illustrated by the following graphs:

Merseyside NHS 111 AED referrals by month:

The second graph shows the impact of the CAS introduction on a daily
basis for AED dispositions.
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Prior to the development of CAS all callers who arrived at an AED
disposition would have been advised to attend their nearest emergency
department, by allowing these callers to increasingly benefit from an
extended interaction with a clinician the numbers who then subsequently
go on to be advised to attend AED are falling.
5.2 NHS Urgent Medicine Supply Advanced Service Pilot.
Alongside the introduction of CAS, our NHSE colleagues have
introduced a scheme known as NUMSAS or NHS Urgent Medicine
Supply Advanced Service Pilot. Community pharmacies across England
who sign up to the scheme are able to register to supply a repeat
medicine at NHS expense, following a referral from NHS111 and where
the pharmacist identifies that the patient has an immediate need for the
medicine and that it is impractical to obtain a prescription without undue
delay.
Requests for medicines needed urgently account for about 2% of all
completed NHS 111 calls, normally defaulting to a local GP out of hours
appointment to arrange an urgent prescription and as a result they block
access to GP appointments for patients with greater clinical need.
Although requests for emergency repeat medication occur throughout
the week, Saturdays generate the highest demand. Sundays and Public
Holidays also see high demand due to the reduced availability of
General Practice services on those days.
Patients calling NHS 111 who require an urgent repeat medicine, or
item, that has previously been prescribed on an NHS prescription, will be
referred to a participating pharmacy in their area. The health advisor or
clinician in 111 will send the callers details electronically to a pharmacy
participating in the scheme via the secure PharmOutcomes.
Patients will then be advised to call the pharmacy to confirm that a
supply is appropriate (i.e. the requirements of the medicines legislation
are met). Where a supply is to take place then the patient or their
representative will be invited to attend the pharmacy where the
pharmacists will make a supply, if appropriate. The pharmacist will
supply up to 30 days of treatment (or equivalent) and provide advice and
support to the patient to help the patient avoid future problems with
medicines supply.
Where a patient accesses the scheme their GP will receive a notification
that their patient has accessed the service, via the secure ITK
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messaging system. There are a small number of exceptions to the
scheme for example where the request is for a controlled drug or where
a restricted special patient note applies. In these cases if a supply
cannot be legally made as for example the patient is requesting a
controlled drug the Pharmacist will contact the local GP out of Hours
Provider to refer the patient on.
In Merseyside at present there are 48 Pharmacies offering NUMAS, with
18 in Liverpool.
A breakdown of the number of referrals each active NUMSAS Pharmacy
received from Liverpool patients can be seen in the following table.
NUMSAS Pharmacies are open access meaning patients are able to
cross CCG boundaries to access the service, sometimes this might be
as a matter of convenience because of ease of access or opening hours.
NHS Liverpool CCG
NUMSAS - Aigburth Pharmacy - Fulwood Green Med Centre - Aigburth
NUMSAS - Alexanders Pharmacy - Stuart Road - Crosby
NUMSAS - Boots - Church Street - Liverpool
NUMSAS - Day Lewis Pharmacy - Belle Vale Road - Belle Vale
NUMSAS - Durning Pharmacy - Crosfield Rd - Edge Hill
NUMSAS - Green Cross Pharmacy - Garston Old Road - Garston
NUMSAS - Green Lane Pharmacy - Allerton Rd - Mossley Hill
NUMSAS - Green Lane Pharmacy - Stoneycroft
NUMSAS - Jacobs Pharmacy - Camberley Drive - Halewood
NUMSAS - Kensington NHC Pharmacy - Edge Lane - Edge Hill
NUMSAS - Millennium Centre Pharmacy - Corporation Street - St Helens
NUMSAS - Orrell Park Pharmacy - Moss Lane - Orrell Park
NUMSAS - Prescriptions Pharmacy - Manchester Road - Prescot
NUMSAS - Robinson Pharmacy - Vauxhall Health Centre - Vauxhall
NUMSAS - Sedem Pharmacy - Walton Road - Walton
NUMSAS - Shevington Pharmacy - Houghton Way - Shevington
NUMSAS - Station Pharmacy - Orrell Lane - Orrell Park
NUMSAS - Station Pharmacy - Station Road - Maghull
NUMSAS - Stephens Pharmacy - Mather Avenue - Garston
NUMSAS - Strachans Chemist - Hale Road - Widnes
NUMSAS - Upton Rocks Pharmacy - Cronton Lane - Widnes
Total

Sep-17
1
0
0
0
1
0
9
13
2
16
0
1
4
2
6
0
1
0
5
2
1
64

Oct-17
5
3
6
1
4
1
30
94
0
83
0
1
4
11
54
0
1
2
8
0
0
308

Total
6
3
6
1
5
1
39
107
2
99
3
2
8
13
60
4
2
2
13
2
1
379
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5.3 NHS 111 Online.
A further development that we are currently progressing is the
introduction of NHS 111 Online, to provide an alternative means of
access into services. The intention here is to provide initially a web
based access route into NHS Pathways and limited access into the DoS.
Overall the intention is to achieve some of the expected so called ‘left
channel shift’, ie directing low acuity enquires to an online portal, thereby
freeing up call centre capacity. The introduction of an online choice is
part of the national urgent & emergency care strategy and it is expected
that Merseyside will be the first county area to go live with this new
service offer in mid to late January 2018.
5.4 Direct Booking.
As part of the national urgent & emergency care strategy we are also
progressing the phased introduction of direct booking from NHS 111 into
both in and out hours primary care and urgent care services. Nationally,
90% of GP out of hours appointments are expected to be directly
bookable in 2017/18, rising to 95% in 2018/19. We are also expected to
achieve a target of 10% of callers during 2017/18 who require access to
a GP be booked into their own GP Practice or other GP / Primary Care
Service, rising to 30% the year after. In addition the emerging Urgent
Treatment Centres are also expected to be capable of direct booking.
There are significant interoperability challenges across the North West in
connecting the NHS 111 Pathways based system with a wide range of
clinical systems elsewhere across providers. Locally we are fortunate
that key providers such as Urgent Care 24 and GP Practices operate
Adastra and / or EMIS clinical systems, with technical solutions
available. Notwithstanding this we need to ensure that our plans to
achieve direct booking are technically robust, sustainable and
affordable, and do not have unintended negative impacts upon 111 core
capacity and capacity. The use of third party software to connect users
and the costs of necessary licencing are all being carefully explored.
A Merseyside planning group has been established and is progressing
this important area of work. It is intended that with a small number of
changes to our current GP OOHs model with UC24, we can meet the
direct booking standards required and interface with NHS 111. With
regards to in hours booking we are seeking a small number of pilot sites,
one of which is close by in Kirkby to test the booking and technical
solutions available. In a similar manner a small number of Urgent
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Treatment Centres across the North West will be the first to pilot direct
booking. Locally in the CCG the Urgent Care Team is working alongside
the Primary Care Team to explore how the planned enhanced primary
care access scheme can provide direct booking when it goes live in
October next year.
6.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers) – Not Applicable
6.1

7.

Does this require public engagement or has public
engagement been carried out? Yes / No
i.

If no explain why

ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.

6.2

Does the public sector equality duty apply? Yes/no.
i.
If no please state why
ii.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.

6.3

Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing

6.4

Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

The further development and expansion of the NHS 111 service will play
an important part in seeking to direct patients, first time to the service
most able to meet their needs. In particular by seeking to maximise ‘hear
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& treat’ and deflect more patients away form an ambulance conveyance
and /or AED attendance.

8.

CONCLUSION

The NHS 111 service is a key part of the national and local urgent &
emergency care strategy and is playing an important role in helping
reduce ambulance conveyance and AED attendances.

Ian Davies
Chief Operating Officer
30th November 2017.
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Summary

Liverpool CCG and the Voluntary,
Community and Faith Sector (VCFS) in the
city have worked together to develop a
Memorandum of Understanding (MoU).
The MoU signals a commitment between
CCG and the VCFS to build trust and
collaborative approaches to develop and
deliver better services to meet the needs of
communities and individuals.
That Liverpool CCG Governing Body:
 Notes the purpose, scope and
commitments contained in the
Memorandum of Understanding
(Appendix A)
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Carole Hill, Healthy Liverpool Integrated
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 Approves the Memorandum of
UnderstandingSupports the proposed
actions/next steps for collaboration
CCG standards for Patient and Public
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MEMORANDUM OF UNDERSTANDING BETWEEN NHS LIVERPOOL
CCG AND THE VOLUNTARY, COMMUNITY AND VOLUNTARY
SECTOR

1.

PURPOSE
The purpose of this paper is to set out a formal framework for
working with the Voluntary, Community and Faith Sector (VCFS) in
the city, which is intended to build trust and collaboration to support
the development and delivery of services which meet the needs of
communities and individuals.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the purpose, scope and commitments contained in the
Memorandum of Understanding (Appendix A)
 Approves the Memorandum of Understanding
 Supports the proposed actions/next steps for collaboration

3.

BACKGROUND
Liverpool is well-served by a vibrant voluntary, community and faith
sector that helps sustain health and improve wellbeing at
community and at individual level. Many parts of the NHS work
closely with voluntary and community organisations and groups,
referring and signposting to services that are often of significant
benefit to patients. Liverpool CCG is a commissioner of some of
these services.
Earlier this year, the CCG disinvested in a number of VCFS
services. The CCG acknowledges the challenges that the process
caused to those working in the sector, as well as their service
beneficiaries. In order to help address this, LCVS and the CCG
have agreed to work together to develop a Memorandum of
Understanding (MoU).
The NHS Five Year Forward View set out a national vision and
strategy for a new relationship with patients and communities which
called for stronger partnerships with charitable and voluntary sector
organisations.
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The Forward View recognised that although funding constraints
have put pressure on NHS, local authority and central government
support for charities and voluntary organisations, these voluntary
organisations often have an impact well beyond what statutory
services alone can achieve; providing a rich range of activities,
including information, advice, advocacy and delivery of vital
services. Often they are better able to reach underserved groups,
and are a source of advice for commissioners on particular needs.
As the Liverpool health system moves forward with the
development of a place-based, integrated system of health and
social care the VCFS has a significant contribution to make in rebalancing the existing health and social care system with a greater
emphasis on prevention, community resilience and self-care,
acknowledging that the VCFS is already a major contributor to the
current system.

4. PURPOSE AND SCOPE OF THE MoU
The proposed MoU represents an opportunity for the CCG and
wider NHS to work with the VCFS more closely and in new ways to
shape and deliver change to improve the health and wellbeing of
the people of Liverpool.
The MoU signals a commitment between the CCG and the VCFS
to build trust and collaborative approaches in the context of
respectful mutuality. By coming together it is hoped that we can
work together more effectively to develop and deliver better
services to meet the needs of communities and individuals.
The MoU sets out a number of shared outcome ambitions that
parties will work together to achieve. They are to:
• Improve health outcomes and reduce health inequalities for the
people of Liverpool;
• Maximise value from financial resources;
• Build successful partnerships which promote shared
understanding and integrated service delivery;
• Effectively engage patients and the public in influencing decisions.

Page 3 of 6

141

The MoU also provides a framework to help ensure that when
opportunities or challenges arise; the NHS and VCFS have a
framework for meaningful engagement, guided by the spirit and
principles contained in this MoU.
The MoU sets out a number of commitments for the CCG and the
VCFS regarding behaviours, values and communications which
will inform and provide clarity around how parties will work
together.
The MoU a makes reference to the need for a pragmatic approach
to collaboration, in the context of a dynamic health and care
system that is experiencing ongoing pressures and change. It is
anticipated that the MoU will enable parties to navigate these
challenges more effectively and maintain productive relationships
for mutual benefit.
The MoU has been developed jointly by the CCG and Liverpool
Charity and Voluntary Services (LCVS), who have engaged with a
number of VCFS partners in this process. The main parties to the
MoU will be Liverpool CCG and LCVS. All VCFS organisations in
the city will be invited to sign the MoU once approved by the CCG
Governing Body.
The MoU specifically excludes and is separate from any servicerelated procurement processes and the management of voluntary
and community sector contracts for the provision of services. It
also recognises that the MoU does not compromise or delegate
the statutory duties and accountability of the CCG.
5.

NEXT STEPS
The formal signing of the MoU is an enabler for the real work to
build relationships, collaboration and priorities for co-production.
The MoU sets out proposals for moving forward key structures and
agreements, including the establishment of a CCG and VCFS
Reference Group with the purpose of sharing information,
identifying and delivering an agreed programme of joint work;
identifying communities of practice to support integration and co-
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production in the design of specific service improvements and other
initiatives such as shadowing.

6. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
6.1 Does this require public engagement
engagement been carried out? No

or

has

public

The MoU is a voluntary arrangement with the VCFS in Liverpool
for which there is no requirement to engage with patients or public
in its development. The MoU has been developed through
engagement with a number of VCFS organisations. Once enacted,
the MoU will support more effective patient and public
engagement.

6.2 Does the public sector equality duty apply?
Not directly, as this is a voluntary arrangement. The MoU will
support the CCG is discharging its statutory responsibilities with
regard to the public sector equality duty.
6.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
The MoU supports the CCG’s commitment to social value by
maximising the benefits of collaboration with the voluntary and
community sector in the city.
6.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
One of the stated outcomes of the MoU is to improve health
outcomes and reduce health inequalities for the people of
Liverpool.
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7. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
One of the stated outcomes of the MoU is to maximise value from
our financial resources.

8. CONCLUSION
The Memorandum of Understanding represents a significant step
forward in meaningful collaboration between the CCG and the
voluntary, community and faith sector in the city, which is intended to
enable mutual benefits and to support the improvement of health and
services for the people of Liverpool.
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and

The Voluntary, Community and Faith Sector in
Liverpool
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1 PURPOSE AND SCOPE OF THE MoU
This Memorandum of Understanding (MoU) forms the basis of a shared
understanding and a relationship between the Voluntary, Community
and Faith Sector in Liverpool (represented in this context by Liverpool
Charity and Voluntary Services - LCVS) and NHS Liverpool Clinical
Commissioning Group (CCG).
The MoU is intended to demonstrate the parties’ commitment to
collaboration in the design of health and care services and, where
services are provided by VCFS partners, to ensure effective
partnerships for delivery.
The MoU is independent of any other agreements or contracts signed by
or between the organisations concerned.
The approach to building relationships between the CCG and the VCFS
will be asset-based; evidenced by a shared commitment to identifying
and maximising our shared assets to support health and wellbeing.
There will be an emphasis on system relationships and leadership,
listening, sharing ideas and best practice, openness and willingness to
address shared opportunities and challenges.

2
LEAD ORGANISATIONS
For the purpose of the MoU the lead organisations will be LCVS (for the
voluntary, community and faith sector) and NHS Liverpool CCG.
However this MoU will extend to all willing VCFS partners and third
sector suppliers and the CCG. Liverpool VCFS organisations will be
invited to be signatories to the MoU.

3
OBJECTIVES
The overarching objective of the MoU is to work effectively together to
improve services and health outcomes for the people of Liverpool. We
will achieve this shared objective by:

3
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•

•
•
•
•
•
•

Developing a shared understanding of the ways in which the VCFS
can contribute to improvements and the sustainability of health,
care and wellbeing services;
Promoting and using the talent, reach and social value of VCFS
organisations to support improvement;
Sharing best practice models between the VCFS and the CCG;
Enabling members of the VCFS working together to contribute to
the development of new models of care, as appropriate;
Through VCFS networks, involving patients, service users and
communities in the design of health, care and wellbeing services;
Supporting existing and developing networks and communities of
practice across the VCFS healthcare and wellbeing sectors;
Engaging VCFS providers in processes to determine health
priorities and associated investment and disinvestment decisions
that the CCG may make, including working together to ensure
Equality Impact Assessments are carried out that involve all
parties.

4
OUTCOMES
The MoU is designed to support the alignment of objectives and
outcome ambitions between the VCFS and CCG, which are to:
Improve health outcomes and reduce health inequalities for the
people of Liverpool:
In Liverpool there are approximately 3,055 voluntary sector
organisations; 1,332 of which are registered and some 1,723 are ‘below
the radar’ organisations. By building networks with this wider sector our
aim is to better mobilise these valuable assets and to more effectively
engage with people who are furthest away from accessing current
services.
The MoU will support collaboration to enable people to access the right
care in the right place, with a shared aim to keep more people well; to
enable more people to manage their conditions; to ensure care can be
accessed outside of hospital and to recognise and respond better to the
social as well as the medical needs of people.

4
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The MoU recognises the valuable role the VCFS has in reaching people
and mobilising communities around behaviour change, identifying and
responding to need and tackling health inequalities, not only by
delivering services but also by shaping their design and advocating for,
representing and amplifying the voice of service users, patients and
carers. Their input is essential to a vibrant local health economy.

Maximise Value from Financial Resources:
Public services are responsible for maximising the impact and value
from the financial resources they are allocated. In the current
environment clinical commissioners are charged with making sometimes
difficult decisions regarding service priorities. This MoU commits
commissioners to involve VCFS providers, as appropriate, in processes
that may impact on their services and to engage with the wider sector
regarding service priorities.
Liverpool’s VCFS employs an estimated 10,390 full-time equivalent
(FTE) people in Liverpool, with an average of 7.8 employees per
registered organisation. Liverpool’s VCFS has a Gross Value Added
(GVA) of £394m, or 4% of the cities total GVA. We are committed to
maximising the skills and talent within the sector to develop and deliver
better services and to support commissioners in maximising the value of
the resources invested in the sector.

Build successful partnerships which promote shared
understanding and integrated service delivery:
Liverpool’s VCFS has a significant role to play in developing integrated
services, through co-design and co-delivery.
We will work together to identify and develop communities of practice to
support the achievement of our shared aims and objectives. We will also
work together to develop joint training opportunities for CCG and VCFS
staff and volunteers. These communities of practice will focus on
Liverpool’s health and care priorities, including mental health, cancer,
long term conditions, learning disabilities, children, complex needs and
social models of care.
5
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The VCFS can also help to ensure that disadvantaged groups, people
with needs for reasonable adjustments and those with experience of
discrimination are considered when services are developing or changing
to avoid any unintended consequences.
By ensuring that regular dialogue takes place we can harness VCFS
expertise to improve services, maximise the use and benefit of physical
and human assets in communities, develop mutual learning and support
between staff, volunteers and informal carers to learn about ‘what works’
and how best to deliver it.

Effectively engage patients and the public in influencing decisions:
We will maximise the networks and expertise of VCFS organisations to
reach people; local organisations are often the first, and sometimes only,
point of contact for some of the most vulnerable people in the city.
The CCG already has a rich network of engagement partners that
support service improvement, which we would wish to further
strengthen.

5
COMMITMENTS
The MoU encompasses a range of commitments which are summarised
below:
The Voluntary, Community and Faith Sector will:
•

Act as a critical friend to the CCG;

•

Facilitate communications with the wider VCFS;

•

Contribute to and co-design services that meet people’s needs
and align with commissioner priorities;

•

Provide constructive feedback on the partnership experience;

•

Engage with stakeholders to ensure improved participation;

6

150

•

Share information about health and social need in the Liverpool
population;

•

Contribute to the review of equality impacts regarding any
proposed changes to VCFS services.

The CCG will:
• Clearly specify needs, priorities and requirements for service delivery
and improvement;
• Communicate and be transparent about any constraints clearly to the
VCFS, particularly with regard to financial considerations;
• Facilitate communications and engagement with all health and social
care partners;
• Act within statutory requirements and CCG policies;
• Share information about health and social need in the Liverpool
population;
• Work with the VCFS to identify needs, to help inform policies and
priorities;
• Provide constructive feedback on the partnership experience.
The VCFS and the CCG will respect the commitments within the MoU
and use them as a framework for effective collaboration and relationship
development; acknowledging the complex and dynamic environment we
operate in and the possibility of issues arising out of the control of all
parties. All parties will agree to work with goodwill and to take a
pragmatic approach.
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6
WAYS OF WORKING
We will establish enabling structures to support relationship building,
collaboration and co-production.
Proposals for moving forward key structures and agreements include the
development of:
• CCG/VCFS Reference Group: a forum with representation from a
range of constituent VCFS members along with NHS representatives,
with the purpose of sharing information, identifying and delivering
agreed programmes of work.
• Initially a small number of Joint Projects as a means of developing
understanding and collaboration.
• New or strengthened Communities of Practice to support
integration and co-production in the design of specific service
improvements.
• Joint opportunities for shadowing and working in other environments
to build understanding of the challenges and opportunities around
collaboration.
• Effective communication and engagement channels between the
CCG and a wide range of to inform and reach all VCFS organisations.
7
PARTNERSHIP VALUES
The relationship will be based upon:
•
•
•
•
•
•

Mutual respect and trust;
Open and transparent communications;
Co-operation and engagement;
A commitment to being positive, constructive and pragmatic;
A willingness to work with and learn from others;
A shared commitment to providing excellent services to the
community;
• A commitment to make the best use of resources.

8
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8
COMMUNICATIONS
Relationships will be based upon mutually agreed communication
commitments, including:
• Communicating openly and constructively and to sharing good
practice;
• Engagement and co-operation in order to achieve the maximum
benefits for the community. This co-operation will include the sharing
of appropriate information and maintaining effective communication,
where this will inform and improve the delivery of services and
enhance learning.
• All communications, especially those relating to policy, service
delivery, commissioning and evaluation, should be delivered in a
timely manner. Where there are time constraints imposed on either
party by an external body this should be communicated as soon as
possible across the partnership.
9
CONFLICTS OF INTEREST
For the purpose of this MoU, conflicts of interest are defined as per NHS
England statutory guidance (2017) as “a set of circumstances by which a
reasonable person would consider that an individual’s ability to apply
judgement or act, in the context of delivering, commissioning, or
assuring taxpayer funded health and care services is, or could be,
impaired or influenced by another interest they hold”.
Liverpool CCG has in place robust arrangements to manage conflicts of
interest and will ensure that these are adopted by the parties in respect
of any collaboration or co-production to improve services and health
outcomes for the people of Liverpool.
A process will be put in place to ensure to enable full disclosure of any
personal, professional, direct/indirect financial or non-financial interests
(or close family affiliations) which may be perceived to influence decision
making.
9
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• Upon signature to this MoU: Parties will make a formal declaration of
interests within 28 days of the MoU signature which will then be
recorded on a Register of Interests held specifically for areas of
collaboration between CCG and the Voluntary, Community and Faith
Sector;
• During the course of the collaboration: All Parties will be required to
declare their interests prior to the commencement of any project and
as a standing agenda item for every meeting prior to the item(s) in
question being discussed;
• Upon a change to individual interests, change of role, responsibilities
or circumstances: Whenever an individual’s circumstances change in
a way that affects their interests (e.g., where an individual enters into
a new business or relationship, starts a new project/piece of work or
may be affected by a procurement decision a further declaration
should be made to reflect the change in circumstances as soon as
possible.

10
DISCLAIMER
Clinical Commissioning Groups (CCGs), created following the Health
and Social Care Act in 2012, are clinically-led statutory NHS bodies
responsible for the planning and commissioning of health care services
for their local area. CCGs are responsible for commissioning healthcare
including mental health services, urgent and emergency care, elective
hospital services, and community care. They are accountable to the
Secretary of State for Health through NHS England.
In discharging its responsibilities the CCG must comply with principles of
good governance; operate in accordance with the CCG’s scheme of
reservation and standing orders and comply with the CCG’s
arrangements for discharging its statutory duties, all of which are set out
in the CCG’s Constitution.
The CCG Governing Body recognises the importance in making
decisions about the services it procures in a way that does not call into
question the motives behind the procurement decision that has been
10
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made. The CCG will procure services in a manner that is open,
transparent, non- discriminatory and fair to all potential providers. This
Memorandum of Understanding excludes and is separate from
procurement processes and the management of voluntary and
community sector contracts for the provision of services.

11 CONFIDENTIALITY AND DATA PROTECTION
• The Parties to the MoU agree to share information with each other
and with evaluators.
• The Parties to the MoU may at times acquire information that has not
yet been made public and/or is confidential. The Parties must not
disclose confidential information for commercial or political advantage
or to disadvantage or discredit other parties to the MOU or anyone
else.
• There is an expectation that personalised data, reflecting individuals’
need, will be collected with informed consent from the outset.
Informed consent will normally include a signed consent form.

12 DURATION OF THE MoU
All parties accept the dynamic environment we operate in and that
priorities and specific activities will be subject to change. In recognition
of this the MoU will be reviewed and amended annually by mutual
agreement. The date for the review of the MoU is January 2019.

13
TERMINATION
If either of the Parties wishes to discontinue with the Memorandum of
Understanding, this intention should be set out in writing, with reasons
for the termination.

11
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14

SIGNATORIES

Liverpool Council for Voluntary Services
Signed by LCVS Director
VCFS Organisations
[Signed by all third sector partners willing to sign the MoU)

NHS Liverpool CCG

Signed by Chair and Chief Officer
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Report no: GB 91-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12th DECEMBER 2017
Title of Report

Prescribing Projects

Lead Governor

Dr R Kaur

Senior
Management
Team Lead
Report Author

Cheryl Mould, Primary Care Programme
Director

Summary

The Medicines Optimisation Committee are
proposing three programmes of work as part
of the prescribing CRES;
 utilising resources made available
through commercial sponsorship for a
blood glucose monitoring project
 utilising resources made available
through commercial sponsorship for an
oral nutritional support project
 funding a community pharmacy Not
Dispensed service though the primary
care prescribing budget.

Recommendation

That the Liverpool CCG Governing Body:

Relevant
standards/targets

 approves the implementation of the
three prescribing projects:
 blood glucose monitoring project
 oral nutritional support project
 community pharmacy Not
Dispensed service
Prescribing Cost Reduction and Efficiency
Scheme (CRES)

Peter Johnstone,
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PRESCRIBING PROJECTS

1.

PURPOSE

This paper proposes that the Liverpool CCG Medicines Optimisation
Committee (MOC) implement the following programmes of work, which
forms part of the Prescribing Cost Reduction and Efficiency Scheme
(CRES).
• utilising resources made available through commercial
sponsorship for a blood glucose monitoring project
• utilising resources made available through commercial
sponsorship for an oral nutritional support project
• funding a community pharmacy Not Dispensed service though the
primary care prescribing budget
2.

RECOMMENDATIONS

That the Liverpool CCG Governing Body:
 Approves the implementation of the three prescribing projects:
 blood glucose monitoring project
 oral nutritional support project
 community pharmacy Not Dispensed service
3.

BACKGROUND

The work of the MOC from 2016 has been heavily influenced by the
need to control prescribing costs and focussed, in 2016-17, on delivery
of a large scale medicines switch programme. This has given the MOC
the opportunity to work on longer term prescribing projects around
service development, and sustainable improvements to general practice
systems and processes.
Going forward, the MOC is taking a three pronged approach:
• To manage prescribing costs though development and
implementation of projects which involve a review of patients’
treatment and appropriate changes to cost effective products or
stopping unnecessary treatment
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• Supporting the improved use of medicines to reduce morbidity, risk
and unnecessary costs through patient facing clinical and
medication reviews
• To utilise the local pharmacy workforce, including community
pharmacists, to reduce medicines waste and improve medicines
optimisation
4.

COMMERCIAL SPONSORSHIP

The blood glucose monitoring and oral nutritional support projects will
use external resources funded through commercial sponsorship
arrangements.
The CCG has not entered into commercial sponsorship agreements over
the last four years. However, it was recognised that an opportunity to
bring in additional resource to be utilised by the CCG existed through
sponsorship.
This approach is necessary because the MOC has fully committed the
Medicines Management Team to general practice support and carrying
out proactive and reactive medication reviews. In addition, general
practice is experiencing difficulties in recruiting clinical staff and does not
have the capacity to undertake continuous reviews of prescribing in
areas of lower clinical risk. By supporting and overseeing a sponsored
project which will be delivered consistently in practices, the MOC is able
to ensure the quality of the service being provided and reduce variation
across practices.
At the September Governing Body, the MOC proposal to amend the
CCG sponsorship policy to include pharmaceutical industry sponsorship
was approved.
The CCG Sponsorship Policy sets out the process for the approval of
externally funded projects. For projects related to prescribing, the project
proposer is the MOC. The proposals are then reviewed by the Primary
Care Programme Group (PCPG) which makes a recommendation to the
Primary Care Commissioning Committee / Governing Body whether to
approve the proposal.
The PCPG reviewed the proposals and standard operating procedures
for the blood glucose monitoring and oral nutritional support projects in
September 2017, considering clinical effectiveness, cost benefit, political
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implications and organisational reputation and recommended that the
Governing Body approve the implementation of these projects.

5.

PROPOSED PROJECTS

5.1 Blood Glucose Monitoring
The MOC is proposing to switch patients to a blood glucose monitoring
system that uses more cost effective test strips and needles.
There are currently 11 first line blood glucose monitoring systems on the
Pan Mersey formulary. The Liverpool Diabetes Partnership chose a list
of three first line monitors for routine use in patients with type 2 diabetes
who did not need more complex monitoring and were not under the
management of a specialist service. Of these, the Spirit Tee2 uses the
most cost effective test strips. The MOC proposes to support a switch
programme to the Tee2 meter, accompanied by patient education to
improve use of monitoring systems alongside healthy lifestyle
information related to diabetes. This project would also include switching
patients to a more cost effective brand of insulin needles if appropriate.
The MOC estimates annualised savings of £200,000 from this project.
However, following project implementation the CCG will no longer gain
from rebates attached to other test strips of up to £50,000 per year.
The project proposal template and Primary Care Programme Group
recommendations are included at appendix 1.
5.2 Oral Nutritional Support
The MOC is proposing to review patients who are prescribed oral
nutritional support (known as sip feeds) to determine if continued
prescribing is required and where appropriate switch patients to like for
like more cost effective products. The project will be sponsored by
Nualtra and conducted in GP practices by clinical pharmacists employed
by Medicines Management Solutions Ltd (MMS). The project will include
a clinical pharmacist review of patient records and will focus on three
areas; appropriate prescribing; cost effectiveness; raising awareness of
local guidelines including food first approaches and use of the
Malnutrition Universal Screening Tool (MUST).
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The project standard operating procedure (SOP) has been developed in
partnership with the Liverpool Community Health, Community Nutrition
and Dietetics Team and includes an agreed exclusion and special
considerations criteria to ensure vulnerable and complex patients are not
adversely affected.
To coincide with the project local guidelines for the management of
malnutrition are being developed in partnership with local Dieticians, to
ensure, going forward GPs and other healthcare professionals prescribe
feeds appropriately. An EMIS template is also in development.
Initially the project will be targeted at the 45 GP practices with the
current highest spend on sip feeds, with potential to roll out to a further
30 practices. The MOC estimates annual savings of up to £450,000 from
this project.
The project proposal template and Primary Care Programme Group
recommendations are included at appendix 2.
5.3 Not Dispensed Service
As part of the MOC’s workforce strategy, the Liverpool Local
Pharmaceutical Committee (LPC) were invited to submit proposals for
services that could be commissioned from community pharmacies with a
view to reducing prescribing costs, reducing demand on general
practice, and improving the effectiveness of prescribed medicines.
The LPC have responded with a Medicines Optimisation Roadmap,
which sets out a number of schemes that meet these criteria and could
be developed and delivered over the next two to three years. The MOC
and Medicines Management Team are working with the LPC to review
and refine these proposals and considers the Not Dispensed proposal to
be suitable to develop and pilot within this financial year.
An audit by Bristol CCG identified that 40.1% of patients routinely order
all items on their repeat prescription, with 11.2% doing so whether the
items was actually needed or not.
A number of CCGs have commissioned, or are considering a Not
Dispensed Service which involves the pharmacy checking with all
patients whether items on a prescription are actually needed, prior to
dispensing. Any items that are not needed are not dispensed, meaning
drug costs and associated dispensing fees are not claimed. As well as a
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mechanism to reduce unnecessary costs, the pharmacy can highlight
regular non-adherence to the practice and support the patient through a
Medicines use Review. Information on all interventions will be recorded
on the PharmOutcomes system which is active in all pharmacies and the
MOC will review the data to ensure that the expected level of financial
return is achieved.
The proposal, in line with other CCG areas, is to remunerate community
pharmacies for providing this service at £4 per item not dispensed plus
10% of the item value. Based upon the service in Sheffield, it is
estimated that a net saving of £92,000 per annum could be made if all
Liverpool pharmacies took part (Gross saving of £126,000, less service
fees of £34,000).
This project will use the PharmOutcomes system to collect data,
generate invoices and relay non-concordance to the practice.
PharmOutcomes has an annual license fee of £58.40 per pharmacy and
this covers the pharmacy for any other services that are commissioned.
If all 131 Liverpool pharmacies take part in this, or other projects, the
license fee will be £7650. This cost includes a discount, negotiated by
the Local Pharmaceutical Committee.
If approved, the MOC will work with the LPC to finalise the service
specification and offer out to pharmacies, with a view to commencing at
the start of the January. There will be ongoing monitoring but it is
intended that the pilot would run for six months, with a review and formal
report being carried out at the end of month five and a decision then
made on whether to continue beyond six months.
The service pathway is described in appendix 3.

6.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

6.1

Does this require public engagement or has public
engagement been carried out?

The projects are intended to deliver a reduction in cost through an
individual patient review that ensures appropriate, but cost effective,
treatment is prescribed.
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6.2

Does the public sector equality duty apply?

The projects involve a patient focussed clinical review and the outcome
of the review will reflect the individual patient’s needs. Exclusion criteria
is agreed to ensure patients with vulnerable and complex needs are not
adversely affected.
6.3

Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the most:

6.4

Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

7.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

The projects aim to achieve a sustainable reduction in unnecessary
prescribing costs.

8.

CONCLUSION

The MOC has proposed these prescribing projects as part of the
Prescribing Cost Reduction and Efficiency Scheme (CRES). The
Primary Care Programme Group recommends that the Governing Body
approves implementation of these projects.
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GB 91-17 Appendix 1

Commercial Sponsorship/Joint Working Proposal Pro-Forma
Project title: Blood Glucose Monitoring
Date: 10th August 2017

Submitted by: Sarah Stephen
Commercial Organisation / Sponsor: Spirit Healthcare
Name of organisation:

Spirit Healthcare

Nature of business:

Supply of equipment to manage diabetes monitoring

Contact details:

David Englefield
davide@spirit-healthcare.co.uk
Tel: 07880 195470

Value of sponsorship:
1. Outline of Project

The Pan Mersey APC list of blood glucose monitors was reviewed by the Liverpool Diabetes
Partnership and three meters were chosen for first line use. This project identifies patients with
type 2 diabetes who are not on a first line meter with the intention to change appropriate
patients to the Spirit Tee2 – the cost effective first line meter.
Spirit Healthcare will offer, to Liverpool practices:





To identify patients with T2 diabetes on high cost blood glucose monitoring systems
and/or Insulin pen needles.
To conduce a face to face review and switch appropriate patients to the Spirit T2 meter
and/or Insupen Needles
To teach the patient how to use the meter
To provide each patient with an ‘understanding your diabetes’ booklet and education in
relation to diet, exercise, the importance of glucose readings and DVLA guidelines.

Spirit Healthcare will invite practices to take part in the project and will offer practice support
which is available in three tiers as follows:




Tier 1 – GP Practice and Community Pharmacy training on diabetes insulin pen needles
and/or blood glucose meters only
Tier 2 – GP Practice based audit of patients who may be suitable for review of blood
glucose test strip and/or Insulin pen needle prescribing
Tier 3 – GP Practice based Nurse Clinics (with Spirit personnel or authorised contracted
personnel) to discuss recommended changes in prescribing.
1
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2. Objectives, aims and proposed outcomes of project






Rationalise Blood Glucose Meter, Blood Glucose Test Strip and/or Insulin Pen Needle
use across Liverpool
Reduce expenditure on Blood Glucose Test Strips and/or Insulin Pen Needles
Improve system efficiency
Improve quality of patient care
Improve patient outcomes

3. Who will undertake the project

Appropriately trained nurses or pharmacists employed by, or contracted to, Spirit Healthcare


4. How will the project benefit patients?
A similar project in other northwest CCGs reported that patients felt the new meter was easier
to use and that the meter better met patient testing needs. Patient also responding positively to
the training undertaken in using the meter.
As part of the patient training in using the new meter Spirit will deliver some key educational
messages including information on diet, exercise, the importance of glucose readings and the
associated DVLA guidelines in relation to testing. In addition, they will be given a copy of an
educational leaflet, ‘Understanding Your Diabetes’, issued by the IDDT charity.
The project will also reduce the prescribing costs of glucose monitoring strips and insulin
needles, freeing up CCG resources for other services. This is part of the 2017 prescribing
CRES.
5. How will the project benefit the sponsor?
The project will see appropriate patients offered the Spirit Tee2 meter. Future prescribing of
strips will therefore be directed towards Spirit Healthcare.
6. Evidence to support project (e.g. local / national guideline implementation)
SMBG strips have become a priority savings area for many CCGs. Prescqipp Bulletin 46,
August 2013 makes the following recommendations:
1. Review current prescribing of BGTS and evaluate the need for self-monitoring on an
individual patient basis; where there is no need for SMBG, discontinue prescribing.
2. Determine appropriate frequency for testing and make necessary adjustments to
quantity of test strips prescribed.
2
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3. Remove BGTS from repeat prescriptions for patients who only need to test intermittently.
4. Use the guidance provided in Appendices 2 and 3 to help produce a preferred list of
blood glucose testing strips and meters to be used locally.
http://www.prescqipp.info/blood-glucose-testing-strips/viewcategory/200
5. Ensure a wide stakeholder engagement including GPs, practice nurses, specialist
community diabetes teams, community pharmacists, hospital diabetes teams and patient
representatives.
6. Implement a switch program to the formulary blood glucose meters.
The Spirit Audit will identify patients who are inappropriately testing and will alert the practice to
these patients with the intention of discontinuing / adjusting prescribing. The Spirit meter
features on the preferred list and the project will see appropriate patients switched.
7. Who will take responsibility for the project?
All decisions about choice of treatment remain the responsibility of the general practitioner and
no changes will be made without GP and patient consent.
The project is supported and promoted by the CCG Medicines Optimisation Committee
Spirit personnel (or authorised contracted personnel) are subject to their relevant codes of
practice and are accountable to the board of Spirit Healthcare Limited. When pharmacists or
nurses are engaged to deliver services they are bound by the General Pharmaceutical Council
(GPhC) or Nursing & Midwifery Council (NMC) Codes of Conduct respectively.
All staff are accountable to the authorising GP in respect of clinical matters whilst working
within practices and will adhere to locally agreed protocols and guidelines.

8. What data and information will be shared and how has confidentiality been
considered?
The Spirit Healthcare SOP for the project states that:
All staff are professionally contractually required to protect all personal information concerning
named patients to which they may have access during their work within the Practice and to
maintain patient confidentiality. Patient Identifiable data will not be removed from the practice
at any time (unless by express prior agreement subject to an authorised data-sharing
agreement). As part of the programme a summary of aggregate macro-level practice
information will retained by Spirit Healthcare. If the Practice does not wish this to be made
available then Spirit Healthcare would retain no such data.
All staff must comply with the Data Protection Act, 1998. In order to facilitate good practice we
recommend that those delivering the agreed services be provided with a unique log on
password by the Practice.
3
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Spirit will only facilitate therapeutic change of any description, (e.g. therapy change, therapy
cessation, patient contact and recording of the same), under the direction of individual sign-off
for each specified action by the authorising GP. The GP will at all times dictate the level of
therapeutic intervention that is required for each patient.
Information on the service and service sponsors will be made available to the Practice and
relevant healthcare professionals. Patients receiving any authorised intervention will be
informed in writing. This letter will contain a declaration of sponsorship and fully explain the
process leading to the intervention. The patient will therefore be informed at the earliest
opportunity of any potential changes to their care, and will be offered an opportunity to discuss
this with their GP or Practice Nurse upon request.

9. What risks have been identified?
Risks
a) Practices won’t engage with the
project

b) LDP / Secondary Care may not
support the project

c) Patients won’t want to switch

d) Project may be viewed as ‘cost
saving’

Mitigation
a) CCG to endorse project via initial briefing
email and via 10 Key Points Bulletin.
Spirit will attend Practice Managers
Forum and will ask CCG project lead for
support where necessary.
b) CCG has met with LDP colleagues to
discuss the project and the SOP has been
shared with secondary care colleagues
(via LDP) for comment and feedback.
Exclusions have been written in to the
SOP for Type 1 diabetics and any patient
under the care of LDP.
c) Patients will receive training and guidance
around using the new meter. Similar
projects elsewhere have shown that
patients preferred the new meter. Patients
will not be changes without their consent
d) This project forms part of the prescribing
CRES and is intended to reduce NHS
costs. This will be included in the
information given to patients.

10. How will the project impact on stakeholders? (Patients / GPs & Practice Staff /
Other Healthcare Professionals / CCG / Others)
Patients will receive a new meter and appropriate guidance and training around using the
meter. Evaluation of matching projects undertaken elsewhere by Spirit show that this was a
positive impact on patients who gave good feedback about the training and the meter.
Practices have similarly reported a positive experience following the audit process and the total
QOF points achieved increased by 2.6% and 6.0% in Bury and HMR CCGs and by 0.6% in
4
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England over the same timelines.
Practices who respond positively to the offer will be required to:







Ensure all staff are aware of this piece of work
Agree for practice admin support to mail patients (if appropriate)
Consent for monthly meter delivery
Work with Spirit to schedule a mutually convenient training session (1 hr) for Practice
Staff (including GP’s and Nurses as requested by the Practice) delivered by Spirit
Clinical Educator.
Complete a training survey
Following audit and review by Spirit the practice will be provided with a list of people who
may be able to stop testing. Spirit will discuss this with the practice but the practice will
need to invite them back in to make the decision.

Practices will be fully briefed on all aspects of the project prior to commencement, including key
messages for patients should practices receive patient queries following the project.
Liverpool Diabetes Partnership have worked with the CCG around the final SOP and it has
been agreed that any patient using a different meter as per instruction from the LDP team will
be excluded from the project.
11. a) How will the project measure clinical effectiveness?
Spirit will be evaluating the effectiveness of the pilot and will be looking to measure the number
of people who went through the programme and their experiences, both in relation to the
utilisation training and the patient education elements. Data will be collected via patient
feedback as follows:
 Number of patients reviewed:
a) Number switched to TEE2
b) Number maintained on current system and reasons why
c) Numbers identified as no longer needing to test and the outcome.
 Patients will be asked to score the programme in terms of relative ease of use of meter
and how effective they found the patient education
In addition Spirit will collect practice level feedback asking how they felt the programme
impacted upon their workload and their perceived satisfaction with the process.
11. b) How will the project measure financial impact?
The project will use ePACT data to determine whether any financial gains have been made.
As per the evaluation across Bury CCG and Heywood, Middleton & Rochdale CCG: In the
5
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twelve months following the change both CCGs had a monthly reduction of around £10 000.
The mean unit costs per box of SMBG strips reduced from £14.89 to £12.54, which is a
reduction of 15.8% in HMR CCG and from £14.82 to £12.76 in Bury CCG, which is a reduction
of 13.9%. The annualised savings in Bury CCG (March 2015 to March 2016) were £85 591 and
in HMR CCG were £154 120 as per the same dataset. Unit cost changes in HMR and Bury
were compared to 10 CCGs with a formulary change but no implementation programme.
Savings were almost 700% greater when change was actively implemented.
11. c) and d) What are the risks associated with any political implications or adverse
publicity / organisational reputation?
Consequence
Score
Catastrophic
5
Major
4
Moderate
3
Minor
2
Negligible
1

Likelihood
Score

Rare
1

Unlikely Possible Likely
2
3
4

Almost
Certain
5

National media coverage / Ministerial involvement (questions in the
House)
Total loss of public confidence

5

10

15

20

25

National media coverage / MP involvement
Well below reasonable public expectation

4

8

12

16

20

Local media coverage / Mayoral involvement
Long-term reduction in public confidence

3

6

9

12

15

Local media coverage / Local councilor involvement
Short-term reduction in public confidence
Elements of public expectation not being met

2

4

6

8

10

Rumours
Potential for public concern

1

2

3

4

5

1-3

Low risk

4-6

Moderate risk – Committee to consider whether potential benefit outweighs risk before approval

8-12

High risk – Proposal must be approved by Finance Procurement and Contracting Committee and Governing Body

15-25

Extreme risk – Do not do

Risk associated with:
Political Implications / Organisational Reputation

Consequence
Score
(C)

Likelihood
Score
(L)

Patients may not like being asked to switch

1

2

2

Project may be viewed as ‘cost saving’ only

1

3

3

12. What are the contract and payment arrangements (including liability)

There is no contract, or payment

6
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Risk Score
(C X L)

For completion by the Primary Care Programme Group
1. Are there any particular concerns to consider?
Noted that Liverpool Diabetes Partnership had raised concern about the meter usage in
Sefton. Assurance provided that claims had been investigated with Sefton reporting no
issues. Clinical Lead Jamie Hampson has agreed to meet with LDP consultants’ team to
resolve.
1. PCPG Recommendation
Approved on the proviso that LDP are supportive following meeting with Dr Hampson.

2. Monitoring arrangements requested by the PCPG
As per proforma

3. Project Approved / Rejected (Details of any other restrictions / provisions)

Approved
4. Summary of main reasons for approving / rejecting project
Project will realise considerable cost benefit and will enable a consistent model with regard
to BGM
5. Arrangements to review
As per proforma

7
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Signed by:
Date:

8
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GB 91-17 Appendix 2

Commercial Sponsorship/Joint Working Proposal Pro-Forma
This proforma should be used to submit proposals for consideration to the Primary
Care Programme Group
Project title: Oral Nutritional Support – Review of Appropriate Prescribing
Submitted by: Peter Johnstone / Gemma Melia

Date: 19th September 2017

Commercial Organisation / Sponsor:
Name of organisation:

Sponsored by Nualtra
Delivered by Medicines Management Solutions (MMS Ltd)

Nature of business:

MMS is an independent provider of medicines management
support solutions
Nualtra is a manufacturer of oral nutritional support products

Contact details:

Prad Savania
MMS Clinical Director
p.savania@medicines-management.co.uk
07885 705346

Value of sponsorship:
1. Outline of Project

The project will involve reviewing patients currently being prescribed oral nutritional support
(ONS) products, to ensure prescribing is in line with national guidance and locally preferred
formulary choice. Where appropriate ONS will be stopped or changed to a more cost effective
product.
The project will focus on 3 key areas






Appropriate prescribing
 to identify and stop inappropriate prescribing outside of national guidelines
 to switch suitable patients from high cost ready to drink products, to a more cost
effective powder product
Cost effectiveness
 to switch suitable patients to lower cost, like for like Nualtra products, including
powder, fibre enriched, protein enriched, high energy, module and dessert
products
Awareness and support
 to implement local guidance and formulary choices
 to raise awareness of appropriate use of ONS in managing malnutrition, promote
food first approaches and appropriate prescribing and monitoring guidelines
 to provide guidelines, resources and training to practices and care home staff on
managing malnutrition, the MUST* screening tool and prescribing of ONS
products
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*The Malnutrition Universal Screening Tool (MUST) is a nationally recognised tool used to
determine a person’s risk of malnutrition based on BMI, weight loss and acute illness. In line
with the pan mersey guidelines for managing malnutrition, only those with a MUST score of two
or more should be considered for prescribed ONS. All patients prescribed ONS should have a
documented MUST score and be reviewed a minimum of three monthly to assess continued
need.
MMS pharmacists will undertake the following, on behalf of Liverpool GP Practices;
 Identify patients who are currently prescribed ONS
 Conduct a review of the patient record
 Check if MUST tool has been used and documented in the patient record
 Work though a specified process to determine if the patient is suitable to continue to be
prescribed ONS in line with the Advisory Committee for Borderline Substances (ACBS)
criteria
 Where appropriate advise ONS is stopped or changed to a more cost effective
alternative product
 Authorise recommended changes with nominated practice GP (practices can choose to
pre-approve changes via a signed pre-authorisation form)
 Implement changes and prepare appropriately worded letter to the patient advising them
of the change and the reason for the change
The following patient groups will be excluded from the project;
 Patients under 16
 Patients who are enterally tube fed
 Patients receiving end of life care
 Patients with renal disease
 Patients with eating disorders
 Patients prescribed thickeners for dysphagia
The project will include both the general population and patients residing in residential care
home facilities.
2. Objectives, aims and proposed outcomes of project
Objectives
 To review patient records in order to optimise the prescribing of ONS
 To maximise prescribing efficiencies in patients identified as low or medium risk
 To ensure cost effective supplements are prescribed
 To ensure patients are monitored and reviewed in accordance with guidelines
 To provide clear guidance to GPs and prescribers to ensure sustainability of appropriate
prescribing
Cost Savings
The annual spend on prescribed ONS in Liverpool is over £2M and one of the highest in the
UK. Although some progress was made in reducing inappropriate prescribing following
completion of a Medicines Management pilot project in 2015, this still represents a significant
cost pressure for the CCG. Whilst there is a clear rationale for supporting the nutritional needs
of patients, we must ensure that associated prescribing is appropriate and fair. Reducing
inappropriate prescribing in this area is a priority for the Medicines Optimisation Committee
(MOC) and forms part of the prescribing CRES plan.
The project would initially be delivered in the 45 Liverpool GP practices with the highest spend
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for ONS prescribing (subject to practice agreement). The top 45 practices account for
approximately 77% of the total ONS annual spend and running the project in these practices
has the potential to save £680k. As returns diminish for the remaining lower spending practices,
these practices would be supported with training to implement guidelines and adhere to locally
formulary choices.
The table below shows the maximum savings by product type, based on switching patients in
the top 45 practices to alternative Nualtra products.
Product Type
Standard Energy
High Fibre
High Energy
Desserts
Powders
Modules
Protein

Annual Spend
£751,348
£104,866
£476,235
£77,836
£122,633
£123,610
£40,836

Potential Savings
£429,629
£69,674
£64,360
£21,947
£19,688
£18,542
£10,556

%
57%
66%
14%
28%
16%
15%
26%

Currently the most commonly prescribed product type is ready to drink standard energy
products, which accounts for 44% of the total Liverpool spend. For the majority of patients a
powdered product which can be mixed at home is suitable and should be prescribed as first
line.
3. Who will undertake the project
The project will be undertaken by appropriately trained clinical pharmacists employed by
Medicines Management Solutions Ltd (MMS). MMS are an independent provider of medicines
management functions, offering tailored support to CCGs and other healthcare organisations.
MMS have a track record of delivering pharmaceutical industry sponsored projects that
optimise primary care prescribing.
Prior to commencing the project, the MMS pharmacist will meet with appropriate personnel
within the practice to discuss the details of the project and agree any pre-approved therapy
changes. The project will not be implemented within a practice without prior authorisation of a
nominated lead GP.
4. How will the project benefit patients?
The review will ensure patients are being prescribed ONS appropriately and promote food first
approaches. Stopping ONS and promoting a food first approach where suitable is clinically
beneficial to the patient.
Where a product change is made, patients will be initiated with a sample pack on acute
prescription, which will allow the patient the try the product in different flavours. The patient can
then order the flavor of their choice once they have used the sample pack.
All patients identified on the initial EMIS search will be checked against the exclusion list to
ensure the most vulnerable patient groups, who could be adversely affected by changes to their
prescribed supplements, are excluded. This will be fully documented.
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The following patient groups will be excluded from the project;
 Patients under 16
 Patients who are enterally tube fed
 Patients receiving end of life care
 Patients with renal disease
 Patients with eating disorders
 Patients prescribed thickeners for dysphagia
5. How will the project benefit the sponsor?
The project will see appropriate patients switched to Nualtra products. The Nualtra powdered
product is included as a first line product within the pan mersey formulary and is already
prescribed by Dieticians working within Liverpool.
6. Evidence to support project (e.g. local / national guideline implementation)
ONS has become a priority saving area for many CCGs. Prescqipp guidelines April 2017
makes the following recommendations:
 Ensure an assessment of malnutrition is done using a validated screening tool such as
the Malnutrition Universal Screening Tool (MUST) before ONS is prescribed.
 Where appropriate, food fortification advice should be used as the first line treatment
approach.
 Ensure prescribing of ONS meets Advisory Committee of Borderline Substances (ACBS)
criteria.
 Review prescribing regularly to assess the patient for continued clinical need.
MMS, sponsored by Nualtra have conducted similar projects in other areas in 2017. The
reported outcomes of these projects are detailed below.
Hull CCG
 Delivered in 25 practices to date
 17% of patients stopped ONS therapy
 44% of patients were changed to a preferred formulary ONS product
 Annualised savings of £275k
Bristol, South Gloucester and North Somerset CCGs
 Delivered in 50 practices to date
 In year savings of £257k
 Annualised savings of £354k
7. Who will take responsibility for the project?
The project is proposed, supported and will be promoted by the CCG Medicines Optimisation
Committee.
All decisions about changes of treatment remain the responsibility of the GP and no changes
will be made without their prior authorisation. All staff are accountable to the authorising GP in
respect of clinical matters whilst working within practices and will adhere to locally agreed
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protocols and guidelines.
MMS personnel (or authorised contracted personnel) are subject to their relevant codes of
practice and are accountable to the board of MMS Ltd. When pharmacists are engaged to
deliver services they are bound by the General Pharmaceutical Council (GPhC) Code of
Conduct.
8. What data and information will be shared and how has confidentiality been
considered?
Nualtra will not have access to any patient records, data or details which may identify
individuals.
MMS pharmacists delivering the project will require access to the practice clinical system and
to individual patient records in accordance with the standard operating procedure. Patients that
are appropriate for the review will be identified from a GP system search undertaken by the
pharmacist. MMS pharmacists will be authorised by the practice to access the EMIS clinical
record system and provided with a unique log on and password by the practice. Once the work
is complete within the practice the unique log on will be deactivated by the practice.
To ensure patient confidentiality and information governance arrangements are maintained at
all times, MMS will enter into a confidentiality agreement with the practice. All MMS
pharmacists are professionally and contractually required to protect all personal information to
which they may have access to during their work within the practice and to maintain patient
confidentiality at all times. Patient identifiable information will not be retained or removed from
the practice at any time during the project.
As part of the project a summary of aggregate macro-level practice data will be retained by
MMS Ltd and Nualtra. If the Practice does not wish this to be made available then no such
data will be retained.
9. What risks have been identified?
Risks

Mitigation

a) Patients requiring ONS may be stopped
inappropriately

a) A specified process will be followed by
the MMS pharmacist to determine
where ONS is inappropriately
prescribed. Where a stop is advised
the rationale will be fully documented
within the patient record. The
nominated lead GP from each practice
will set the level of pre-approved
changes prior to project
commencement. Recommended stops
will not be actioned without GP
authorisation.

b) Patients will request to switch back to
previous product

b) Patients will be written to and provided
with the reason for change and can be
contacted via telephone by an MMS
pharmacist if required. Evidence from
similar project in other areas
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demonstrates that the vast majority of
patients are amenable to the change. A
taste test on Nualtra products
conducted with local Dieticians was
positive.
c) Increase referrals to LCH Community
Nutrition and Dietetics Team

c) In advance of project commencement
strategy meetings will take place with
the LCH senior management and lead
Dieticians. The process to determine
need for Dietetic assessment and the
referral pathways will be agreed with
LCG and the Dieticians prior to project
commencement. Referral levels will be
monitored throughout the duration of
the project to flag up any adverse
impact on services.

10. How will the project impact on stakeholders? (Patients / GPs & Practice Staff /
Other Healthcare Professionals / CCG / Others)
Patients
Suitable patients will be advised of a change to their ONS product or of the reason why it has
been deemed inappropriate to continue to prescribe them ONS, by letter. Where necessary a
telephone consultation with the patient can be arranged.
Where a product change is made, patients will be prescribed a sample pack, which will allow
the patient the try the product in different flavours. The patient can then order the flavour of
their choice once they have used the sample pack. Published studies have shown Nualtra’s
range of supplements achieve a 96% compliance rate, suggesting the taste is agreeable to
patients.
GPs & Practice Staff
Practices will be fully briefed on all aspects of the project prior to commencement, including key
messages for patients should practices receive patient queries following the project.
The project will involve minimal work for practices and will not impact on practice resources.
Practices who take part in the project offer will be required to:
 Schedule a mutually convenient time for appropriate practice personnel to meet with
MMS to discuss the details of the project
 Ensure all GPs, practice Nurses and staff are aware of the project
 Agree a named contact in the practice for the project
 Authorise the pharmacist with EMIS access
 Provide the pharmacist with access to a PC and workspace within the practice
 Sign a pre-authorisation form which will include a list of any pre-approved changes
deemed suitable by the MMS pharmacist
 Delegate a GP who will review a list of patients for any changes where pre-approval has
not been agreed, and authorise those changes
 Complete a post project survey
It is expected to take 2 to 4 working days to complete the review in each practice. MMS

178

pharmacists would work across practices simultaneously with the project term being
approximately 12 weeks.
Community Dieticians
MMS will work with Liverpool Community Health (LCH) Community Dieticians, supported by the
CCG, to agree the final project SOP and the exclusion criteria. Although Community Dietetic
resource will not be required for the project, through the review there may be a proportion of
patients recommended for referral to a Dietician. In Hull this was reported as 3.5% of the total
number of patients reviewed. Any referrals made will be authorised by a GP in the practice.
Community Pharmacies
Local pharmacies will be advised of the project enabling them to review product stock levels.
11. a) How will the project measure clinical effectiveness?
The project promotes appropriate use of ONS and will seek to identify patients where ONS is
no longer appropriate. Discontinuing ONS and promoting a food first approach where suitable
is clinically beneficial to the patient.
MMS will record patient level data throughout the duration of the project. Where an intervention
has been made, patient records will be coded. This will enable post project evaluation of
clinical effectiveness, for example where ONS has since been restarted.
11. b) How will the project measure financial impact?
The project will use ePACT prescribing data to determine whether any financial savings have
been made.
11. c) and d) What are the risks associated with any political implications or adverse
publicity / organisational reputation?
Consequence
Score

Likelihood
Score

Rare
1

Unlikely Possible Likely
2
3
4

Almost
Certain
5

Catastrophic
5

National media coverage / Ministerial involvement (questions in the
5
House)
Total loss of public confidence

10

15

20

25

Major
4

National media coverage / MP involvement
Well below reasonable public expectation

4

8

12

16

20

Moderate
3

Local media coverage / Mayoral involvement
Long-term reduction in public confidence

3

6

9

12

15

Minor
2

Local media coverage / Local councilor involvement
Short-term reduction in public confidence
Elements of public expectation not being met

2

4

6

8

10

Negligible
1

Rumours
Potential for public concern

1

2

3

4

5

1-3

Low risk

4-6

Moderate risk – Committee to consider whether potential benefit outweighs risk before approval

8-12

High risk – Proposal must be approved by Finance Procurement and Contracting Committee and Governing Body

15-25

Extreme risk – Do not do

Risk associated with:
Political Implications / Organisational Reputation
Patients may not be agreeable to stop / switch products
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Consequence Likelihood
Score
Score
(C)
(L)
1

2

Risk Score
(C X L)
2

Project may be viewed as cost savings with no clinical benefit

1

3

3

12. What are the contract and payment arrangements (including liability)
There is no contract or payment attached the project. Each practice taking part will sign a preauthorisation form.

For completion by the Primary Care Programme Group
1. Are there any particular concerns to consider?
It was noted that to ensure sustainability, work to stop inappropriate ONS on hospital
discharge needs to run in tandem
Update: The CCG has engaged with lead Dietitians from RLBUHT who have recently
implemented a policy with the aim of ensuring patients are not discharged on a sip feed
without dietetic review. Learning from RLBUHT will be reviewed to aid discussions with
other trusts to implement similar policies.
1. PCPG Recommendation
Project recommended for approval
2. Monitoring arrangements requested by the PCPG
As per proforma
3. Project Approved / Rejected (Details of any other restrictions / provisions)
Approved
4. Summary of main reasons for approving / rejecting project
The project will deliver considerable cost savings whilst implementing a standard approach
to ONS prescribing
5. Arrangements to review
As per proforma
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Report no: GB 92-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12th DECEMBER 2017
Title of Report

Haemato-Oncology Service Transfer Update

Lead Governor

Jan Ledward, Interim Chief Officer

Senior
Management
Team Lead
Report Author

Mark Bakewell
Acting Chief Finance Officer

Summary

The Clatterbridge Cancer Centre (CCC),
Royal Liverpool & Broadgreen University
Hospitals NHS Trust (RLBUHT) and NHS
Liverpool CCG have been working in
partnership through both the ‘Healthy
Liverpool’ and ‘Transforming Cancer Care’
programmes in relation to the delivering
improvements in oncology services across
Cheshire and Merseyside.

Mark Bakewell
Acting Chief Finance Officer

A business case has previously been
approved by the CCG Governing Body to
integrate haemato-oncology (H-O) and nonsurgical solid tumour oncology, involving the
H-O service transfer between RLBUHT and
CCC from 2017/18, subsequently hosted in
the new Clatterbridge Cancer CentreLiverpool in 2019/20.
Liverpool CCG agreed to contribute to the
service transfer in both 2017/18 and
2018/19 financial years as part of the heads
of terms agreement.
Page 1 of 6

183

Recommendation

That the Liverpool CCG Governing Body
 Notes the progress made in relation to
the haemato-oncology service transfer
between Royal Liverpool University
Hospital and Clatterbridge Cancer
Centre.
 Notes the payment in respect of
2017/18
financial
year
CCG
‘contribution’ in line with the heads of
terms agreement in support of service
transfer

Relevant
standards/targets

Page 2 of 6
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HAEMATO-ONCOLOGY SERVICE TRANSFER UPDATE
1. PURPOSE
The purpose of this report is to update the governing body on the
current position with regards to the Haemato-Oncology Service
Transfer in line with Healthy Liverpool Programme.
2. RECOMMENDATIONS
That the Liverpool CCG Governing Body
 Notes the progress made in relation to the haemato-oncology
service transfer between Royal Liverpool University Hospital and
Clatterbridge Cancer Centre.
 Notes the payment in respect of 2017/18 financial year CCG
‘contribution’ in line with the heads of terms agreement in support
of service transfer.
3. BACKGROUND
Clatterbridge Cancer Centre (CCC) currently provides non-surgical
oncology services from its main base at The Clatterbridge Cancer
Centre, Wirral
Royal Liverpool & Broadgreen University Hospitals NHS Trust
currently provides haemato-oncology (“H-O”) services from the Royal
Liverpool University Hospital (“RLUH”) site.
CCC, RLBUHT and NHS Liverpool CCG have been working in
partnership through both the Healthy Liverpool and Transforming
Cancer Care Programmes in relation to the disconnect between H-O
and solid tumour oncology services across Merseyside and Cheshire.
It had been previously agreed by the CCG Governing Body, that
following the production of a full business case (and subsequent
regulatory approval) that H-O services will transfer from RLBUHT to
CCC management, also supported by the location of CCC’s new
‘Liverpool’ hospital next door to the new Royal Liverpool hospital site
in order to improve services for cancer patients.
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The regulatory approval of the business case concluded that there
were no material Competition and Market issues associated with the
transfer of H-O services.
The date for service transfer was originally planned for 1st April 2017
however this was delayed until 1st July 2017 following approval of the
formal agreement.
The H-O service will continue to be hosted within RLUH, for an interim
period up until 2019/20 but managed by CCC in line with the ‘heads of
terms’ agreement and thereafter from the new Clatterbridge Cancer
Centre – Liverpool.
4. CCG CONTRIBUTION
As part of the heads of terms agreement, Liverpool CCG agreed to
fund a contribution to the overall costs of the service transfer to CCC £3.5m total, (£1.7m in 2017/18 and £1.8m in 2018/19) upon
completion of both the following conditions:
a) a complete transfer of all services from the Royal Liverpool and
Broadgreen University Hospitals Trust to the care of Clatterbridge
Cancer Centre.
b) upon commencement of stage 4 of the construction project with
regular updates to be received by the CCG on progression of the
project.
The following update was received in November 2017 from CCC:
“In relation to the 2 conditions we can confirm that:
(a) From 1st July 2017 there has been a complete transfer of all
services from the Royal Liverpool and Broadgreen University
Hospitals Trust to the care of Clatterbridge Cancer Centre;
(b) That stage 4 of the construction project has commenced,
construction work is on programme with the first stair core up to
level 5 and the basement slab under construction, the build is on
budget with the building handover planned for February 2020.
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On this basis, it is therefore recommended that appropriate payment
can be made for the 2017/18 financial year contribution in line with the
heads of terms agreement.
Progress of construction project will continue to be monitored through
contract meetings, with similar assessment requiring to be made
during the 2018/19 financial year in respect of the CCG’s contribution.
Both elements are already included within the CCG’s planning
assumptions for respective financial years.
5. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 Does this require public engagement
engagement been carried out?

or

has

public

Full Business Case already approved
5.2 Does the public sector equality duty apply? Yes/no.
See above
5.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
a)
Economic wellbeing
b)
Social wellbeing
c)
Environmental wellbeing
See above
5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
As per original Business Case
6.

DESCRIBE
HOW
SUSTAINABILITY

THIS

PROMOTES

FINANCIAL

As per original Business Case
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7. CONCLUSION
In line with the original Heads of terms agreement and delivery of
required milestones, appropriate progress is being made with regards
to the transfer of H-O services between RLBUHT and CCC
On this basis, the CCG’s contribution to the service transfer costs
should be made in line with the original agreement.
Mark Bakewell
Acting Chief Finance Officer
NHS Liverpool CCG
6th December 2017
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Report no: GB 93-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH DECEMBER 2017
Title of Report
Lead Governor
Senior
Management
Team Lead
Report Author
Summary

Recommendation

Relevant
standards/targets

Governing Body Assurance Framework Update
(Quarter 2 2017/18)
Dr Simon Bowers, Chair
Ian Davies, Chief Operating Officer

Stephen Hendry, Senior Operations and
Governance Manager
The purpose of this paper is to update the
Governing Body on the changes to the CCG’s
Governing Body Assurance Framework.
That the Governing Body:
 Notes the Governing Body Assurance
Framework presented (‘GBAF’);
 Satisfies itself that current control measures
adequately mitigate the respective risk areas;
 Confirm that evidence of mitigation plans and
actions presented provide a
limited/reasonable/significant assurance rating
against the specific risk;
 Identifies any further principal risks to delivery
of the Strategic Objectives for inclusion within
the GBAF .
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 (QUARTER 2 2017/18)

1.

PURPOSE

The purpose of this paper is present the Quarter 2 update of the CCG’s
Governing Body Assurance Framework and the key organisational
responsibilities for the mitigation of risks to the delivery of the CCG’s strategic
objectives for the financial year 2017/18.

2.

RECOMMENDATIONS

That the Governing Body:
 Notes the Governing Body Assurance Framework presented;
 Satisfies itself that current control measures adequately mitigate the
respective risk areas;
 Confirms that evidence of mitigation plans and actions presented
provide either a limited, reasonable or significant assurance rating
against the specific risk;
 Identifies any further principal risks to delivery of the Strategic
Objectives for inclusion within the GBAF.
3.

BACKGROUND

The Governing Body Assurance Framework (GBAF) sets out how NHS
Liverpool CCG will manage the principal risks to delivering its strategic
objectives. The GBAF enables the Governing Body to corporately assure
itself (i.e. gain confidence based on evidence) that it has systematically
identified its objectives and managed the principal risks to achieving them
over the course of the year. The framework aligns risks, key controls and
assurances alongside each objective. Where gaps are identified, or key
controls and assurances are insufficient to reduce the risk of non-delivery,
action needs to be taken to enable the Governing Body to monitor progress in
addressing gaps or weaknesses and to ensure that resources are allocated
appropriately.
The GBAF also provides the basis for the preparation of a fair and
representative Annual Governance Statement and is the subject of annual
review by both Internal and External Audit partners.
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4.

QUARTER 2 2017/18 UPDATE

This Governing Body Assurance Framework (GBAF) update for Quarter 2
2017/18 is presented to the Governing Body to advise on the current levels of
risk and continued actions to enable delivery of the CCG’s strategic
objectives.
The Governing Body needs to assure itself that the controls identified not only
manage the ‘principal risks’ but are also secured at the right level (e.g.
operational versus strategic). Sources of assurance and, where relevant,
external assurance have been identified to validate the ‘provisional’
assurance ratings allocated against each risk for the quarter.
The GBAF presented reflects the CCG’s strategic objectives for the financial
year 2017/18 and associated principle risks to delivery; all of which have
been reviewed during Quarter 2 by the appropriate ‘risk owner’ and mapped
accordingly to the relevant CCG Strategic Objective and CCG Improvement
and Assessment Framework (IAF) domains.
Having established the control measures and their impact on risk scores, the
process of identifying and recording ‘positive’ internal and external
assurances should inform the validation (or challenge) of the proposed
assurance ratings which are weighted as ‘significant’, ‘reasonable’ or ‘limited’.
The Governing Body can request further evidence from ‘risk owners’ if it feels
it does not have the required level of assurance based on current information.

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
2017/18 Financial Plan. It is essential that the Governing Body receive an
update on the effectiveness of the GBAF on a quarterly basis as a minimum
so that it has assurance that principal risks are being effectively controlled
and managed. The progress and success of managing these key risks will be
reflected in the CCG’s Annual Governance Statement at the end of the
financial year 2017/18.
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7.

CONCLUSION

The Governing Body Assurance Framework (GBAF) formalises the process
of securing assurance and scrutinising risks to the delivery of the CCG’s
strategic objectives; acting as key piece of evidence to support and
demonstrate the effectiveness of the CCG’s system of internal control.
The GBAF
basis with
Governing
associated
2017/18.

remains a dynamic document and will be reviewed on a quarterly
the respective risk owners and subsequently presented to the
Body for review. There are no inherent legal implications
with the Governing Body Assurance Framework in Quarter 2 of

Stephen Hendry
Senior Operations and Governance Manager
4th December 2017
Ends
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GOVERNING BODY
ASSURANCE FRAMEWORK
2017
This update relates to:
Q1 2017/18

Q2 2017/18
Q3 2017/18
Q4 2017/18
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NOTE: UPDATED COMMENTARY IS IN BLUE FONT
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STRATEGIC OBJECTIVE 1: Maintain satisfactory assurance through quarterly and annual IAF process with NHSE
RISK ID:

GBAF001

RESPONSIBLE
COMMITTEE:

GOVERNING BODY

C

Initial

Consequence

L
4

4

L

C

4

4

L

C

2

4

Target

System-wide or specific provider delivery/capacity
issues in secondary and/or primary care prevent
delivery of NHS Constitutional standards and
mandated priorities, adversely affecting level of CCG
IAF assurance.

Likelihood

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

JAN LEDWARD

GOVERNING BODY
LEAD

GB Member relevant to
standard

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN/INDICATOR

•

BETTER CARE 121 (a,b,c)
Provision of high quality
care

•

WELL LED
164a Effectiveness of
working relationships in
the local system

16

16

Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Reasonable

Q2

Reasonable

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

CCG IAF evidence gathering and assessment process led and coordinated by Chief
Operating Officer (and deputy).

April 2017

2

CCG Operational Plan 2017-2019 defines ambitions and how national priorities will be
delivered.

April 2017
April 2017

3

Robust contract management process embedded in CCG for all main contracts with
recovery plans for any areas of sub-optimal performance monitored. CQPG oversight
of service/quality issues where performance is at risk.
Corporate Performance Report produced on a monthly basis which highlights where
providers are failing or not achieving performance standards (linked across CCG IAF
areas).
A&E Delivery Board now firmly established which oversees A&E 4hr performance and
holds system partners to account for sustainable performance and system resilience.

April 2017

4

5

April 2017

Monthly performance calls held with NHS England to discuss areas of noncompliance and provide verbal assurance of CCG mitigating actions.

April 2017

Schedule of Quarterly Assurance meetings with NHS England in place.

April 2017
July 2017

8

GP Specification aims to create additional capacity in primary care and set
‘target’ ranges for GP referral, A&E attendances, A&E admissions etc.
North Mersey system ‘Winter Plans’ collated and assessed for resilience.
Provider accountability for delivery of NHS Constitutional standards.

Sept 2017

9

6

7

10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES
1. Monthly Corporate Performance Report received by Governing
Body. Report continues to develop breadth and content of data
and intelligence and highlighting risks to CCG delivery of NHS
Constitutional Standards.
2. Senior Management Team (SMT) and Extended Management
Team (EMT) review and oversight of CCG IAF process (Chief
Officer and Chief Finance Officer in attendance)
3. Summary of North Mersey Winter Plans presented to
Governing Body in November 2017 with overview of North
Mersey AED Delivery Board plans and initiatives for winter
2017/18.
3
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OTHER INTERNAL ASSURANCE:
1. System Resilience Delivery Plans continually reviewed by
A&E Delivery Board.
2. Governing Body maintains oversight of STF Trajectories for
Royal Liverpool Hospital for RTT through monthly
Performance Report, Corporate Risk Register and by
exception.
3. Governing Body received CCG Operational Plan 2017-2019
in February 2017.
4. GP Performance Reports considered by Primary Care
Committee.

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.
1. Winter Plan 2017/18 assessed by NHS England – ‘Partial
Assurance’ given.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

1

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Minutes of A&E Delivery Board not received by
Governing Body.
1

2

Q4 NHS England CCG IAF rated Liverpool CCG
as ‘Requires Improvement’. Key areas of
challenge include financial challenge and
reputational risk following governance &
remuneration review.

3

3

Awaiting NHS England publication of Q1
2017/18 CCG Assessment Rating.

4

4

2

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?
July 2017

1

Establish governance process to ensure regular
reporting of A&E Delivery Board minutes/actions

Ongoing

3

1. Actions have been underway since August 2017
to address gaps in governance and
recommendations from remuneration review.
2. External Audit Plan 2017/18 will provide
assurances of control measures and identification
of gaps.
3. Review and oversight of implementation of
recommendations of audit plans throughout
2017/18 will be maintained by Audit Committee.
Continued engagement with NHS England until
publication.

Ongoing

4

UPDATES ON PROGRESS/ACTIONS

Q1

Q2

External Audit Plan for 2017/18 approved at April 2017 Audit Risk & Scrutiny Committee. Lead officers identified for all audit reviews.
2016/17 results of GP spec that demonstrate good progress towards delivery of targets. (03/07/2017)
Q1 2017/18 IAF assessment dashboard published on 21/11/2017 and identified several areas within Better Health and Better Care domains where CCG is in bottom percentile of ‘RightCare’ peers. Key
challenge for CCG to arrest decline in diagnostics and RTT performance at Royal Liverpool Hospital (which is adversely affecting overall performance against these NHS Constitutional standards).
Governing Body continues to maintain oversight of recovery actions and progress through Corporate Performance Report and assurance from Finance, Procurement & Contracting Committee on
application of contract levers to providers failing to deliver contractual requirements in relation to performance.

Q3
Q4

4
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STRATEGIC OBJECTIVE 1: Maintain satisfactory assurance through quarterly and annual IAF process with NHSE
RESPONSIBLE
COMMITTEE:

AUDIT, RISK &
SCRUTINY
COMMITTEE
Likelihood

Consequence

Initial

GBAF002

L

C

4

4

Current

RISK ID:

L

C

4

4

L

C

2

4

RISK DESCRIPTION & LIKELY IMPACT

Target

Inadequate CCG governance arrangements and
decision making structure lead to non-compliance
with statutory requirements for probity (e.g.
management of conflicts of interest) and
consequential reputational or financial damage.

SMT LEAD:

IAN DAVIES

GOVERNING BODY
LEAD:

SALLY HOUGHTON

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN/INDICATOR

BETTER CARE (122a – 131a)
16

WELL LED

16
Assurance Rating (Significant, Reasonable or Limited)

8
Q1

Reasonable

Q2

Reasonable

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

2

3

4

5

CCG Constitution recently revised for 2017 (approved by NHSE) and details committee
structures and powers of delegation.

April 2017

Documented and approved policy and procedures for managing conflicts of interest
for all CCG staff which meet NHS England statutory guidance (2016).

April 2017

CCG Register of Interests and Register of Gifts & Hospitality routinely updated via
formal process and available on CCG website.

April 2017

Formal review of CCG’s Register of Interests prior to each meeting of Audit, Risk &
Scrutiny Committee by Chief Finance Officer, Chief Operating Officer and Senior
Governance Manager.
Quarterly assurance submission for Conflicts of Interest Management submitted to
NHS England (self-assessment).

April 2017

6

7

Restructure of Governing Body Lay Membership – increased to four Lay Members
with specific responsibilities for Audit, Governance, Patient Engagement and
Financial Management.
All Committee Terms of Reference updated and standardised format in terms of
remit, accountability and reporting requirements. Review dates for Committee ToR
are now co-terminus.

Nov 2017

Nov 2017

8

9

April 2017

10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

1. Audit, Risk & Scrutiny Committee maintains oversight of Conflicts
of Interest. Standing agenda item for committee is review of
Register of Interests. Standardised committee exception/risk
reporting process to Governing Body.
2. Committee responsibility to annually review Terms of Reference,
with support from Senior Governance and Operations Manager.

Feedback from each committee is standing agenda item for
Governing Body Meetings – chair of relevant committee provides
verbal update and written update in form of Committee Reporting
Template.

5
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EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.
1. Second CCG Constitution revision of 2017/18 approved by NHS
England on 10th November 2017 (which included revised Terms of
Reference for all committees of the Governing Body and provision
for fourth Lay Member).
2. Positive assurance from NHS England in relation to CCG progress
to date against meeting legal directions.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

Remuneration Committee Terms of Reference require revision and aligning
with CCG Constitution Scheme of Reservation & Delegation.

1

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we place
reliance, are effective?
Committee Reporting Templates may not
adequately provide assurances to Governing
Body of committee’s decision making, discharge
of functions or management of conflicts of
1
interest.

Independence of Remuneration Committee Chair
2

3

2

Lack of Lay Members will temporarily impact on
quoracy of Primary Care Commissioning Committee
(PCCC)

4

3

4

Inconsistencies in understanding of delegated
powers of Remuneration Committee & reporting
relationship with Governing Body
(recommendations and or decisions).
PCCC unable to meet until Lay Members
recruited therefore creating a gap in control and
assurance.

Q4 NHS England CCG IAF rated Liverpool CCG
as ‘Requires Improvement’. Key areas of
challenge include financial challenge and
reputational risk following governance &
remuneration review.

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?

1

2

3

a) Revise ToR for Remuneration Committee and
review Committee Reporting Templates to ensure
adequate Governing Body oversight of key issues
and decisions.
b) Review and update Governance Reporting
Template to ensure transparency of committee
decision making and ensuring any business with
links to Corporate Risk Register risks are fully
referenced.
Appointment of ‘Independent’ Chair of
Remuneration Committee regarded as a priority.
Recruitment of fourth Lay Member to strengthen
oversight and scrutiny.
Recruitment process underway for three Lay
Member Roles. Lay Member for Patient
Engagement to act as Chair of PCCC with Lay
Member (Governance) as vice-chair. Any urgent
PCCC business to be managed by Governing
Body until committee is able to convene.
1. Actions have been underway since August 2017
to address gaps in governance and
recommendations from remuneration review.
2. External Audit Plan 2017/18 will provide
assurances of control measures and identification
of gaps.
3. Review and oversight of implementation of
recommendations of audit plans throughout
2017/18 will be maintained by Audit Committee.

Completed

Completed

Sept 2017

Nov 2017

Nov 2017

UPDATES ON PROGRESS/ACTIONS

Q1

Review of committee reporting and internal governance arrangements underway for Quarter 1 2017/18. Review of all Declarations of Interest will result in documented management actions for each
individual declaring an interest. The Audit, Risk and Scrutiny Committee will retain oversight of the process and any breaches of the policy identified. Continual review of governance arrangements in
relation to Joint Committees and other areas of joint/delegated responsibility and decision making – Terms of Reference for Joint Committee expected to be finalised and signed off by early January
2018.

Q2

Actions 1(a) and 1(b) complete. MiAA carried out 2017/18 review of CCG’s governance arrangements for the management of Conflicts of Interest in October/November 2017 with draft report still
under consideration by CCG Senior Management. Compliance with NHS England Legal Directions is progressing well – interviews for three Lay Members taking place during first two weeks of
December 2017 with expectation that all three vacancies will be filled by 1st January 2017.

Q3
Q4

6
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STRATEGIC OBJECTIVE 1: Maintain satisfactory assurance through quarterly and annual IAF process with NHSE
RESPONSIBLE
COMMITTEE:

GOVERNING BODY

Likelihood

Consequence

Initial

GBAF003

L

C

2

5

Current

RISK ID:

L

C

2

5

L

C

1

5

RISK DESCRIPTION & LIKELY IMPACT

Target

CCG non-compliance with NHS England mandated
Improvement and Assessment Framework (IAF)
process leading to unsatisfactory assessment rating
and possible NHS England intervention.

SMT LEAD:

IAN DAVIES

GOVERNING BODY
LEAD:

DR SIMON BOWERS

DATE OF NEXT REVIEW:

TREND

JANUARY 2018
CCG IAF DOMAIN/INDICATOR

WELL LED (162a)
10

10
Assurance Rating (Significant, Reasonable or Limited)

5

Q1

Reasonable

Q2

Reasonable

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

Operational Plan 2017-2019 details ambitions and how key national priorities will be
delivered.

2

CCG Financial Plan and Financial Strategy 2017/18

3

Robust monthly Performance Report submitted to Governing Body (includes NHS
Constitutional and CCG IAF indicator performance).
Monthly Finance Report submitted to Governing Body.

4
5

Provider CQPGs reporting to Quality, Safety & Outcomes Committee on provider
compliance with quality standards.

April 2017
6

April 2017

7

April 2017

8

April 2017

9

April 2017

CCG participates in NHS England led ‘North Mersey’ performance calls to focus
October
on areas where performance and/or assurance is weak (purpose is to address
2017
issues by exception before the Quarterly ‘checkpoint’ meetings between LCCG
and NHS England).
2017/18 CCG IAF Framework published by NHS England on 21st November Nov 2017
2017.

10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.

1. Operational Plan 2017/18 received and noted by Governing Body
at December 2016 meeting.
2. CCG Financial Plan and Financial Strategy received and noted by
Governing Body at April 2017 meeting.
3. Quality, Safety & Outcomes Committee reporting to Governing
Body as standing agenda item (Feedback from Committees).

7
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1. Governing Body oversight of Trust recovery plans for Diagnostics
and Referral to Treatment (RTT).

Operational Plan 2017/19 approved by NHS England.
Q4 2016/17 CCG IAF – NHS England noted key areas of strength as
good control environment in place; proper arrangements in all
significant areas to ensure delivery of value for money in use of
resources; positive role in developing ‘Acting as One’ approach and
a strong leadership role within STP and approach to planning &
delivery.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

NHSE yet to publish 2017/18 CCG IAF process and metrics.
1

2

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Evidential assurance not possible as CCG does
not yet know what it is being measured against.
1

Data is not yet available for ten indicators; they will be included in forthcoming
publications. These are marked as ‘not available’ in the NHS England
dashboard.

2

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?

1

Evidential assurance not possible for 10
indicators.

2

3

3

3

4

4

4

Intention to maintain scrutiny of 2016/17 CCG IAF
Framework metrics in absence of updated 2017/18
version. Chief Operating Officer to maintain
watching brief for publication of 2017/18 CCG IAF.

Chief Operating Officer to maintain watching brief
and seek updates from NHS England where
possible.
Chief Operating Officer to review published IAF
2017/18 guidance and refer metrics to Business
Intelligence Team for assessment and review.

CCG IAF
2017/18
Published
21st
November
2017.
Nov 2017

Dec 2017

UPDATES ON PROGRESS/ACTIONS
Quarter 4 NHSE Assurance meeting due to take place week commencing 13/06/2017.

Q1

Q2

LCCG 2016/17 year-end CCG IAF rating confirmed by NHS England as ‘Requires Improvement’. New CCG IAF Metrics for 2017/18 released on 21st November 2017 (Q1 dashboard published on
MyNHS and NHS England website on 30th November 2017). NHS England CCG IAF data for Q1 2017/18 to be analysed by CCG Business Intelligence Team (from 21st Nov 2017); CCG still awaiting
formal Q1 2017/18 NHS England Assessment Rating.

Q3
Q4

8
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STRATEGIC OBJECTIVE 2: Operate within legislative framework and the CCG Constitution whilst ensuring commitment to social value
RISK ID:

GBAF004

RESPONSIBLE COMMITTEE:

GOVERNING BODY

Likelihood

Initial

L

C

4

4

L

C

4

4

L

C

2

4

Target

Decision making does not pay due regard to
legislative processes (e.g. PSED, duty to consult) or
Scheme of Reservation and Delegation. CCG
decisions and actions fail to balance social, economic
and environmental considerations, negatively
impacting on local communities and/or groups.

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

JAN LEDWARD

GOVERNING BODY
LEAD:

DR SIMON BOWERS

Rating

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN/INDICATOR

WELL LED (162a)
16

16
Assurance Rating (Significant, Reasonable or Limited)

8

Q1:

Limited

Q2

Reasonable

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

CCG Social Value Strategy (2016).

2

CCG ‘buys in’ to shared Merseyside CCGs Equality & Inclusion Service for expertise,
advice and guidance on meeting statutory requirements (also attendance at Joint
Equalities Group Meeting with Liverpool City Council).
Documented process for disinvestment decisions which pays due regard to legal
requirements. Standardised process for Equality Impact Assessments.

April 2017

7

April 2017

8

4

Standardised CCG Report Templates which summarise Statutory Requirements

April 2017

5

Audit Risk & Scrutiny Committee oversight and reporting .

April 2017

3

April 2017

6

Access to specialist legal advice from Hill Dickinson LLP.

April 2017

Prioritisation Toolkit and process for disinvestment programme approved by SMT.

Sept 2017

Acting Chief Finance Officer has carried out a review and update of Scheme of
Reservation and Delegation (SORD). Updated SORD presented to Governing
Body in Nov 2017 with staff briefings also undertaken.

Nov 2017

10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES
1. Governing Body ratification of Social Value Strategy in 2016
2. Governing Body ratified Disinvestment Strategy at February
2017 meeting.
3. MiAA Internal Audit Plan for 2017/18 approved at April 2017
Audit, Risk & Scrutiny Committee meeting (committee
reporting to Governing Body standing agenda item).

9
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OTHER INTERNAL ASSURANCE:
Disinvestment Strategy ratified at July 2017 Governing Body
meeting.

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

Remuneration Committee Terms of Reference require revision and aligning
with CCG Constitution Scheme of Reservation & Delegation.
1

2

Disinvestment Strategy currently under review to ensure fit for purpose and
meets legislative requirements.

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Committee Reporting Templates may not
adequately provide assurances to Governing
1
Body of committee’s decision making, discharge
of functions or management of conflicts of
interest.
Existing policy needs ‘refresh’ therefore further
assurance is required.
2

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?

1

2

3

3

3

4

4

4

Update ToR for Remuneration Committee and
review Committee Reporting Templates to ensure
adequate oversight of key issues and decisions.

Revised policy for investment, disinvestment and
prioritisation to be considered by Governing Body
in Dec 2017.

Completed

Nov 2017

UPDATES ON PROGRESS/ACTIONS
Review of committee structures, reporting and accountabilities (including Remuneration Committee) underway – links to MiAA ‘Committee Effectiveness’ review.

Q1

Q2

CCG shared Equality & Inclusion Service to deliver development session for Governing Body to ensure total awareness of its legal duties (including PSED, consultation, NICE etc.) before end of
financial year 2017/18. Ongoing training development for Governing Body members and CCG Officers to be included in CCG ‘OD Plan’ (Midlands & Lancs CSU have been commissioned to draw up
OD specification). All committee Terms of Reference and structures reviewed, changed and agreed with NHS England via CCG application for variation to Constitution (November 2017).

Q3
Q4

10
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STRATEGIC OBJECTIVE 3: To build successful partnerships which promote system working, integrated service delivery and maintain a sustainable local health & social
care delivery system
RISK ID:

GBAF005

RESPONSIBLE
COMMITTEE:

Likelihood

Initial

L

C

2

5

L

C

2

5

L

C

2

5

MARK BAKEWELL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN / INDICATOR

WELL LED (161a, 164a, 165a)
10

Target

The local health and social care system does not
work together in a truly integrated manner due to
perceived/potential threats to individual organisational
autonomy and financial income. Risk that
engagement and buy-in from system partners is lost,
resulting in poor/ineffective working relationships
across the local system.

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

10
Assurance Rating (Significant, Reasonable or Limited)

10

Q1

Limited

Q2

Limited

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

‘Acting as One’ contract arrangements in place for key providers 2017-2019.

April 2017

2

Development of formal Joint Committee to oversee North Mersey Hospital
Transformation.

April 2017

North Mersey Leadership Group established to maintain oversight and leadership of
Local Delivery System.

April 2017

Joint Commissioning Group established with Liverpool City Council.

April 2017

Integrated Partnerships Group established in September 2017 to develop a Liverpool
place-based system of care (sub group of the Health and Wellbeing Board)

April 2017

3
4
5

6

7

North Mersey Leadership Group supported by Chief Finance Officer/Director of
Finance Group (approved Terms of Reference).
‘Acting as One’ financial contract performance monitored by Finance, Procurement
and Contracting Committee – also summarised in Corporate Performance Report.

Nov 2017
Nov 2017

8
9
10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.

1. Financial stability for 2017-2019 achieved through ‘Acting as One’
contract arrangements.
2. Agreed Better Care Fund programme with Liverpool City Council
3. Monthly Corporate Performance Report received by the
Governing Body
4. Monthly Finance Report received by the Governing Body.
5. BCF progress and issue reporting a standing agenda item at each
Audit, Risk & Scrutiny Committee

11
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NHS England noted key area of strength for CCG as having taken a
positive role in ‘Acting as One’ process and strong leadership role
within the STP.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

1

Lack of data and information from providers not signed up to ‘Acting as One’
means CCG is unable to understand activity levels or causes of increased
activity.
As at 27th November 2017 the Joint Committee has not yet been established.

2

3
4

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Lack of data and intel provides limited
1
assurance of understanding of referral
behaviours.
Until Terms of Reference for the Joint
Committee are approved, the Committee is
2
unable to convene therefore creating a potential
gap in assurance of governance arrangements,
delegated responsibility and accountability.
Internal and External Audit review and
assessment of BCF/ICBF schemes.
3
4

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?

1

2

Engagement with referring practices has
commenced to understand patterns and demands
on providers.
Timescale for finalisation and agreement of Terms
of Reference set for January 2018. Final ToR will
require inclusion in CCG Constitution meaning a
further application for variation to NHS England.
Due to commence in Q3 2017/18.

July 2017

Jan 2018

Jan 2018

3
4

UPDATES ON PROGRESS/ACTIONS

Q1

Q2

CCG and Liverpool City Council are in process of revising Section 75 agreement to ensure it is ‘fit for purpose’. Within S75 agreement are the various ICBF schemes – schedules due to be tabled at
Joint Commissioning Group meeting (early December 2017). Financial Planning Assumptions will also commence in Q3 which will ultimately influence revised strategy re: Better Care Fund.

Q3
Q4

12

204

STRATEGIC OBJECTIVE 3: To build successful partnerships which promote system working, integrated service delivery and maintain a sustainable local health & social
care delivery system
RISK ID:

GBAF006

RESPONSIBLE
COMMITTEE:

Likelihood

Initial

L

C

2

5

L

C

2

5

L

C

1

5

Target

Failure to agree collaborative arrangements with key
partner organisations across the STP footprint/ North
Mersey Health Economy impacting on sustainability
plans and joint working opportunities.

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

CAROLE HILL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN / INDICATOR

WELL LED (161a, 164a, 165a)
10

10
Assurance Rating (Significant, Reasonable or Limited)

5

Q1

Limited

Q2

Limited

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

Establishment and development of Joint Committee with other North Mersey CCGs

April 2017

2

North Mersey Leadership Group established to maintain oversight and leadership of
Local Delivery System Plan.

April 2017

Joint Commissioning Group (JCG) established with Liverpool City Council

April 2017

3

6

7

Integrated Partnership Group established to lead development of a Liverpool placebased system of care.

Nov 2018

Draft Terms of Reference for the Joint Committee under consideration and review
prior to formal presentation to the Governing Body.

Dec 2017

8
4

5

CCG Constitution makes provision for the establishment of the proposed new Joint
Committee.

April 2017

North Mersey Local Delivery System Plan, integrated with the STP Plan

April 2017

9
10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys, benchmarking,
reports etc.

1. Progress on Joint Committee arrangements reported to Governing
Body via ‘Chief Officer’s Update’ at each Governing Body
2. Governing Body oversight of JCG minutes
3. CCG representation on the Integrated Partnership Group
4. Chief Officer represented on the STP Board
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‘Acting as One’ contracts in place;
Healthy Liverpool Programme governance (including an Integrated
Programme Board) and whole-system representation on programme
boards for hospital, digital and physical activity programmes.

Revised CCG Constitution May 2017 approved by NHS England.
Second CCG Constitution revision of 2017/18 approved by NHS
England in November 2017.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

Joint Committee with North Mersey CCGs not yet ‘formally’ established.
1

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Formal link to Governing Body or process to
provide/gain assurance.
1

A defined plan for the established Place-based integrated partnership.
2

3

2

Managing dependencies with and requirements of the
Cheshire and Merseyside STP; alignment of trajectories
between stakeholders.

4

3
4

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?

1

There will be a formal link to Governing Body or
process to provide/gain assurance.
Controls required to ensure the effective
discharge of the CCG’s statutory requirements
and accountability in commissioning and
decision-making regarding service change.

2

3

Terms of Reference drafted; to be considered by
North Mersey Governing Bodies. Joint Committee
to be established by January 2018.
Established formal mechanism to feedback local
delivery system plan to Governing Body.
Develop a system-owned plan for an integrated
partnership.
Establishing the Joint Committee
CCG representation in STP partnership
governance structures.

Nov 2017

Nov 2017

Nov 2017

4

UPDATES ON PROGRESS/ACTIONS & KEY MILESTONES

Q1

Q2

Joint Committee Terms of Reference to be presented at the Governing Body meeting in January 2018 with ‘full’ and formal establishment of the Joint Committee also expected January 2018 pending
agreement by other constituent CCGs’ Governing Bodies.

Q3
Q4
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STRATEGIC OBJECTIVE 4: To maximise value from our financial resources and focus on interventions that will reduce variation, improve patient outcomes and improve
quality
RISK ID:

GBAF007

RESPONSIBLE
COMMITTEE:

FPCC

Likelihood

Initial

L

C

3

4

L

C

3

4

L

C

2

4

Target

Providers do not deliver contractual requirements
due to continued pressures across the system,
resulting in sub-optimal performance and poor
quality of care.

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

TBC

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW: JANUARY 2018

TREND

CCG IAF DOMAIN/INDICATOR

BETTER CARE 121 a, b, c.
16

16
Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Limited

Q2

Limited

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

‘Acting as One’ contract arrangements in place for key providers 2017-2019.

April 2017

2

Finance, Procurement and Contracting Committee (FPCC) maintains oversight of
providers not signed up to ‘Acting as One’
Monthly Corporate Performance Report summarises provider performance against key
NHS Constitution and national indicators and highlights risks to CCG delivery.

April 2017

3
4
5

April 2017

Quality, Safety & Outcomes Committee well established with ‘Early Warning
Dashboard’ presented to highlight risks to quality and safety

April 2017

CQC Inspection regime of providers (including primary care). Summary of inspection
reports of Liverpool providers included in Monthly Corporate Performance Report

April 2017

6
7
8

Provider Winter Plans developed to hold providers to account for delivery of
services in face of mounting pressure on local system.
Contractual levers in place to address continued poor performance against
contractual requirements.
Named SMT Lead for Planned Care identified and now taking lead role with Trusts.

Nov 2017
Nov 2017
Nov 2017

9
10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.

1. FPCC reporting to Governing Body as standing agenda item
(Feedback from Committees).
2. QSOC reporting to Governing Body as standing agenda item
(Feedback from Committees). Chief Nurse also reports on
significant quality issues/risks by exception.
3. Monthly Performance Report to Governing Body.
4. Governing Body oversight of provider recovery plans for RTT and
diagnostic performance in 2017/18.
5. Summary of North Mersey Winter Plans presented to Governing
Body in November 2017 with overview of North Mersey AED
Delivery Board plans and initiatives for winter 2017/18.
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SMT oversight of Corporate Performance and recovery actions,
holding individual officers and clinical leads to account for
improvement and recovery.

1. NHS England / NHS Improvement oversight of delivery of NHS
Constitutional performance and associated improvement
trajectories.
2. NHSE/NHSI assessment of health economy Winter Plans.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

Absence of evidence of Trust Board oversight of areas of under or poor
performance and service delivery.

1

Gaps in Assurance: Where are we failing to gain
Actions Planned: What plans are in place to reduce the gaps in
evidence that our controls/systems, on which we
controls/mitigation or provide assurance?
place reliance, are effective?
Continued poor performance and non-delivery of
1. Continued oversight at Governing Body level of Nov 2017
key NHS Constitutional Measures (i.e. RTT,
recovery plans and assurances against plans
diagnostics and A&E 4hr) by Aintree and Royal
through exception reporting, Corporate Risk
Liverpool.
Register and Corporate Performance Report.
1
1 2. CCG Chief Officer to write to Trust CEOs
seeking Board level assurance of oversight and
improvement trajectories.

2

2

2

3

3

3

4

4

4

UPDATES ON PROGRESS/ACTIONS

Q1

Q2

In response to the significant performance issues experienced at Aintree University Hospital, the Liverpool CCG UEC team has led in developing a ‘North Mersey’ approach to CCG support for urgent
care pressures at acute trusts. SMT Lead for Planned Care providing weekly oversight pf RTT and Diagnostics performance.

Q3
Q4
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STRATEGIC OBJECTIVE 4: To maximise value from our financial resources and focus on interventions that will reduce variation, improve patient outcomes and improve
quality
RISK ID:

GBAF008

RESPONSIBLE
COMMITTEE:

FPCC

Likelihood

Initial

L

C

3

5

L

C

3

5

L

C

2

5

Target

The CCG fails to meet NHS England financial
business rules for 2017/18 and has insufficient ability
to ‘flex’ its expenditure to meet in-year financial
recovery requirements

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

MARK BAKEWELL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN/INDICATOR

SUSTAINABILITY 141-142
15

15
Assurance Rating (Significant, Reasonable or Limited)
10

Q1

Reasonable

Q2

Reasonable

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

‘Acting as One’ contract arrangements in place for key providers 2017-2019.

2

Financial Recovery & Oversight Group (FROG) established (reports to FPCC).

3

01/04/2017

6

01/04/2017

7

SMT leadership and oversight of CRES delivery.

01/04/2017

8

4

Monthly Finance Report presented to Governing Body.

01/04/2017

9

5

Financial Plan and Financial Strategy in place for 2017/18.

01/04/2017

10

Appointment of Acting Chief Finance Officer.

Sept 2017

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.

1. FPCC reporting to Governing Body as standing agenda item
(Feedback from Committees)
2. Governing Body oversight of Financial Strategy and Financial
Plan 2017/18 through monthly Finance Report submitted as
standing agenda item.
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1. FROG (Financial Recovery Oversight Group) monthly meetings

1. Internal and external audit plans.
2. NHSE scrutiny on CCG monthly trends and reporting
arrangements.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

1

Prior year uncertainty of NHSE’s position on delivery of Business Rules
provided uncertainty to the CCG’s Financial Planning assumptions.

2

End of year balances not yet agreed with major provider (RLBUHT) and two
others of lesser impact.

3

CCG’s ability to influence of GP prescribing and referral
activity.

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Target for in-year financial recovery uncertain,
difficult to provide assurance given the lack of
1
certainty for a proportion of financial year
2

Uncertainty regarding resolution of year-end
position and impact upon Financial Plan for
2017/18.

3

Accountability of individual clinical leads yet to
be identified at Governing Body level for
demand and activity management.

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?
Complete

1

Chief Officer and Chief Finance Officer have been
in dialogue and engagement with NHS England re:
expectations regarding Business Rules.

Complete

2

Prior Year outstanding balances are in the process
of being transacted in line with proposed
agreement.
Demand Management Leads to be identified by
end of Q2 2017/18.

Nov 2017

3

4

Lack of capacity at Royal Liverpool and Aintree/long and extended waits for
treatment has increased referrals to private providers (e.g. Spire). Linked to
(3) above.

4

Accountability of individual clinical leads yet to
be identified at Governing Body level for
demand and activity management.

4

Demand Management Leads to be identified by
end of Q2 2017/18.

Nov 2017

5.

National Pricing Issues/No Cheaper Stock Alternatives (NCSO) impacting on
purchase pf products at the set Drug Tariff reimbursement price.

5

Target for in-year financial recovery uncertain
due to nationally fluctuating position.

5

CCG Prescribing Lead and CFO continue to
closely monitor emerging position.

Nov 2017

UPDATES ON PROGRESS/ACTIONS

Q1

Q2

1. Actions completed and gaps in controls and assurances complete. CCG now has certainty for 2017/18 with regards to the requirements for delivery of NHSE Business Rules.
2. With regards to the outstanding year-end balances, Prior Year outstanding balances are in the process of being transacted in line with proposed agreement.

Q3
Q4
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STRATEGIC OBJECTIVE 4: To maximise value from our financial resources and focus on interventions that will reduce variation, improve patient outcomes and improve
quality
RISK ID:

GBAF009

RESPONSIBLE
COMMITTEE:

FPCC

Likelihood

Initial

L
3

5

L

C

3

5

L

C

2

5

Target

Failure to deliver Cash Releasing Efficiency Savings
plan of £26.2m for financial year 2017/18. Potential
for under delivery in planned savings areas such as
prescribing, CHC etc. due CCG’s inability to influence
or change external ‘spend’ behaviours and patterns

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

MARK BAKEWELL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN/INDICATOR

SUSTAINABILITY 141-142

C
15

15
Assurance Rating (Significant, Reasonable or Limited)
10

Q1

Limited

Q2

Limited

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

2

Financial Recovery & Oversight Group (FROG) established (reports to FPCC)
SMT leadership and oversight of CRES

April 2017

Monthly Finance Report presented to Governing Body

April 2017

6

7
3

Financial Plan and Financial Strategy in place for 2017/18

Monthly reporting lines to NHS England established.

April 2017

‘Deep Dive’ review of financial position for Month 6 will inform plan and
expectations for remainder of financial year 2017/18.

Nov 2017

April 2017
8

4

SMT leadership and oversight of CRES Programme

April 2017
9

5

Operational Management Group (OMG) established to ensure operational delivery of
April 2017
10
specific CRES schemes and manage/escalate risks to delivery of savings targets.
ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.

1. FPCC reporting to Governing Body as standing agenda item
(Feedback from Committees)
2. Governing Body oversight of Financial Strategy and Financial
Plan 2017/18 through monthly Finance Report submitted as
standing agenda item.
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1. FROG (Financial Recovery Oversight Group) established –
exception reporting to SMT and Governing Body.

1. Internal and external audit plans.
2. NHSE scrutiny on CCG monthly trends and reporting
arrangements.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

Risk of non-delivery of planned savings due to external factors (increased
demand, health and social care system pressures, stakeholder behaviour)
which may be outside of the direct control or influence of the CCG.
1

Gaps in Assurance: Where are we failing to gain
Actions Planned: What plans are in place to reduce the gaps in
evidence that our controls/systems, on which we
controls/mitigation or provide assurance?
place reliance, are effective?
Time lag in information results in delays to
Maintain focus through established governance
Ongoing
identification and escalation of risks / reporting to
structure, early awareness of variation and trigger
governance structure as we are reliant upon the
of additional actions required. Review systems
external production and delivery of some key
1
1 and process to ensure all available information
information.
captured as early as possible to inform reporting
position.

2

2

2

3

3

3

4

4

4

UPDATES ON PROGRESS/ACTIONS
Finance team has been developing CRES tracker across all schemes. The team are currently looking at month 2 and 3 data for progress made against saving assumptions.

Q1

Q2

CRES Tracker has been subject to continued monitoring as part of month end reporting process. These have been supported by the FROG ‘ deep dive’ sessions on prescribing and ‘non-Acting-as One’
during the quarter, with continuing healthcare / packages of care planned for December 2017.

Q3
Q4
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STRATEGIC OBJECTIVE 4: To maximise value from our financial resources and focus on interventions that will reduce variation, improve patient outcomes and improve
quality
RISK ID:

GBAF010

RESPONSIBLE
COMMITTEE:

FPCC

Likelihood

Initial

L

C

2

4

L

C

2

4

L

C

2

5

Target

Lack of robust governance/risk management
arrangements between the CCG and Liverpool City
Council for Better Care Fund objectives, impacting on
delivery of integrated commissioning programmes
and ability to meet efficiency savings/targets.

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

MARK BAKEWELL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN/INDICATOR

SUSTAINABILITY 142b
8

8
Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Reasonable

Q2

Reasonable

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

Formal agreement at Officer level between CCG and Liverpool City Council.

April 2017

2

Oversight of Better Care Fund schemes and priorities by Joint Commissioning Group
(JCG).

April 2017

7

April 2017

8

3
4
5

Joint CCG/LCC Sub-committee of FPCC established to oversee BCF expenditure.
Lessons from 2016/17 MiAA Better Care Fund Review formally adopted into action
plan with FPCC and Audit, Risk & Scrutiny Committee oversight.

April 2017

Joint LCC/CCG review of 2017/18 IBCF baseline completed satisfactorily.

Nov 2017

6

9
10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.

1. Monthly Finance Report submitted to Governing Body as standing Oversight maintained by CCG Audit, Risk & Scrutiny Committee.
agenda item.
2. FPCC and Audit, Risk & Scrutiny Committee feedback standing
agenda item on Governing Body with risks escalated via
Corporate Risk Register
3. FPCC-receive copies of sub-committee minutes, risks or issues
escalated by committee reporting template.
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KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

1

Final BCF Plan Guidance for 2017/18 still not released by NHSE / DCLG,
therefore creating uncertainty over requirements.

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Cannot provide assurance on current financial
year due to lack of guidance for 2017/18
1

Final BCF plan not yet agreed by Health and Wellbeing Board
2

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?

1

Awaiting signed agreement/endorsement by
Health & Wellbeing Board.
2

3

3

4

4

Continue to monitor/horizon scan for when
2017/18 guidance is issued.

Completed

BCF Plan submitted to 21st June 2017 meeting of
Health & Wellbeing Board.

Completed

2

Internal and External Audit review and
assessment of BCF/ICBF schemes.

Due to commence in Q3 2017/18

Jan 2018

3
4

UPDATES ON PROGRESS/ACTIONS

Q1

Q2

CCG and Liverpool City Council are in process of revising Section 75 agreement to ensure it is ‘fit for purpose’. Within S75 agreement are the various ICBF schemes – schedules due to be tabled at
Joint Commissioning Group meeting (early December 2017). Financial Planning Assumptions will also commence in Q3 which will ultimately influence revised strategy re: Better Care Fund. ICBF plan
agreed with NHSE.

Q3
Q4

22

214

STRATEGIC OBJECTIVE 5: Progress Transformation and delivery of primary care, community and hospital services
RISK ID:

GBAF011

RESPONSIBLE
COMMITTEE:

HLP BOARD

Likelihood

Initial

L

C

2

4

L

C

2

4

L

C

2

4

Target

Inability to secure and maintain partnerships with
secondary, primary and community care providers to
deliver key Transformation Programme objectives,
common priorities and work plans. Risk that health
economy fails to secure the expected benefits of
Healthy Liverpool Programme.

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

CAROLE HILL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN/INDICATOR

WELL LED (164a, 165a)
8

8
Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Limited

Q2

Limited

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

Healthy Liverpool Programme Board established with approved and documented
Terms of Reference and programme management framework

April 2017

2

Plans in place to establish Joint Committee to oversee Hospital Transformation
Programme.

April 2017

Primary Care Commissioning Committee maintains oversight of GP Forward View and
intrinsic links to Healthy Liverpool Programme delivery.

April 2017

Acting as one contracts

April 2017

3
4

6

HLP Programme Board regular updates to CCG Governing Body.

April 2017

7

8

9

5

Performance management regarding outcome improvement

April 2017
10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES
1. HLP Board provides feedback to Governing Body as standing
agenda item via verbal update and Committee Reporting
Template.
2. Primary Care Commissioning Committee provides feedback to
Governing Body as standing agenda item via verbal update and
Committee Reporting Template.

OTHER INTERNAL ASSURANCE:

EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.

Internal Audit review of the programme’s governance arrangements
carried out for 2016/17.

Healthy Liverpool Prospectus and Blueprint shared with NHSE.
Benchmarking performance reports on Outcome Framework
Indicators and other key performance indicators within the
programme.
Individual programmes (as required) have been subject to NHS
England formal assurance process, including (where appropriate)
external clinical review (Clinical Senate).
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KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

1

Gaps in controls identified as part of MiAA HLP review (2016) adopted into
action plan – specific gaps in terms of risk management processes.

2

Succession plan for Healthy Liverpool Programme beyond original planned
‘end date’ of March 2018.

3

Clarity regarding future resources and capacity for
service improvement and transformation priorities

4

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Action plan delivery requires formal oversight by
HLP and Audit, Risk & Scrutiny Committee
1

2

Planning for delivery of system priorities and
‘must do’s still to be determined

3

Identification of resource requirements still to be
agreed

4

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?
Ongoing

1

Being addressed through Annual Audit Plan
2017/18 management and delivery of outstanding
actions.

March 18

2

Development of a ‘One Liverpool’ strategy setting
out renewed objectives and priorities from 20182021.
Resource plan will be informed by the Governing
Body review and subsequent plan for 2018-2020

April 18

3
4

UPDATES ON PROGRESS/ACTIONS

Q1

Q2

‘One Liverpool’ Strategy to be agreed, with buy-in from the Liverpool health and care system. The CCG Governing Body has commenced a review of organisational priorities beyond March 2018, which
will inform and shape the CCG future organisational plan and structure.

Q3
Q4
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STRATEGIC OBJECTIVE 5: Progress Transformation and delivery of primary care, community and hospital services
RISK ID:

GBAF012

RESPONSIBLE
COMMITTEE:

PRIMARY CARE
COMMISSIONING
COMMITTEE
Likelihood

Initial

L

C

2

4

L

C

2

4

L

C

2

4

Target

CCG is unable to maximise the expected benefits of
the GP ‘Forward View’ impacting on delivery of a
sustainable and transformed primary care sector.

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

CHERYL MOULD

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN/INDICATOR

BETTER CARE
8

121b Provision of high
quality care – Primary
Medical Services

8
Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Reasonable

Q2

Reasonable

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated
1

CCG GP Forward View Plan accepted by NHS England (January 2017)

April 2017

2

Implementation of Community Team Model (including reconfiguration of
Neighbourhoods)
Appointment of 12 Neighbourhood Leads to facilitate delivery of GP Forward View

April 2017

3

6

7

GP Forward View Internal Implementation Group formally reports to Primary Care
Commissioning Committee (PCCC).
Project Plan for Enhanced Access in place (awaiting feedback from NHS England
to establish external assurance as at Q2 2017/18).

July 2017
Nov 2017

April 2017
8

4
5

Oversight of GP Forward View plan delivery by Primary Care Commissioning
Committee

April 2017

Governing Body Practice Nurse and Practice Manager Member lead for primary care
workforce development

April 2017

9
10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

1. Primary Care Commissioning Committee provides feedback to
Governing Body as standing agenda item via verbal update and
Committee Reporting Template.
2. Bi-monthly programme highlights report to Primary Care
Committee detailing key actions and progress to date and any
risks to delivery.
3. Neighbourhood structure in place to better reflect needs of
different local populations across city footprint.

LCCG representation on Cheshire & Merseyside GP Forward View
Board.
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EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.
Positive NHS England feedback following GP Forward View
submission noted by Governing Body.
Enhanced Access - ‘UNIFY’ template submitted to NHS England
quarterly.

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

1

CCG uncertain of commitment to GP Forward View from some Member
Practices.

2

Workforce requirements for future demand unclear. Development and
availability of clinical and non-clinical workforce.

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Lack of specific intelligence to indicate
underlying reasons for variation of commitment
1
from specific Member Practices
2

Oversight by Governing Body of workforce
planning and strategy for primary care

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?

1

GP led engagement with Member Practices and
Neighbourhoods to facilitate support and
encourage commitment.

2

Workforce Strategy to be produced by end of
2017/18

3

3

3

4

4

4

5

5

5

6

6

6

Ongoing

March18

UPDATES ON PROGRESS/ACTIONS

Q1

Q2

LCCG selected as ‘Test Site’ for GP Forward View by NHS England which should bring transformational support funding (CCG has to submit plan for funding to NHS England by end of Q2 2017/18).
LCCG –centric Comms/newsletter to be sent to all practices as supplement to national communications and briefings re: GP Forward View. CCG is also hosting National Recruitment Event in early
2018. City-wide Provider Group Alliance includes provision of Primary Care and representation and involvement to drive forward the city-wide transformation of service delivery and outcomes.

Q3
Q4
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STRATEGIC OBJECTIVE 6: To involve, consult and engage with patients and local communities on the planning and transformation of healthcare services
RISK ID:

GBAF013

RESPONSIBLE COMMITTEE:

GOVERNING BODY

Likelihood

Initial

L
3

3

L

C

3

3

L

C

2

3

Target

Communication and engagement with patients and
the public on CCG priorities, ‘cases for change’ and
transformational programmes where service delivery
is complex. Risk that public perceptions of service
reductions leads to loss of confidence in CCG
decisions, loss of ‘buy in’ from communities and
stakeholders and potential legal challenges.

Consequence

Current

RISK DESCRIPTION & LIKELY IMPACT

SMT LEAD:

CAROLE HILL

GOVERNING BODY
LEAD:

LAY MEMBER PATIENT
ENGAGEMENT

Rating

DATE OF NEXT REVIEW:

TREND

JANUARY 2018

CCG IAF DOMAIN/INDICATOR

WELL LED

C
9

9
Assurance Rating (Significant, Reasonable or Limited)

6
Q1

Reasonable

Q2

Reasonable

Q3

Q4

KEY CONTROLS OR MITIGATION: What are we currently doing to control the risks? Provide the date e.g. when the policy/procedure was last updated

1

Engagement and Communications Strategy

2

Healthy Liverpool processes for major service change

3
4

April 2017

6

Community Research Volunteers scheme launched 2016/17 to support NHS CCG
in extending reach into communities.

April 2017

Pre-assessment’ Equality Impact Assessments embedded into the engagement
planning process

April 2017

7

Well established digital engagement and social media presence.

April 2017

Stakeholder Database created and utilised for all consultation exercises

April 2017

April 2017

Patient Engagement and Experience Group established which reports to the Quality,
Safety & Outcomes Committee

April 2017

Patient Representatives (Programme and Project level)

April 2017

8

9

5

Engagement Partners Framework in place (reviewed in 2016/17)

April 2017

10

ASSURANCES: What evidence do we have to demonstrate that the controls are having an impact? How is the effectiveness of the control being assessed?
POSITIVE INTERNAL ASSURANCES

OTHER INTERNAL ASSURANCE:

1. Governing Body oversight maintained via Healthy Liverpool
CCG online engagement platform provides a single source for
Programme Board feedback
patient and public engagement information and data.
2. Patient Engagement and Experience Group reports to the Quality,
Safety & Outcomes Committee
3. Healthwatch represented on the CCG Governing Body
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EXTERNAL ASSURANCE: e.g. internal or external audits, surveys,
benchmarking, reports etc.
NHSE Assurance Process for major service change
Annual report includes a required chapter on public involvement
CCG Assessment against the new Patient and Community
Engagement Indicator – CCG rated Green

KEY GAPS IN CONTROLS: Where are we failing to put controls/systems in place?

Delayed consultation for Liverpool Women’s Hospital and Trauma &
Orthopaedics reconfiguration.
1

Gaps in Assurance: Where are we failing to gain
evidence that our controls/systems, on which we
place reliance, are effective?
Further assurance required from NHSE
regarding the financial case and an independent
clinical review
1

Joint Committee not yet established.
2

2

Relationships with the voluntary and community sector.
3

3

4

4

Actions Planned: What plans are in place to reduce the gaps in
controls/mitigation or provide assurance?

1

Governance process to approve the
establishment of the Joint Committee;
representation on the committee and the
delegation of decision-making for hospital
service reconfiguration.
A framework is required to develop coproduction and effective engagement with the
sector.

2

3
4

UPDATES ON PROGRESS/ACTIONS

Q1

Q2

1. Memorandum of Understanding between CCG and VCFS presented at November 2017 Governing Body Development Session.
2. NHS England assurance for women’s consultation expected in Q3 2017/18.

Q3
Q4
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1. Three North Mersey Overview & Scrutiny
Committees have agreed substantial variation
and will convene a joint OSC for the
consultation.
2. Public Consultation & evaluation of
respondents.
3. Final report to be presented to Trust Boards
and CCG Governing Bodies.
1. Terms of reference to be agreed by the three
North Mersey CCGs
2. Representatives to be agreed Work programme
to be identified
3. Committee to be formally established by Jan
2018.
Memorandum of Understanding to be agreed
between the CCG and the VCFS (facilitated by
LCVS).

Completed

Completed
Jan 18
Jan 18

Jan 18

NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
FINANCE PROCUREMENT AND CONTRACTING COMMITTEE
MINUTES OF MEETING HELD ON TUESDAY 24TH OCTOBER 2017
10AM TO 12PM
ROOM 2, LIVERPOOL CCG, THE DEPARTMENT, LIVERPOOL, L1
2SA
Present
Jan Ledward (JLe)
Mark Bakewell (MB)
Maurice Smith (MS)
In Attendance
Ian Davies (ID)
Jane Lunt (JL)
Derek Rothwell (DR)
Tina Atkins (TA)

Interim Chief Officer
Acting Chief Finance Officer
GB Member – GP

Paula Jones

Chief Operating Officer
Head of Quality/Chief Nurse
Head of Contracts, Procurement & BI
Governing Body Practice Manager
Representative
Committee Secretary (Minutes)

Apologies
Nadim Fazlani (NF)

GB Member - GP

Part 1: Introductions and Apologies
It was noted that as there was no Lay Member present (due to the post
of Lay Member for Financial Management being recruited to) the
meeting was not quorate and although no decisions were required of the
committee, it was acknowledged that this was the case. It was
understood that this was going to be a consistent issue for most of the
CCG committees until the Lay Member recruitment process was
completed.
1.1

Declarations of Interest
There were no declarations of interest made specific to the
agenda.
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1.2

Minutes and action points from the meeting on 26th
September 2017.
The minutes of the meeting on 26th September 2017 were
approved as an accurate record of the discussions which had
taken place.

1.3

Matters Arising Not already on the Agenda
1.3.1

Action Point One – it was noted that the minutes of the
August 2017 meeting had been corrected.

1.3.2

Action Point Two – MB updated the Finance, Procurement
and Contracting Committee that the Senior Information
Risk Officer (‘SIRO’) role had not yet been clarified and
that both this roles of Caldicott Guardian and Data
Protection Officer roles needed to be ratified with JLe
(Interim Chief Officer). An update would be brought back
to the next meeting.

1.3.3

Action Point Three – MB referred to the action for
proposal/settlement to the Royal Liverpool Hospital
contract dispute and resolution of the technical contract
issue going forward being brought to the Governing Body
and updated that this matter was still on-going.

1.3.4

Action Point Four – it was noted that there was a Cash
Releasing Efficiency Savings (‘CRES’) paper on the
agenda which provided more information on the
adjustment in Primary Care CRES for out of hours.

1.3.5

Action Point Five – it was noted that the omitted Urgent
Care Month 4 Over-performance paper had been
circulated after the 26th September 2017 meeting.

1.3.6

Action Point Six – it was noted that Critical Care Coding
across all trusts was to be brought back to the December
2017 or January 2017 meetings.

1.3.7

Action Point Seven – it was noted that the update on the
Better Care Fund was for the November 2017 meeting.
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1.3.8

Action Point Eight – it was noted that an update on the
procurement process for Continuing Healthcare was an
action for the November 2017 meeting.

1.3.9

Action Point Nine – JL confirmed that the Risk Register
scoring re the commissioning intentions for Continuing
Healthcare had been reviewed.

1.3.10 Action Point Ten – it was noted that as the meeting had
been quorate in September 2017 it had been able to
approve the Data Centre Infrastructure and the Advanced
Analytics Services Waivers and therefore the action to
bring these back to the Finance Procurement &
Contracting Committee and possibly the Governing Body
was no longer required and the minutes would be
amended.
1.3.11 Action Point Eleven – MB updated that the review of the
Risk Register scoring was on track.
Part 2:

Updates

No items
Part 3:
3.1

Performance

Finance Update September 2017 – Month 6 17/18 Report No:
FPCC 62-17
MB presented a paper to the Finance Procurement & Contracting
Committee which summarised performance for September 2017
(Month 6) with details of financial performance regarding delivery
of NHS England Business Rules and assessment of the risk to the
delivery of the forecast outturn position.
The main points highlighted were as follows:
•

A reminder of the 2017/18 planning requirements was the
delivery of an in year break even position resulting in a
cumulative surplus position of £16.4m. Plans also assumes
holding of the 0.5% risk reserve (national element) as a
Headroom Reserve, which dependent upon national direction
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may release a further £3.9m towards the CCG surplus position,
resulting in a surplus of £20.378m.
•

Performance indicators were all rated green except for the
2017/18 cumulative year to date position financial position
which was showing an adverse variance of £1.2m. This was as
a result of both prior year pressures (Royal Liverpool Hospital
contract dispute issues and Packages of Care) and current
year over performance pressures (Acute Contracts, Packages
of Care and CRES non-delivery).

•

Further information was then reported on the respective
variances for month 6 (September) reporting period. The key
issues raised being consistent with previous months reporting:

•

There was a £1.1m year to date pressure against the Non
Acting As One contracts with St Helens & Knowsley NHS Trust
and Spire, this was mostly around elective activity.

•

Acute Commissioning adverse impact of the 2016/17 outturn
£2.2m comprising £0.4m of performance post accounts position
due to reconciliation timetable and £1.8m in relation to Royal
Liverpool and Broadgreen University Hospitals NHS Trust
contract settlement

•

Mental Health and Continuing Care continued to reflect an
adverse year to date positions based on increase number of
individual package costs.

•

Primary Care & Prescribing budgets contained a number of
adverse / favourable variances with the previous year’s
pressures being offset against in-year favourable variances
resulting in an overall favourable position but anticipated
pressures later in the financial year particularly with regards to
prescribing.

•

Impact of unidentified Cash Releasing Efficiency Savings
(‘CRES’) was £1.3m year to date but offset against the
contingency held and slippage on other earmarked reserves
and a small underspend on the Running Cost Allowance.
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•

Further analysis of the position has been undertaken in the
form of a ‘Run Rate’ Review of the combination of prior and
current year expenditure.

•

Further information was provided on respective month on
month movements as highlighted within the report:

•

ID queried the position with regards to increases in activity on
community expenditure (including telehealth) as per the report.
MB explained that this was an increase as a comparison
comparing month on month position but was in line with
trajectory.

•

ID queried whether the increases in the ‘Continuing Healthcare
costs related to recharges for joint funding packages with
Liverpool City Council and how did we agree with Liverpool City
Council what was jointly funded and what was not. JL noted
that the CCG did meet with Liverpool City Council regularly to
ensure that due process was being followed to there was
challenge in place to prevent “stretching”. DR noted that this
was also on the radar of the Contracts Team to monitor
whether a 50/50 split was appropriate or if this should be
different.

•

MS queried the reference to reductions in physical activity
expenditure as Physical Activity Clinical Lead he was not aware
of this. MB would provide further detail on this at the next
meeting.

•

MB updated the committee on the current forecast outturn
position and that the CCG was reporting an outturn position
compliant with the 2017/18 Plan and reflective of delivery of
business rules for the year.

•

Based on month 6 reporting information there were forecast
operational pressures of £7.34m, this was offset against
contingency / earmarked reserves of £6.075m which left a gap
of further mitigations required of £1.264m.

•

This assumed no material movement in forecast outturn
assumptions, the delivery of CRES savings as identified (based
on delivery of £21.613m.
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•

To close the £1.264m forecast outturn breakeven “in-year”
position gap the following improvements would need to be
generated:
o reduce the value of the CRES non-delivery (currently
£4.567m)
o reduce operational forecast outturn pressures of £7.34m;
o increase the slippage against ‘other earmarked’ reserves
above the current £4.07m.

•

With regards to Cash Releasing Efficiency Savings, further
amendments to the planning assumptions for month 6 reporting
resulting in an adverse movement in month.
This was
predominantly due to movements in the non “Acting As One”
schemes an additional £0.5m as reflected in separate report to
todays finance committee.

•

MB reported on additional financial risks that may need to be
taken into consideration as part of forecasting assumptions and
were consistent with the assessment as required in its reporting
to NHS England was as follows:

•

As reported in the main body, £1.264m gap in outturn
assumptions to deliver in-year break-even position, with a
potential risk of circa £0.750m assessed against the delivery of
£2.0m CHC Packages of Care efficiency programme pending
full assessment of care packages on the recently implemented
ADAM system.

•

Discussions are ongoing with NHS Property Services around
void spaces charging (£0.45m) and the HMRC Inquiry around
Governing Body GP members pay were highlighted as relevant
financial risks (£0.2m)

•

MB concluded by highlighting the key elements of the CCG’s
Statement of Financial Position as at the end of September
2017: the CCG’s cash balance at the end of the month was
below target and the Better Payment Practice Code
performance remained above the 95% target for the payment of
invoices to both NHS & non-NHS organisations..

Members of the Finance Procurement & Contracting Committee
commented as follows:
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•

ID referred to the financial risks and asked how much of this
should be in the public domain i.e. on the Corporate Risk
Register and in the Finance Report which would be presented
at the Governing Body meeting in November 2017, particularly
referring to Continuing Healthcare/ADAM system and the
HMRC Inquiry. MB commented that he felt it was important for
the CCG to report on a consistent basis both internally and
externally and that the basis for reporting should be transparent
and open.

•

TA queried the proposed approach towards next financial
year’s planning for St Helens & Knowsley and Spire contracts
from a financial and a quality aspect. DR noted that there was
increased activity being seen through St Helens & Knowsley
NHS Trust from Liverpool patients which was impacting on the
CRES plans but it was recognised that waiting times was an
influential factor with waiting times at these providers being
more favourable.

•

JLe asked how much of this information could be shared with
local provider and how much could we challenge them about
their efficiency and flow.

•

DR commented that the St Helens trajectory was a known
issue with the trusts activity increasing year on year.

•

JLe commented that she would have a discussion with the
Chief Executive at the Royal Liverpool Hospital, particularly
around activity “leaking” to out of area trusts, and understood
that under Acting As One it did not affect them financially as
income was guaranteed but would be an issue for the future.
JLe asked for a comparison of activity last year (before Acting
as One) with this year (first year of Acting as One) which DR
agreed to carry out as part of November FPCC contract activity
report.
MB commented that one of the potential frustrations with acting
as one could be the lack of progress on taking on costs out of
the systems during this period of relative contract / financial
stability, and it was important not to waste the next 12 to 18
months.
Page 7 of 13

227

TA felt that Primary Care had not made best use of the Acting
as One contracts to ensure that they could work more efficiently
with Secondary Care.
MS noted the role of Right Care in making decisions on where
to focus and make efficiencies. JLe felt that there was enough
data in the system to make decisions now for next year and DR
agreed to ask Helen McManus from Business Intelligence to
pull together information on Right Care for the next meeting.
• JL noted that it was important to note that Right Care did not
have 100% coverage of the CCG’s commissioning activities
and the work with the Midlands and Lancashire Commissioning
Support Unit over Continuing Healthcare showed how difficult it
was when balancing the Commissioning Support Unit’s
priorities with the CCG’s
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the current financial position and risks associated
with delivery of the forecast outturn position.
 Noted the stated assumptions regarding proposed
recovery solutions to deliver the required business rules
based on current forecast outturn assumptions.
3.2

Cash Releasing Efficiency Savings (‘CRES’) 2017/18 Report
No: FPCC 63-17
MB presented the progress with regards to the Cash Releasing
Efficiency Savings position with the 2017/18 financial year and
position based on month 6 reporting.
CCG Financial Planning Assumptions assumed a required level of
savings in order to deliver NHS England Business Planning Rules
for the 2017-18 financial year.
Revised planning assumptions resulted in a revised CRES plan of
£26.18m for the 2017/18 financial year which was supported by the
development of a new CRES Tracking tool in order to monitor both
financial and non-financial aspects of implementation.
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The Forecast CRES Savings Plans at the end of September 2017
resulted in £4.6m adverse variance away from planned savings of
£26.2m with an assumption of £21.6m achievement by the end of
the financial year.
Planned savings assumed at this point in the financial year had
been assumed at £14.7m, delivery at this stage was assessed as
£12.1m with an adverse variance of £2.6m.
ID queried with movement on ‘Support Talk Act Review Share’
Service (‘STARS’)/Continuing Healthcare under End of Life Care
as to why the procurement had not saved money. DR responded
that the number of patients going through the service had not been
as high as forecast so the savings were not likely to be achieved,
DR agreed to check this.
JLe referred to the figures for Out of Area placements for packages
of care re learning disabilities. DR responded that work was ongoing with the Commissioning Support Unit to move patients back
into area in appropriate facilities which in turn freed up capacity in
the specialist units. For the year to date 40 to 60 packages of care
had been stepped down and the CCG was working with the
Commissioning Support Unit to maximise savings.
JLe wanted assurance that the savings values given by the
Commissioning Support Unit could be delivered and felt that this
needed to be highlighted as a risk and a recovery plan put in place.
The same applied for jointly funded packages.
MB noted that the next Financial Resilience & Oversight Group
meeting in November 2017 would be carrying out a “deep dive” on
Continuing Healthcare CRES schedules and schemes.
MB also commented that although good progress had been made
this year in terms of the tracking tools there were still lessons to be
learned which was contributing to the current position. This would
involve more time to consider / challenge the savings plans which
would have led to a more robust plan. However, due to the time
constraints of budget setting and the information available at the
time the assumptions used were felt to be reasonable at the time
and that the CCG was looking to advance planning discussions
during Q3 of 2017-18 financial year for 2018-19 which should give
greater scope for query & validation.
Page 9 of 13

229

The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the updates to CRES assumptions for the 2017-18
financial year
 Noted the current position and potential impact upon the
delivery of NHS England Business Rules Delivery within
the financial year.
3.3

Financial Resilience & Oversight Group (‘FROG’) - Verbal
MB updated the Finance Procurement & Contracting Committee
on FROG meetings held / due to take place.
The next FROG was due to meet next on Friday 27th October 2017
which would have a “deep dive” into the Non Acting as One
contracts and CRES savings schemes.
Given the financial position, it was vital that FROG plays its role in
terms of gaining assurance on savings delivery and providing a
robust challenge to assumptions.
The Terms of Reference were subject to a review before the end
of the financial year and would need to be updated to reflect areas
of required improvement and good practice from other areas.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the verbal update.

Part 4:
4.1

Strategy & Commissioning

Supported Living and Accommodation in Queen’s Drive,
Liverpool Project – Report No: FPCC 64-17
DR and JL presented a paper on the decision to provide supported
living and accommodation for six people in Queen’s Drive,
Liverpool commencing October 2017.
JL referred to the transformation of care programme for Learning
Disabilities. The overarching principles which defined what ‘good’
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services for people with Learning Disabilities and/or autism
published in the draft service model for a radical re-design of
services were:
1.
2.
3.
4.
5.
6.
7.
8.
9.

A good and meaningful life
Person centred
Family and carers meaningfully involved
Support to family and paid staff
Choice of where and who the person lived with
Mainstream health services met needs
Specialist multi-disciplinary health support
community
Social care support in the community
Hospital care met specific needs.

in

the

This was part of the Winterbourne View with the challenge being to
have the correct clinical pathways in place locally. It would then be
rolled out as part of the national programme so was part of a much
broader piece of work. Workforce development would ensure that
staff had the correct training to deal with behavioural issues rather
than to need to resort to physical or chemical restraint. Some
learning Disabilities patients also had challenging behaviour, so
services for these patients required the ability to manage this
effectively.
Six patients had been identified as potential recipients of the
Queen’s Drive Supported Living Service which would:
 Have a full-time project manager, trained and qualified as a
PBS coach
 Have project seniors (experienced practitioners) who will be on
a rota to ensure support is effective day to day. This will
include night time support.
 Have both day staff and specific night staff and some who will
cross over the two.
 Have access to Options 24/7 and 365 day on-call service
which includes both managerial advice and additional support
worker deployment if needed.
 Provide additional training for staff to ensure they are
effectively trained for the specific challenges they may face –
this will include ligature training, Management of Violence and
aggression (MVA) training, Positive Behavioural Support
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(‘PBS’) training and any other training pertinent to the
individuals being supported.
 Monthly supervisions and weekly, fortnightly or monthly team
meetings as required for the staff team
 A focus on culture and resilience to minimise turnover
 Each person supported will have their own staff team, matched
to their needs and wishes.
The cost of Learning Disability placements was significant. The
funding arrangements for Queen’s Drive was a block contract for
the initial 12 months commencing 1st September 2017 for £1.2m
which equated to £100k per month (50% Liverpool City Council /
50% Liverpool CCG funded). The current placement costs for the
six patients in question was £1.3m for the year. The transfer of
some patients from the STAR unit to Queens Drive would free up
beds for patients who would required more from the STAR unit
service. Some patients transferring in to the new service from out
of area would bring a “dowry” payment. .
JL noted that the STAR unit beds were usually filled by Liverpool
patients (via block contract basis) although it was a shared unit
with Sefton.
MB explained that the decision to provide supported living and
accommodation for 6 people in Queens Drive commencing
October 2017 had already been made under existing
arrangements and that the Finance Procurement & Contracting
Committee was being asked to note it.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the decision and progress towards provision of
supported living and accommodation for 6 people in
Queens Drive, Liverpool, commencing October 2017.
Part 5:
5.1

Governance

Information Governance – Standing Item
MB updated the Finance Procurement & Contracting Committee
that the evidence requirements relating to the Information
Governance Toolkit continued to be progressed and feedback from
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Mersey Internal Audit Agency was positive and the CCG was on
track.
The Information Governance Steering Group had been meeting on
a regular basis to discuss IG issues and progress against the
Information Governance Improvement Plan activities and future
plans for the GDPR regulations
The next scheduled meeting was at the end of October 2017 and
would pick up on:
• General Data Protection Regulations for next year.
• Finalising role of the Data Protection Officer.
• The need to have evidence of activity with the information
holders through December 2017/January 2018 and Peter
Case-Upton, Mersey Internal Audit Agency, was looking at this.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the verbal update.
6.

7.

Any Other Business
6.1

MS referred to the reference to Delayed Transfers of Care in
the minutes and advised that NHS Innovation Agency had an
IT solution which could show where there were providers
with capacity in the system to provide care packages. He
had spoken to the Urgent Care Clinical Lead for a view on
this and whether it was worth considering.

6.2

It was agreed that the date of the December 2017 meeting
should be brought forward to Tuesday 19th December 2017
at 10am.

Date and time of next meeting
Tuesday 28th November 2017 Room 2 10am The Department
Lewis’s Building L1 2SA.
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
QUALITY SAFETY & OUTCOMES COMMITTEE
Minutes of meeting held on Tuesday 7th November 2017 at 3pm
Meeting Room 2, The Department, Lewis’s Building
Present
Jane Lunt (JL)
Fiona Lemmens (FL)
Donal O’Donoghue (DOD)
Jan Ledward (JLe)
Shamim Rose (SR)

In attendance
Sarah Thwaites (ST)
Julia Burrows (JB)
Jacqui Waterhouse (JW)
Jan Eccleston (JE)
Carmel Hale (CH)
Liz Johnson (LH)
Sallyanne Hunter (SAH)
Paula Jones

Head of Quality/Chief Nurse & Vice
Chair (In the Chair)
GP Governing Body Member
Secondary Care Clinician (left before
item 5.2)
Interim Chief Officer
GP Governing Body Member

Healthwatch
Quality Manager
Locality Manager
Clinical Quality & Safety Manager
Designated Nurse Safeguarding Adults,
Safeguarding Service
Senior Programme Manager – Children
& Maternity
Customer Relations Lead
Committee Secretary

Apologies
Kerry Lloyd (KL)
Mavis Morgan (MM)
Stephen Sutcliffe (SS)

Deputy Chief Nurse
Patient Representative
GP Governing Body Member

Part 1: Introductions & Apologies
1.1 WELCOME & INTRODUCTIONS
JL, Vice Chair, Chaired the meeting as the Lay Member for Patient
Engagement/committee chair had now left the CCG. The CCG was in
the process of recruiting new Lay Members to take it up to the
complement of four and hopefully these would be in place over the
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next couple of months. It was noted that KL was attending the MADE
event at Aintree Hospital and had sent apologies.

1.2 DECLARATIONS OF INTEREST
SR declared an interest in item 3.1 as she had three children with
special needs. It was noted that this as there was no decision being
made around the Special Educational Needs & Disability system there
was no conflict of interest and her personal observations were useful
for the discussion taking place.
1.3 MINUTES AND ACTIONS FROM 3RD OCTOBER 2017
The minutes of the meeting which took place on 3rd October 2017 were
agreed as an accurate record of the discussions which had taken
place, subject to the following amendments:
• Item 1.4.2 page 3 – FL noted that the generic safeguarding
nhs.net account would be the same as the one practices already
had.
• Item 2.1 Safeguarding Quarterly Report page 6 - JL corrected
the name of the board in question to Corporate Parenting Board.
• Item 4.1 Early Warning Dashboard page 11 – DOD noted that
the need to have Core Cities comparator information for trust
Friends & Family and Staff Survey information should have been
included on the list of action points (it was noted that this
information had now been received). Also he asked for the
comment about staff morale in the second bullet on page 11 to
be amended to make it clear that it was staff morale within
providers which was low.
• Item 5.1 Standard Operating Procedure for the Management of
Serious Incidents reported by Mersey Care (community
services) – FL noted that the comment that the Mersey Care
contract was awarded in perpetuity had been made by KL not
FL.
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1.4

MATTERS ARISING NOT ALREADY ON THE AGENDA:
1.4.1 Action Point One – it was noted that the Individual Patient
Activity was to go to the Governing Body along with the full
suite of policies when all were ready.
1.4.2 Action Point Two – JL noted that a response was still awaited
from Liverpool City Council to the last letter sent around Looked
After Children and when that was received the full suite of
letters would be circulated to the Quality Safety & Outcomes
Committee.
1.4.3 Action Point Three – ST updated the Quality Safety &
Outcomes Committee with regard to Healthwatch sending the
Royal Liverpool Hospital Listening Event report to the Clinical
Quality & Performance Group it would be good for Healthwatch
to have a contact email for the Clinical Quality & Performance
Groups - to share information.
1.4.4 Action Point Four – it was noted that the work from the
Safeguarding Adults Board re safeguarding referrals from Care
Homes was ongoing and would come back to the Quality Safety
& Outcomes when available.
1.4.5 Action Point Five – the Continuing Care Policy had been
deferred to the December 2017 meeting.
1.4.6 Action Point Six – the Care Homes Standard Operating
Procedure was on the agenda for the November 2017 Quality
Safety & Outcomes Committee.
1.4.7 Action Point Seven – it was noted that the report on End of Life
Quality was to come to the December 2017 Quality Safety &
Outcomes.
1.4.8 Action Point Eight – there was an in depth report on Aintree
Hospital on the November 2017 Quality Safety & Outcomes
Committee agenda.
1.4.9 Action Point Nine – JL updated the Quality Safety & Outcomes
Committee that the inaugural meeting of the UC24 Clinical
Quality & Performance Group was scheduled for early
December 2017. Although quality featured on contract
performance meetings the agenda was becoming swamped by
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contractual issues hence the need for its own Clinical Quality &
Performance Group for the quality of all its services, and this
was in conjunction with Halton & Knowsley CCGs. FL asked if
this included in hours primary care to which JL responded that
care needed to be taken not to overlap with processes which
were already in place.
1.4.10 Action Point Ten – JL updated the Quality Safety & Outcomes
Committee on the issue of Clatterbridge having a different
safeguarding assurance offer and current quality assurance
processes varied. Liverpool CCG needed to understand and
clarify arrangements and report back to the Quality Safety &
Outcomes Committee when this was completed.
Part 2: Updates
2.1

QUALITY SAFETY & ASSURANCE GROUP UPDATE – VERBAL
JW tabled a reporting template referring to the last meeting of the
Quality Safety & Assurance Group (‘QSAG’) which had taken place
on 4th October 2017. In between the formal quarterly reporting,
reporting, after each bi-monthly QSAG meeting would be provided via
the reporting template format. There had been four issued raised at
the October 2017 QSAG meeting:
1.

Fluctuating capacity in adults - the risk was that patients with
fluctuating capacity would refuse treatment and therefore Hill
Dickinson had been asked to review a mock case and this had
resulted in a flowchart being developed. The Primary Care
Safeguarding Team were holding workshops for Safeguarding
GPs in 2018. JL commented that the CCG did not have the
right processes in place so going forward Safeguarding Services
would be brought into the CCG from the current hosted service
and this would be used as an opportunity to tease out the issues
around roles and capacity.

2.

End of Life Care theme from complaints
The October 2017 Locality Workshops had focussed on End of
Life led by the End of Life GPs and Specialist Palliative Care
Team. The End of Life Group were considering the use of the
Manchester Safety Framework meetings. The Locality Meeting
had been well attended with 63 out of 92 practices represented,
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nurses and practice managers would take the learning back to
their professional groups.
3.

Variation in quality of Significant Event Analysis
There were missed opportunities for learning and the QSAG was
to confirm and advise practices on best practice pro forma and
provide training in 2018 to include ownership, culture, best
practice, clinical involvement and shared learning.

4.

Variation in quality of complaint responses
Some complaints were not being resolved and were being
escalated to the Ombudsman therefore the CCG Customer
Relations Lead and NHS England were to provide complaints
training.

The Quality Safety & Outcomes Committee:
 Noted the verbal update.

Part 3: Strategy & Commissioning
3.1

LIVERPOOL CCG ACTION PLAN AGINST DOH/CDE SPECIAL
EDUCATIONAL NEEDS & DISABILITY (‘SEND’) AUDIT TOOL
OCTOBER 2017 – REPORT NO: QSOC 58-17
LJ presented a paper to the Quality Safety & Outcomes Committee to
provide details of the outcome of the Department of Health/CDC
Audit (August 2016) in relation to the requirements of the Children’s
and Families Act 2014 and 0-25 SEND Code of Practice 2015 and to
provide an exception report on those areas potential reduced in Rag
Rating compared with the Audit undertaken in 2016. The report
highlighted areas that were not at the level of performance we had
been at previously. This might appear to deteriorate further next year
as the organisation was much more self-aware and able to
understand the legislation. There was work to be done around the
quality of the Education Health and Care Plans (‘ECHPs’) although
there had already been improvement.
The following areas were highlighted:
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• Leadership – this had moved from Green to Amber for
Children’s Continuing Care. We were now looking at how
assessments produced collaboration to support the parties
involved and discussions were ongoing with Commissioning
Support Unit colleagues to demonstrate a clear pathway.
• Joint arrangements – there was a dispute resolution policy for
continuing care and so this needed to be adopted for SEND.
• Commissioning – practices needed to keep a register of
children with learning disabilities and this aspect had moved
from amber to red. There should be one in each GP practice,
we did have access to the Local Authority register but this was
a voluntary register. Work was being done on a system
whereby the EHCP would flag up on the GP system and we
would have this next year.
• Engagement – we needed to record the experience of children
with SEND and this was still showing as red as there was more
work to be done.
• Monitoring – there was a potential gap in the consideration and
collection of questionnaires from service users. From 1st April
2017 this was a Key Performance Indicator for Alder Hey which
would provide us with a baseline. JL commented that Liverpool
was ahead of other CCGs even though we still had a long way
to go. There was a Alder Hey Strategic SEND Group involving
Liverpool, Knowsley and South Sefton CCGs. SEND involved
ages 0 to 25 years, the new Director of Children’s Services in
Liverpool was looking at key partnership working. A strategy
was being developed in Liverpool. An improvement plant was
required to understand the pressures and implications.
DOD asked about the detailed data behind the report, LJ noted that
there was a workplan and agreed to bring back to the next meeting
the overall action plan for performance around the areas marked as
red and amber.
SR, as a parent of children with special needs commented on the
improvement in the quality of the recent EHCP carried out for one of
her children in comparison to previous ones. She felt that the
approach taken was more thorough and holistic.
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ST noted that she would contact LJ outside of the meeting to discuss
the role of Healthwatch in dispute resolution.
FL referred to the GP practice Register of Children with Learning
Disabilities and felt that it would be simple to build on the information
which General Practice did have via QOF to produce this.
The Quality Safety & Outcomes Committee:
 Formally acknowledged the Audit and Action Plan, and
adopted same as the measurement of progress to be
reported on an annual basis to the Quality Safety &
Outcomes Committee and Children and Families Trust Board.
 Looked forward to receiving the Action Plan at the December
2017 meeting.
3.2

SAFEGUARDING CARE HOME STANDARD OPERATING
PROCEDURE (‘SOP’) SEPTEMBER 2017 – REPORT NO: QSOC
59-17
CH presented a paper to the Quality Safety & Outcomes Committee
to seek approval for the implementation of the Safeguarding Care
Home Standard Operating Procedure developed in collaboration with
Liverpool Local Authority, Liverpool CCG Continuing Healthcare
Team and Liverpool Community Health Safeguarding Adult Team.
The Care Home Standard Operating Procedure clearly outlined roles
and responsibilities for undertaking safeguarding section 42 enquiries
and focussed on how the Safeguarding Service, Continuing
Healthcare Team at the Commissioning Support Unit and Liverpool
Community Health Safeguarding Adults Team supported the Local
Authority to investigate safeguarding concerns reported to it.
DOD noted the frequent use of the word “timely” and asked when the
annual audit was done. FL noted that the report did not state that the
audit was annual. CH responded that a quarterly report was sent to
the Quality Safety & Outcomes Committee and the audit would be
provided annually but the annual audit could be undertaken anytime.
JLe asked for it to be made very clear that the Local Authority led on
this area. FL noted that the documentation was not clear about those
individuals who were self-funded or Local Authority funded but not
Continuing Healthcare. She also referred to Liverpool patients in
care homes in other areas. JL responded that the Local Authority
Adult Safeguarding Policies/procedures supported this and the
process needed to be standardised across the North West. The
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Standard Operating Procedure was aimed at the more complex
patients although safeguarding was the responsibility of the Local
Authority. CH agreed, noting that the Local Authority was the lead for
safeguarding with the support of the CCG or Liverpool Community
Health as appropriate. It had been discovered that safeguarding
concerns for Continuing Healthcare patients were not being fed back
and we would need to streamline the process. JL added that every
patient was safeguarded but the Standard Operating Procedure
referred to commissioned patients. The CCG commissioned the
placements but then other organisations became involved such as
Liverpool Community Health or Continuing Healthcare and it became
quite complex. JLe requested that this process be clarified. It was
agreed that the Standard Operating Procedure was approved by the
Quality Safety & Outcomes Committee subject to CH clarifying NHS
funded care as requested.
The Quality Safety & Outcomes Committee:
 Noted the content of the Standard Operating Procedure.
 Approved the implementation of the Safeguarding Care Home
Standard Operating Procedure.
 Standard Operating Procedure to feature clarification of roles
of Local Authority, Liverpool CCG, Liverpool Community
Health and Continuing Healthcare.

3.3

AINTREE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
QUALITY DEEP DIVE – REPORT NO: QSOC 60-17
As KL had sent apologies to the meeting in order to attend the
Aintree MADE event JL presented the paper to the Quality Safety &
Outcomes Committee which provided an overview of the quality and
safety profile of Aintree University Hospital NHS Foundation Trust.
The Trust had moved to Enhanced Surveillance, there had been
quality issues for some time, a Care Quality Commission inspection
in 2014 rated the trust as “Good” overall but with the rating of
“Requires Improvement” on the category of Well Led which had led to
a change in the senior management team. In September 2016 the
Care Quality Commission had inspected again and the Trust was
rated as “Good” overall and “Good” in all domains and had been
stepped down from Enhanced Surveillance to Routine Surveillance.
However recent concerns had been raised in relation to the quality of
care at Aintree University Hospital by a number of stakeholders.
Some of the concerns related to Trust performance against some key
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quality related indicators. This had prompted escalation through NHS
England surveillance mechanisms, including escalation via the
Cheshire and Mersey Quality Surveillance Group and subsequent
completion of a Quality Risk Profile (QRP) by commissioners, NHS
England and regulators in September 2017. At the time of writing, an
update was awaited from NHS England, in relation to the
coordination of a meeting with Aintree University colleagues to agree
finalised Quality Risk Profile status:
•

Were Services Safe?
o As at August 2017 the level of Band 5 Registered Nurse
vacancies across all areas was 123.25 whole time equivalent.
Positive recruitment strategies had reduced this by 90 whole
time equivalent Band 5 Registered Nurses starting between
September and November 2017. The trust was looked at
Healthcare Assistants taking on other posts rather than
recruiting like for like to support staffing on wards, however
there would be issues around Registered Nurses having cover
so this would be an interim arrangement. To support workforce
retention, a new process for supporting newly qualified RNs
through the preceptorship period had been developed and
approved at Workforce Executive Led Group. The programme
included a four -week supernumerary training period, during
which enhanced clinical skills were taught and competency
assessed e.g. cannulation, catheterisation. Additional days
were built into the 12-month programme to support ongoing
learning needs and development. It was important for
workforce to feel supported by the trust.
o Mortality rates had been subject to external scrutiny and
between 2013 and 2017 the trust had moved from being an
outlier to normal but with concerns around Sepsis and
safeguarding (now an agreement was in place with Liverpool
Women’s Hospital to support the Safeguarding Team at Aintree
which would demonstrate reasonable assurance).
o MRSA – there had been one case.
o Incident reporting had increased and clinical negligence claims
had decreased, as had the number of complaints but one of
these had been major.

•

Were Services Effective?
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o A&E Four Hour waits – the trust had found the target extremely
challenging and was one of the worst performing trusts in
England.
o Average length of stay had increased for non-elective
admissions.
o Discharge and flow was poor, hence the Multi Agency
Discharge Event (‘MADE’) event being held that day.
o The trust was achieving the 18 week Referral to Treatment
target overall but was underperforming in certain specialities
such as Ophthalmology. Dermatology was closed to new
referrals.
o Stroke patients – it was difficult to achieve the correct level of
input with not all stroke unit beds being kept free.
o There was over-use of diagnostics.
o There were concerns over the “Advice & Guidance” and virtual
clinics.
•

Were Services Positively Experience by Patients and Families?
o Friends & Family Test – 96% recommended the trust as a place
to have treatment, 2% did not. It was noted that North
Liverpool patients were very loyal to Aintree Hospital. The
2016 Staff Survey results were in general ok. JL noted that this
should be triangulated within other performance information but
the issues for which the trust was in Enhanced Surveillance and
subject to a Quality Risk Profile were around A&E performance.
o ST noted that patients were very loyal and supportive of staff
but were concerned about the pressure that staff were under.
Various patients mentioned that there seemed to be a shortage
of nurses and several related how this affected the care they
received e.g. long waits for bells to be answered at night. A&E
waiting times and parking were also raised.

The Quality Safety & Outcomes Committee commented as follows:
• FL raised about the training up of Healthcare Assistants to
deputise for qualified nurses and asked for examples of areas
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where this might be appropriate. Her concerns were shared by
others. JL responded that safer staffing was not an exact
science and would depend on the clinical area and complexity
of patients. There were less nurses joining the nursing register
than those leaving and so filling of posts on a like for like basis
was going to difficult, different skill mixes would be required.
• SR asked if there was a mechanism for staff to say if they were
being asked to do task for which they did not feel qualified or
trained. JL responded that they would and that a skills audit
was essential and a nurse should not undertake a task for
which they felt they were not trained and should speak out.
• JLe commented that the Quality Safety & Outcomes Committee
needed to know clearly what it was being asked to do. If the
trust was unable to staff certain specialities did we as
commissioners need to look at commissioning those services
elsewhere? Was mortality a weekend issue, were the Trust
Board sighted on this? What contractual levers did we have?
This needed to be brought back to the Quality Safety &
Outcomes Committee as part of the narrative of the report. FL
commented that she was confident that the Aintree Board were
fully sighted on the staffing issues, as regards mortality the
Aintree Mortality Group was attended by the North Locality GP
Chair and that the trust would challenge the CCG on the Sepsis
figures as AQUA had named the trust as one of the best
performing so this indicator was very dependent on the way it
was measured. FL asked if this was part of the Right Care
work and JL agreed to check this.
The Quality Safety & Outcomes Committee:
 Noted the content of the report
 Requested updates and assurance as deemed appropriate.
 Requested a further report to be brought to the next meeting.

3.4

COMPLAINTS AND MP ENQUIRIES REPORT APRIL TO
SEPTEMBER 2017 – REPORT NO: QSOC 61-17
SAH presented a paper to the Quality Safety & Outcomes Committee
to show the breadth, scale and response to complaints and MP
enquiries. The Patient Experience Strategy would be brought to the
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December 2017 Quality Safety & Outcomes Committee meeting.
She highlighted:
• There were 22 MP enquires received in the period which was
down on the same period the previous year. Themes arising
were Continuing Healthcare and funding cuts in the voluntary
sector.
• 48 complaints had been received in the period which was an
increase of 19 on the previous year. The high volume of
Continuing Healthcare complaints reflected the conclusion of
the national process to review previously unassessed periods
of care (PUPoC).
• Parliamentary and Health Service Ombudsman – one case had
been upheld which was managed by the Local Authority and we
had not been involved in the Ombudsman process (Continuing
Healthcare with a shared package of care).
• General Enquiries – 14 had been dealt with.
JLe noted how good it was to have the lessons learnt section and
consequences and asked what had been changed as a result. FL
also asked about triangulation with complaints sent directly to
provider trusts. SAH responded that a workshop had been held as
part of the Patient Experience Strategy so a lot of work had been
done with providers which would give a clear steer on how to
triangulate information and feedback. The CCG was looking to
facilitate a provider network. JL noted that there were also twice
yearly reports to the Clinical Quality & Performance Groups.
The Quality Safety & Outcomes Committee:
 Received and noted the contents of this six monthly
summary report.

3.5

SERIOUS INCIDENT OVERVIEW 2017/18 QUARTER 2 – REPORT
NO: QSOC 62-17
JB presented a paper to the Quality Safety & Outcomes Committee
which provided an analysis of information regarding Serious Incidents
report to Liverpool CCG as both Lead and Co-ordinating
Commissioner:
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• 89 had been closed in Quarter 2, this was less than the 130
closed in Quarter 1 due to reduced capacity within the team
and quality issues with providers reports submitted and delays
in provider responses to queries.
• Themes work was ongoing. Clinical reviews by Liverpool CCG
continued to be a challenge for meeting timeframes and the
Quality Team were trying to facilitate additional review
meetings.
• Quarter 2 87 Serious Incidents had been managed by Liverpool
CCG which was a decrease on the previous quarter. Of the 87,
65 were still ongoing, 8 had been closed and 14 removed from
Steis. The number of closed cases had gone down from 22%
in Quarter 1 to 16% in Quarter 2. Of the 87 incidents, 52 were
Liverpool CCG patients with the remaining 35 from other CCGs.
• Pressure Ulcers represented the largest category.
• 48 hour reporting had decreased since Quarter 1. As part of a
review of the Serious Incident process we were working with
providers to improve their responses.
• 60 day Root Cause Analysis reporting target was achieved for
80% of incidents which was an increase on Quarter 1. 76
reports had been reviewed in Quarter 2 due to additional panels
being implemented which was a rise from the Quarter 1 figure
of 55. A Liverpool CCG representative would attend the South
Sefton CCG panels.
JE informed the Quality Safety & Outcomes Committee that currently
Liverpool CCG was not full complaint with NHS England timescales
re Serious Incidents. This was because Liverpool CCG was the coordinating commissioner for so many providers. Other CCGs would
be able to meet the framework requirements but for Liverpool CCG
this was currently unrealistic. JE noted that Liverpool CCG needed to
change its processes to streamline activity.
DOD commented that this was a useful snapshot and asked if the five
top areas information might be more helpful and a comparison with
the position two years ago to see if we were moving in the right
direction.
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JLe asked if pressure ulcer incidents were related to one trust or all
as this could not be determined from the report. FL stated that the
Quality Team were working well under very difficult circumstances but
that a clinical take on the implications was what was required. JL
responded that this was merely the process and therefore a Deep
Dive on Pressure Ulcers would be brought to the next meeting.
FL asked if there had been sufficient response to the call for more
clinical reviewers. JL responded that the response had been
significant and there were a number who were now members of the
Serious Incident Panel.
JLe highlighted that the last paragraph of section 7 of the report noted
that the CCG was reassured to some degree but required full
assurance which was only available when incidents were closed.
She asked what proportion of incidents were still awaiting final
assurance. JB responded that this was probably around 60 to 70 and
JL added that this had been compounded by the lack of capacity
within the Team, once capacity improved this delay would be
addressed.
The Quality Safety & Outcomes Committee:
 Noted the contents of the report
 Noted the performance in 2017/18 Q2
 Identified if further assurance was required.
 Looked forward to receiving a “Deep Dive” report on
Pressure Ulcers at the next meeting.
3.6

HEALTHCARE ASSOCIATED INFECTION (‘HCAI’) QUARTER 2
UPDATE – REPORT NO: QSOC 63-17
JE presented a paper to the Quality Safety & Outcomes Committee
outlining the progress with regards to the Management of Healthcare
Associate Infections (‘HCAI’) within Liverpool. She highlighted:
• 20% rise in the UK of E Coli. NHB Improvement had set a
target of 50% reduction to be achieved by 2021 for GramNegative Bloodstream Infections including E Coli, CCGs had
been set a 10% reduction this year against E Coli. An
improvement plan had been written and submitted to NHS
England in the Summer and initial feedback provided. Monthly
meetings had been set up to monitor the implementation of the
plan with the revised plan due to be re-submitted to NHS
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England in December 2017. Cheshire & Mersey workshops
were being held and a report would come back to the Quality
Safety & Outcomes in January/February 2018.
• There had been 3 cases of MRSA in Liverpool in Quarter 2: 2 at
the Royal and 1 at Alder Hey. Of the two at the Royal one was
third party and one was due to a contaminant. The case at
Alder Hey would impact into Quarter 3 as the Post Infection
Review was carried out and was more than likely to be due to a
contaminant. The learning opportunity would be ensure there
was more Aseptic Non Touch Technique (‘ANTT’) training
provided which was also an opportunity to get the ANTT Team
on the agenda.
• There had been five cases of C Difficile reported at the Royal
Hospital in quarter 2 against a plan of 12 which made the year
to date total 16 against a plan of 24. Overall there had been
76 cases in the quarter against a plan of 70. For Aintree
Hospital the year to date total was 38 against a plan of 24.
The Walton Centre saw 2 cases in quarter 2 against a plan of 3
with a year to date total of 6. Clatterbridge Centre for Oncology
had reported 3 cases in quarter 2 giving a year to date total of
5.
• Alder Hey – 7 E.Coli bacteraemia reported in quarter 2
compared with 3 in quarter 1. No Hospital Acquired MRSA or C
Difficile reported.
• Liverpool Community Health – no MRSA or C Difficile in quarter
2. As this was the first year that E. coli bacteraemia had been
monitored/investigated within community there was no
comparable data from previous years. LCH reported 9 E.coli
bacteraemia in quarter 2 compared with 8 in quarter 1 (overall T
= 17 YTD). Seven of the nine patients identified had had a
healthcare exposure prior to infection; this could have been
previous antibiotic prescribing regarding UTI or insertion of a
urinary catheter. This followed the national picture which stated
that patients exposed to a healthcare intervention were 85%
more likely to develop E. coli bacteraemia infection.
• The gaps identified for the Quality Safety & Outcomes
Committee to consider were:
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 The annual plan for Liverpool CCG was 396 cases of E-Coli.
The latest 2017/18 position for the period April to September
2017 was 211 cases against a year to date plan of 198, a
variance of 13 cases above plan. When forecasting a year
end position based on current levels, the total would be 420,
22 cases above planned levels. However, this was below the
2016/17 outturn of 440 cases and indicates that the CCG
would not achieve the quality premium for this national
indicator.
 Pharmacy/medicines management support required for
community acquired UTI cases and a meeting had been
organised with the CCG Medicines Management Lead to
discuss and identify what support was available and how best
to take this forward.
 GPs were required to undertake reviews on all GNBSI cases
where patients have developed the infection in their own
homes. To the end of quarter 2 GPs had been sent 87
reviews to undertake with 24 returned completed (a 27.5%
response rate).
DOD suggested that it would be useful to look at the Antimicrobial
Stewardship data and triangulate. JE confirmed that this was being
done. JLe suggested that the Antimicrobial Policy should be
reviewed by practice and outliers identified for support. SR observed
that this message needed to be sent out to practices. JW noted that
practices were more likely to respond from a message from the
Primary Care Team with whom they had a relationship and it was
agreed by JL that JW should be part of the meeting of with the
Infection Control Lead from Liverpool Community Health which was
taking place the following week with JE.
JE added that Business Intelligence support had now been agreed for
data analysis. JLe noted that this was still a provider’s responsibility
and would help them with their Care Quality Commission
submissions.
The Quality Safety & Outcomes Committee:
 Noted the contents of the report
 Noted the performance at year to date 2017-2018
 Identified if further assurance was required.
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Part 4: Performance
4.1

ALDER HEY CARE QUALITY COMMISSION INSPECTION
REPORT UPDATE – REPORT NO: QSOC 64-17
JE presented a paper to the Quality Safety & Outcomes Committee
which provided an update on the outcome of the Care Quality
Commission’s responsive inspection of Alder Hey in April and May
2017. The inspection had been carried out following concerns about
services and to follow up on concerns from the last inspection in the
community child and adolescents mental health services (‘CAMHS’).
Alder Hey had last been inspected in September 2015 when the trust
was rated as “Good” overall, surgery and medical care were judged
“Good” overall and CAMHS as “Required Improvement”. Following
the latest inspection surgery was judged as “Required Improvement”,
Medical services were judged as “Good” overall and CAMHS services
were judged as “Required Improvement” overall. Overall the Trust
was rated as “Good”.
The Alder Hey Care Quality Commission Reports identified four
fundamental standards that were not being met which linked into
regulations in the Health & Social Care Act 2008:
• Regulation 5 HSCA (RA) Regulations 2014 Fit and proper persons:
directors
How this regulation was not being met: The trust’s processes for
managing the fit and proper person’s processes were not robust. It
was identified that the trust recruitment policy on pre-employment
checks did not comply with the fit and proper regulation. Also, the
checks to fully comply with this regulation for executives and
nonexecutives had not been completed at the time of the
inspection. There was a lack of assurance that the internal
processes to monitor the self-declaration forms for executives and
non-executives were robust.
• Regulation 13 HSCA (RA) Regulations 2014 Safeguarding service
users from abuse and improper treatment
How the regulation was not being met: Not all clinical staff who
contributed to assessing, planning, and evaluating the needs of a
child or young person had completed a mandatory training update
in safeguarding (level 3).
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• Regulation 17 HSCA (RA) Regulations 2014 Good governance
How the regulation was not being met: Systems and processes did
not fully mitigate risk of complications of sepsis. Not all clinical staff
had received sepsis training and there were no audit identified
following the pilot to measure if the pathway was robust.
At ward level, formal risk assessments were not being undertaken
and as a result, there were examples of risks that had not been
captured on the risk register.
They found examples of when serious incidents were not reported
within the set timeframe, which meant that an initial investigation to
identify immediate learning had not taken place in a timely manner.
They also found that there was limited learning from incidents
recorded to mitigate the risk of the incident happening again.
In CAMHS Community they found confidential information was not
stored securely at all sites, and was potentially accessible by
people outside the trust.
They also found that the trust had a lone working policy, but this
was not relevant to individual services, and was not fully
implemented to ensure the safety of staff and others.
The personal alarm system in CAMHS community services was
identified as a concern at the last inspection. They observed during
this inspection the use of alarms was included in the revised lone
working policy for child and adolescent mental health services for
the Liverpool site. At the Liverpool site, there were portable alarms
but they did not work correctly so were not in use. There were no
alarms in the Sefton site.
• Regulation 18 HSCA (RA) Regulations 2014 Staffing
How the regulation was not being met: The hospital was unable to
provide a member of staff who was trained in advanced paediatric
life support in every department at all times.
The report also details issues identified that the Trust should address
(although they are not listed as non-compliance with the regulations
as above). The following is a summary of some of the key the actions
the hospital should take to improve:
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• Review roles and responsibilities during an emergency
resuscitation scenario and ensure all resuscitation equipment on
inpatient wards is checked in line with the resuscitation policy.
• Review systems in place to mitigate the risk of children and young
people absconding or being abducted from the ward areas.
• Expedite plans and actions to enable all staff to improve
compliance with mandatory training and appraisals
• Ensure there are systems in place to protect children and young
people’s confidentiality.
• Consider training on the Mental Capacity Act for clinical staff being
part of the mandatory training.
• Identify review dates on all risk registers and review monitor that
actions identified to mitigate risk are in place in medical services
and surgical services
• Improve the monitoring of surgical site infections for patients who
have undergone non-specialist surgery.
• Find ways in which to make sure that there is always a
supernumerary co-ordinator available in all areas, at all times to
support staff.
• Consider ways in which to reduce the number of cancelled surgical
procedures, and when this does happen to facilitate a further
appointment within 28 days of the cancellation
The Care Quality Commission data needed to be triangulated with
other quality data which the CCG was aware of. Sepsis training was
an issue already raised via the Clinical Quality & Performance Group
and there had been an update there in July 2017, work was ongoing
with the provider around Serious Incident reporting. The CCG would,
via the Clinical Quality & Performance Group meetings review the
Care quality Commission response by the Trust and monitor the
implementation of the Action Plan developed. JLe stressed that the
action plan was required to ensure that the Trust delivered and JL
noted that the monitoring was via the Clinical Quality & Performance
Group. FL noted the need for assurance around the Executive
Governance issues. She also referred to Alder Hey CAMHS services
which the Care Quality Commission had rated as “Required
Improvement”. JL referred to the wider CAMHS services carrying out
preventative work, Early Help offer as well as specialist tertiary Tier 4
services. We needed to look at what we did well rather than change
everything.
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The Quality Safety & Outcomes Committee:
 Noted the contents of the report
 Noted the actions planned
 Identified if further assurance was required.

4.2

THE LEARNING DISABILITIES MORTALITY REVIEW
PROGRAMME – STATUS UPDATE – REPORT NO: QSOC 65-17
JE presented a paper to the Quality Safety & Outcomes Committee
which provided an update in relation to the implementation of The
Learning Disabilities Mortality Review (‘LeDeR’) Programme and
identified the key risks in ensuring successful implementation of the
programme and associated mitigation. She highlighted a flowchart
which set out the process commissioned by the Healthcare Quality
Improvement Partnership (‘HQIP’) on behalf of NHS England. KL
was the Local Area Contact for Liverpool patients who would be
notified of a death and would then allocate the case to a local review
for further review. A template would be completed which would be
subject to peer review. Then a more in-depth multi-agency review
could be carried out, the output from which would go to a regional
Steering Group for aggregate review to identify themes and trends.
There were currently 20 Liverpool cases, one had been completed, 5
cases were undergoing review and 14 cases remained unallocated.
There were only 7 trained reviewers in Liverpool who also had full
time jobs, there was a lack of reviewers both locally and nationally
which would impact in the future on identification of themes and
learning. This concern had been emailed to the Cheshire &
Merseyside teams and the recommendation was to add this risk to
the Risk Register.
JLe asked what the Quality Safety & Outcomes Committee was being
asked to do. JL responded that there was no alignment with other
deaths and the Serious Incident process and therefore the process
needed to be reviewed. JLe commented that how the CCG was
seeking assurance was not in the report, this was an opportunity to
flag risks and issues.
FL asked if this was a statutory requirement, JL responded that is
was not but was good practice. FL was unsure about who reported
and to where.
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The Quality Safety & Outcomes Committee:
 Noted the content of the report
 Requested further assurance where required
 Requested regular updates
 Endorsed the addition of the LeDeR programme delivery
requirements on to Liverpool CCG quality risk register.
Part 5: Governance
5.1

RISK REGISTER– REPORT NO: QSOC 66-17
JB presented the Quality Safety & Outcomes Committee Risk
Register and noted 11 risks were ongoing, highlighting the following:
• Aintree Hospital had already been discussed in detail – the
two risks related to A&E four hour target and mortality.
• Alder Hey – the one risk related to Children’s Palliative Care
Service, the consultant had returned full time and cover
arrangements had been successful – it was suggested that the
risk be removed. LJ commented that this was still a single
handed post.
• Liverpool Community Health – there were two risks relating to
Looked After Children services and Safeguarding.
The
Corporate Parenting Board had adopted time of referral for
health assessments from social care to health as a priority
which elevated the scrutiny of the problem and the
effectiveness of the improvement would be monitored.
• Mersey Care – there were two risk relating A&E mental health
12 hour breaches (MerseyC1) and Improving Access to
Psychological Therapies (‘IAPT’) waiting list which was
currently 80 with the waiting list expected to be fully discharge
by the end of January 2018 (MerseyC2). MerseyC1 had
already been reduced.
• There were two risks around the capacity of the Quality Team,
however the Senior Quality & Safety Manager (JE) was now in
post and the two 8a Clinical Quality & Safety posts would be
filled by early 2018. The team were currently undergoing a
review of the Serious Incident process.
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• Cheshire Wirral Partnership NHS Trust – the risk related to
average wait for mental health services which was currently
82 weeks. FL referred to the discussion which had taken
place at the previous meeting around Adult ADHD and a
complaint and the fact that some practices would prescribe a
particular drug and others would not.
There was a Pan
Mersey approach but it would be good if GPs would consider
prescribing when patients have had it previously from
Paediatric services. FL asked for an update on General
Practice prescribing in this to be brought back to the Quality
Safety & Outcomes Committee next month with an update by
practice. She also requested that Diagnostics at the Royal
Liverpool Hospital be added to the Risk Register with an action
plan to be brought to the next meeting.
The Quality Safety & Outcomes Committee:
 Noted the content of the risk register
 Requested addition of any risks identified at the meeting.
6.

ANY OTHER BUSINESS
None.

7.

DATE AND TIME OF NEXT MEETING
Tuesday 5th December 2017 – 3pm to 5pm
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