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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH MARCH 2018 AT 2.30PM
BOARDROOM, LIVERPOOL CCG
3RD FLOOR THE DEPARTMENT
2 RENSHAW STREET, L1 2SA
AGENDA
Part 1:

Introductions and Apologies

Before the start of the meeting there will be a moment to consider the life and work of Mr
Sam Semoff, led by the Chair.
1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
on 9th January 2018

Attached
All

1.3

Matters Arising

All

Part 2:
2.1

2.2

Updates

Feedback from Committees:

Report no: GB 09-18

 Quality Safety & Outcomes Committee – 23rd
January, 6th February and 6th March 2018
 Finance Procurement & Contracting Committee
- 23rd January and 27th February 2018
 HR Committee – 30th January 2018
 Audit Risk & Scrutiny Committee –
2nd March 2018
 Committees in Common – 9th February 2018
 Healthy Liverpool Programme Board – 31st
January

Ken Perry

Chief Officer’s Report
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Gerry Gray
Helen Dearden
Sally Houghton
Dr Simon Bowers
Carole Hill

Report no: GB 10-18
Jan Ledward

2.3

Public Health Update

Verbal
Dr Sandra Davies

2.4

Feedback from Health & Wellbeing Board
11th January 2018

Verbal
Dr Sandra Davies

Part 3:

Performance

3.1

Finance Update January 2018 – Month 10 17/18

Report no: GB 11-18
Mark Bakewell

3.2

CCG Corporate Performance Report

Report no: GB 12-18
Stephen Hendry

Part 4:

Strategy and Commissioning

4.1

Criteria Based Clinical Treatment Policy Circumcision

4.2

Strategic & 2018/19 Operational Plan
4.2.1 One Liverpool Plan

4.2.2 Financial Planning Update

Report no: GB 13-18
Monica Khuraijam

Report no: GB 14-18
Carole Hill
Report no: GB 14-18a
Mark Bakewell

4.3

Liverpool Safeguarding Children’s Board and
Safeguarding Adults Board Annual Reports
2016/17

Report no: GB 15-18
Jane Lunt

4.4

Continuing Healthcare Retrospective Reviews

Report no: GB 16-18
Jane Lunt/Derek Rothwell

Part 5:

Governance

5.1

Corporate Risk Register Update

Report no: GB 17-18
Ian Davies

5.2

Governing Body Assurance Framework Update
(Quarter 3 2017/18)

Report no: GB 18-18
Ian Davies

5.3

Chair’s Action – NHSE Allocation of Winter
monies to Primary Care

Report no: GB 19-18
Dr Simon Bowers
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5.4

Retirement Policy

Report no: GB 20-18
Ian Davies

5.5

Equality & Diversity Workforce Policy

Report no: GB 21-18
Ian Davies

5.6

Health & Safety Policies

Report no: GB 22-18
Ian Davies

5.7

Information Governance Policy Update

Report no: GB 23-18
Mark Bakewell

6.

Questions from the public

7.

Date and time of next meeting:
Tuesday 8th May 2018 in the Boardroom, Liverpool CCG, The Department, 2
Renshaw Street, Liverpool L1 2SA

For Noting:
Quality Safety & Outcomes Committee minutes – 5th December 2017, 23rd January 2018
and 6th February 2018
Finance Procurement & Contracting Committee minutes – 5th December 2017 and 23rd
January 2018
HR Committee minutes – 16th May 2017
Audit Risk & Scrutiny Committee minutes – 29th September 2017
Committees in Common minutes – 17th November 2017
Healthy Liverpool Programme Board minutes – 27th September 2017
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Report no: GB 09-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH MARCH 2018
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:







Quality Safety & Outcomes Committee – 23rd
January, 6th February and 6th March 2018
Finance Procurement & Contracting Committee 23rd January and 27th February 2018
HR Committee – 30th January 2018
Audit Risk & Scrutiny Committee – 2nd March
2018
Committees in Common – 9th February 2018
Healthy Liverpool Programme Board –
31stJanuary 2018

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.
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Recommendation

Relevant Standards
or targets
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That Liverpool CCG Governing Body:
 Considers the report and recommendations from the
committees

QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 23rd JANUARY 2018 3PM TO 5PM
MEETING ROOM 3 THE DEPARTMENT
AGENDA
Part 1: Introduction & Apologies
1.1

Welcome & Introductions

ALL

1.2

Declaration of Interests

ALL

1.3

Minutes and Actions from 5th December 2017

Chair

1.4

Matters Arising

Part 2: Updates
2.1

Quality and Safety Assurance Group (‘QSAG’)
Bi-monthly report – December 2017

Report No: QSOC 01-18
Jacqui Waterhouse

2.2

CCG Safeguarding Quarterly Report Quarter 2

Report No: QSOC 02-18
Helen Smith

Part 3: Strategy & Commissioning
3.1

Prescribing for ADHD

3.2

Liverpool Women’s Hospital (LWH) – Quality Profile Report No: QSOC 04-18
Kerry Lloyd

3.3

Patient Experience Strategy

3.4

Individual Patient Activity Dispute Resolution Policy Report No: QSOC 06-18
Chris Clay
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Report No: QSOC 03-18
Peter Johnstone

Report No: QSOC 05-18
Jacquie Ruddick/
Kelly Jones

3.5

Update on LeDeR/Local Area Contact

Verbal
Kerry Lloyd

Part 4: Performance
4.1

Early Warning Dashboard

Report No: QSOC 07-18
Jan Eccleston

Part 5: Governance

5.1

Risk Register

6.

Any Other Business

Report No: QSOC 08-18
Kerry Lloyd

Date & Time of next meeting
Scheduled for Tuesday 6th February 2018 3pm to 5pm Boardroom, The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality Safety & Outcomes
Committee (‘QSOC’)
Key issues:

Lack of capacity to support
LeDeR reviews creating
backlog.

Prescribing paper highlights
issues of variability in
practice for prescribing for
Adult ADHD across primary
and secondary care.

Risks Identified:

•

•

Overview of Liverpool
•
Women’s Hospital highlights
some potential concern re
changes in executive
leadership and emerging
quality issues.
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Meeting Date: 23.1.18

Potential learning and
practice improvement not
identified and shared across
system.

Potential for Adult patients to
not be prescribed or receive
medication.

Need to review data and
intelligence to understand
potential risks.

Chair: Jane Lunt in the Chair

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

No.

Yes - CO71

No.

Mitigating Actions:

•

NHS England identified financial
resource to support reduction of
backlog by June 2018.

•

Mersey Care Trust, Cheshire & Wirral
Partnership and North West Boroughs
each given funds to undertake reviews
between now and June 2018.

•

Further information needed to fully
understand issue and risks.

•

Issue needs to be viewed within he
wider workstream for developing ADHD
services to support effective mitigation
and management of risks.

•

Paper to QSOC March 2018.

•

Further work to be undertaken to
understand potential risk profile of trust.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared? Yes/
resolved:

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

Dr Shamim Rose declared an interest in item 3.4 Individual Patient Activity Dispute Resolution Policy has she had two children
who were in receipt of care packages. As the policy was about the process of resolving disputes between the commissioners
and did not relate to patient care it was noted that she was not conflicted.
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 6TH FEBRUARY 2018 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 23rd January 2018

Chair

1.4

Matters Arising

1.4.1

Briefing re End of Live/deaths 30 days post discharge
Verbal
Donal O’Donoghue
Part 2: Updates
No items

Part 3: Strategy & Commissioning
3.1

Royal Liverpool & Broadgreen University Hospital Trust
(RLB) – Quality Profile

QSOC 09-18
Kerry Lloyd

3.2

Healthcare Associated Infection Quarter 3 2017/18
Update Report

QSOC 10-18
Jan Eccleston

3.3

The implementation of national guidelines for Care &
Treatment Reviews (CTRs) and Care, Education &
Treatment Reviews (CETRs) for individuals with LD
and/or autism

QSOC 11-18
Liz Johnson/
Alison Williams

3.4

Royal Diagnostics Update

Verbal
Cheryl Mould/
Monica Khuraijam

3.5

SEND Audit Tool

QSOC 12-18
Liz Johnson
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Part 4: Performance
4.1

North Mersey Health Economy Gram Negative
Blood Stream Infection (GNBSI) Reduction Steering
Group Update Paper, February 2018

QSOC 13-18
Jan Eccleston

4.2

Findings from the CQC inspections in Liverpool from
2014 to date

QSOC 14-18
Lynn Jones

4.3

Serious Incident Overview 2017/18 Quarter 3

QSOC 15-18
Jan Eccleston

Part 5: Governance
5.1

Risk Register

6.

Any Other Business

QSOC 16-18
Julia Burrows

Date & Time of next meeting
Scheduled for Tuesday 6th March 2018 3pm to 5pm Boardroom, The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality Safety & Outcomes
Committee (‘QSOC’)
Key issues:

1.

2.

3.

Diagnostics
Performance at
RLBUHT.

Current position re CQC
Inspections of Primary
Care.

Healthcare Associated
Infection Update
highlights some trusts
above plan for C
Diff/MRSA.
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Meeting Date: 6.2.18

Risks Identified:

•

•

•

Potential harm to patients
due to delay in accessing
diagnostics.

Potential for small number of
practices to need support to
get to “Good”.

Potential risk of harm to
patients.

Chair: Ken Perry

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

Yes –
C073.

No

No.

Mitigating Actions:

•

Weekly meetings between RLBUHT
and CCG to review progress against
action plan.

•

Clinical Quality & Performance Group
has oversight of interventions to
mitigate patient harm.

•

NHS England have regular updates

•

Majority of practices rated Good or
outstanding as of Nov 2017.

•

Work in place to support practices rated
”Requires Improvement” to improve.

•

Support to trusts offered through
regular meeting between CCG and
trusts and via wider system.

•

Learning from Post Infection Reviews
shared to encourage learning and
improvement across system and
adoption of common policies and
practices.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared? Yes/
resolved:

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

A GP declared that his wife worked for Mersey Care and the Chair declared that his company also did some work for Mersey
Care – this was in respect of item 3.3 Implementation of National Guidelines for Care & Treatment Reviews and Care ,
Education & Treatment Reviews for learning Disability/Autism. FL declared that her practice was also mentioned in the Primary
Care Paper and Care Quality Commission inspections agenda item 4.2. As these papers were for information and noting and
did not affect services it was noted that there was no conflict.
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 6TH MARCH 2018 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 6th February 2018

Chair

1.4

Matters Arising

1.4.1 Children’s Continuing Care

Jane Lunt

Part 2: Updates
2.1

Quality and Safety Assurance Group Report Feb 2018

QSOC 17-18
Jacqui
Waterhouse

Part 3: Strategy & Commissioning
3.1

Proposal for a change to the Serious Incident Process
in Liverpool CCG

QSOC 18-18
Jan Eccleston

3.2

Liverpool Community Health Quality Profile (Kirkup)

Verbal
Jane Lunt

3.3

Spire Quality Profile

QSOC 19-18
Kerry Lloyd

3.4

End of Life Care
including End of Life – collective working

QSOC 20-18
Donal
O’Donoghue/Sam
Clements
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3.5

ADHD In Adults

QSOC 21-18
Andy Kerr

3.6

Looked After Children Annual Report 2016/17

QSOC 22-18
Helen Smith/
Carlene Baines

3.7

Personal Health Budgets Policy/Children’s
Continuing Care Policy

QSOC 23-18
Chris Clay

Part 4: Performance
4.2

Safer Staffing in provider

QSOC 24-18
Jan Eccleston

4.3

SAB/LSCB Annual Report 2016/17

QSOC 25-18
Jane Lunt

Part 5: Governance
5.2

Risk Register

7.

Any Other Business

QSOC 26-18
Kerry Lloyd

Date & Time of next meeting
Scheduled for Tuesday 3rd April 2018 3pm to 5pm Boardroom, The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality Safety and Outcomes

Meeting Date: 6th March 2018

Key issues:

Risks Identified:

1.

•

SI Process

Management of Serious
Incidents. Process changed to
improve compliance with
national standards.
2.

3.

Kirkup Report Published

Children’s care report
highlights poor systems
and processes

•

•
•

•
•

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

New process may be difficult
to implement due to change
in working practices for
Quality Team and GP
reviewers

CCG and wider system fails
to embed learning

Poorer outcomes for children
in care
Action plan to be developed
to support more effective
processes to support
children in care
Regular progress reports to
QSOC
Escalation of issue to LSCB

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

Mitigating Actions:

•

Training for colleagues involved to
support adaptation to new process

•

Review of process in three months to
understand if effective.

•

CCG will formally consider the
recommendations and learning from the
report

•

CCG will incorporate learning into
Governance and Organisational
development
CCG will support wider system learning

No

No

No
•

If Yes please state the nature of the conflict and how it was
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 23RD JANUARY 2018 AT 10AM
ROOM 2, 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 5th December 2017

Attached
All

1.3

Matters Arising

All

Part 2:

Updates

No items
Part 3:

Performance

3.1

Finance Update December 2017 – Month 9 17/18

Report no: FPCC 01-18
Mark Bakewell

3.2

Cash Releasing Efficiency Savings (CRES) 2017/18

Report no: FPCC 02-18
Mark Bakewell

3.3

Financial Resilience & Oversight Group (‘FROG’)

Verbal
Mark Bakewell

Part 4:

Strategy and Commissioning

4.1

Contract Update January 2018 - Month 8 2017/18

Report no: FPCC 03-18
Derek Rothwell/Alison
Picton

4.2

Adult Mental Health Payment Systems

Report no: FPCC 04-18
Derek Rothwell/
Ruth Waldron

4.3

Contracting for Biosimilars

Report no: FPCC 05-18
Derek Rothwell/
Peter Roome
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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 06-18
Mark Bakewell

6.

Date and time of next meeting:
Tuesday 27th February 2018 Room 2 at 10am The Department, Lewis’s Building, L1
2SA.

For Noting:
Financial Resilience & Oversight Group (‘FROG’) Notes – 5th January 2018
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance, Procurement and
Contracting Committee

Meeting Date:
23rd January2018

Chair:
Gerry Gray

Key issues:

Risks Identified:

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

Mitigating Actions:

1. Financial Monitoring of
Year to Date / Forecast
Expenditure update as per
M9 reporting (December)
with regards to delivery of
NHS England Business
Rules including progress
report on Cash Releasing
Efficiency Saving (CRES)
measures

• Risks as identified within the
papers – potential impact of
variation away from planned
expenditure
levels
and
required delivery of Cash
Releasing Efficiency Saving
(CRES) measures

• Financial Monitoring of Year to Date /
Forecast Expenditure update as per M9
reporting (December) with regards to
delivery of NHS England Business
Rules including progress report on Cash
Releasing Efficiency Saving (CRES)
measures

2. Adult Mental Health
Payment Systems

Continued
monitoring of
forecast
outturn
assumptions
on monthly
basis until the
end of the
financial year
in order to
ensure delivery
No

• Implementation of new
payment systems (based on
care clusters) for Adult
Mental Health and IAPT is a
national priority
• Data quality issues and
delayed sharing of proposed
tariffs by the service provider
have precluded
implementation
• Net savings to the health No
economy
are
currently
delivered via three biosimilar
contractual arrangements
• Other biosimilar are expected

3. Biosimilar* gain share
arrangements with local
Acute hospital provider
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• Continue work to develop new payment
systems for Mental Health and IAPT
services and run in shadow format until
March 2020

• When biosimilar become available
implement a cost benefit analysis to
determine benefit to health economy
and (if appropriate) implement a gain
share arrangement

* A biosimilar medicine is a biological medicine
which has been shown not to have any
clinical meaningful differences form the
originator in terms of quality, safety and
efficacy.

to come to market in 2018
and no contractual
arrangements is yet in place

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

FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 27TH FEBRUARY 2018 AT 10AM
ROOM 2, 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 23rd January 2018

Attached
All

1.3

Matters Arising

All

Part 2:

Updates

No items
Part 3:

Performance

3.1

Finance Update January 2018 – Month 10 17/18

Report no: FPCC 07-18
Mark Bakewell

3.2

Financial Planning Update 2018/19 Financial Year

Report no: FPCC 08-18
Mark Bakewell

3.3

Cash Releasing Efficiency Savings (CRES) 2017/18

Report no: FPCC 09-18
Mark Bakewell

3.4

Financial Resilience & Oversight Group (‘FROG’)

Verbal
Mark Bakewell

Part 4:
4.1

Strategy and Commissioning

Better Care Fund Performance Report

Part 5:

Report no: FPCC 10-18
Mark Bakewell

Governance

5.1 Information Governance – Standing Item
Information Governance Steering Group
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Verbal
Mark Bakewell

5.2

Information Governance Policy Updates

Report no: FPCC 11-18
Mark Bakewell

5.3

Finance, Contracting & Business Intelligence Risk
Register

Report no: FPCC 12-18
Mark Bakewell

6.

Date and time of next meeting:
Tuesday 27th March 2018 Room 2 at 10am The Department, Lewis’s Building, L1
2SA.

For Noting:
Information Governance Steering Group Notes – 14th February 2018
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance Procurement &
Contracting Committee

Key issues:

Meeting Date: 27th February 2018

Risks Identified:

Chair: Gerry Gray

Is the risk identified

Mitigating Actions:

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

1.Financial Monitoring of Year to
Date / Forecast Expenditure
update as per M10 reporting
(January) with regards to delivery
of NHS England Business Rules
including progress report on Cash
Releasing Efficiency Saving
(CRES) measures

• Risks as identified within the
papers – potential impact of
variation away from planned
expenditure levels, required
delivery of Cash Releasing
Efficiency
Saving
(CRES)
measures and assumptions
regarding NCSO and Category
M

2. Financial Planning Assumptions
for 2018/19 financial year,
including revised resource and
expenditure assumptions and
resulting level of cash releasing
efficiency savings

• Delivery of CRES requirements
• Non-Acting as One Contract
performance
• Continuing
Healthcare
/
Packages of Care

3. Better Care Fund Performance
Report

• Amendments still required on
NHS England performance date
regarding
Non-Elective
Admissions
• All other performance indicators
have shown improvement and
are broadly on track for delivery
of planned levels
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C057
Continued
monitoring of
forecast outturn
assumptions on
monthly basis until
the end of the
financial year in
order to ensure
delivery
C057

CO19

• Continued monitoring of
forecast outturn assumptions
on monthly basis until the end
of the financial year in order to
ensure delivery

• Reconciliation of financial
position on a monthly basis,
regular meetings with SMT /
Budget Holders, Programme
Leads
• Contingency as per planning
guidance
• Regular dialogue with NHS
England
• Regular Performance
Monitoring through the Better
Care Fund managers and joint
finance sub group

4. Information Governance
Policies and Procedures Update

• Updated policies for minor
operational amendments and to
reflect required changes for the
General
Data
Protection
Regulations which take effect
from May 2018

No

• Policy to approved and regular
briefings to all staff
• Information Governance
Training Compliance

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

NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
HR COMMITTEE
TUESDAY 30TH JANUARY 2018 AT 9AM
MEETING ROOM 1, 3rd FLOOR, LEWIS’ BUILDING
AGENDA
Section 1: Standing Items
1.1

Welcome and Introductions

All

1.2

Declaration of Interests

All

1.3

Minutes and actions from the previous meeting
held on 16th May 2017

Helen Dearden

Section 2: Items for Decision

2.1

HR Policies

2.2

LCCG workforce Equality & Diversity update report HR 02-18
Andrew Woods

2.3

Health & Safety Policies

Section 3:

Items for Discussion

None
Section 4: Items for Information
None
5.

Date and time of next meeting – TBC
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HR 01-18
Gillian Roberts

HR 03-18
Jo Davies

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Human Resources

Key issues:

Meeting Date:30/01/18

Risks Identified:

Chair: Helen Dearden

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

Mitigating Actions:

1.

Key HR policies are out •
of date

The organisation and staff do
not have access to the most
up to date policies and
procedures.

CO70

•

A first phase of thirteen polices have
been reviewed and where necessary
updated to ensure compliance with
current guidance and legislative
requirements

2.

Absence
of
CCG •
Retirement
Policy
(compliance with recent
NHSE guidance)

The organisation and staff do
not have access to the most
up to date policies and
procedures.

CO70

•

A new policy has been drawn up in
compliance with NHSE guidance and is
recommended for Governing Body
approval.

3.

Compliance with equality •
& diversity obligations,
including the Workforce
Race Equality Standards
(WRES)

Non compliance with NHSE
and legislative obligations

CO68

•

Report
presented
to
Committee
providing evidence of compliance with
WRES requirements.

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:

53

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

AUDIT, RISK AND SCRUTINY COMMITTEE (ARSC)
FRIDAY 2ND MARCH 2018
10AM – 12 NOON
ROOM 1 AND 2, THE DEPARTMENT, LEWIS’S BUILDING
AGENDA
A = Approval N = Noting I = For Information
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

ALL

1.2

Minutes and Actions from the previous
Audit, Risk & Scrutiny Committee meeting held
on 29 September 2017

ALL

a) Building Security briefing update – attached
b) Sponsorship Policy – verbal update
c) Ombudsman Update – to be tabled
1.3

Noting Audit, Risk and Scrutiny Papers
from 5 December 2017 (attached separately) (N)

ALL

1.4

Agreement to Change Internal Audit Plan (N)

Verbal - Chair

1.5

Matters Arising

ALL

1.6

Terms of Reference

ALL

Part 2:

Updates

2.1

Production of the Annual Committee Report, Work Plan
and Annual Review of Audit Committee Effectiveness
– (via email correspondences from Sally Houghton) ALL

2.2

Agree Final Annual Report and Accounts
Timetable and plans and Accounting Policies
and ongoing concerns (N)
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Report no: ARSC 01-18
Ian Davies / Mark
Bakewell

Part 3:

Performance

3.1

Internal Audit Progress/Follow Up Summary
Report (N)

Report no: ARSC 02-18
Maria McMahon-Joseph
MIAA

3.2

Review of the Anti-Fraud Progress Report (N)

Report no: ARSC 03-18
Michelle Moss
CF-MIAA

3.3

External Audit Progress Report (N)

Report no: ARSC 04-18
Mike Thomas / Georgia Jones –
Grant Thornton

3.4

External Audit Annual Plan (A)

Report no: ARSC 05-18
Mike Thomas / Georgia Jones –
Grant Thornton

Part 4:

Strategy and Commissioning

4.1

No further updates

Part 5:

Governance

5.1

Review Whistle Blowing Arrangements (N)
(To follow)

Report no: ARSC 06-18
Ian Davies

5.2

Register of Interest Updates (I)

Report no: ARSC 07-18
Ian Davies

5.3

Gifts & Hospitality Register Update (I)

Report no: ARSC 08-18
Ian Davies

5.4

Use of Liverpool CCG Seal Update (I)

Report no: ARSC 09-18
Ian Davies

5.5

NHS Protect Circulars / Updates/COI Training (I)

Report no: ARSC 10-18
Mark Bakewell

Confirmed dates for 2018 Committee meetings:
Friday 20 April 2018
3pm – 5pm
**Friday 25 May 2018
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10am – 12 noon Extra-ordinary Governing Body
meeting (Final AR/Accounts)

#June 2018 Audit, Risk and Scrutiny Committee to be arranged - suggested date
Tuesday 12 June 2018 10am – 12 noon
Tuesday 24 July 2018

2pm – 4pm

#Tuesday 25 September 2018

1:30pm – 4pm
(#including private meeting at 1:30pm)

Tuesday 4 December 2018
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10am – 12 noon

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Audit, Risk and
Scrutiny Committee

Key issues:

Meeting Date: Friday 2nd
March 2018

Risks Identified:

Chair: Sally Houghton

Is the right identified

Mitigating Actions:

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

1. ARSC self assessment, work
plan and annual report for GB

•

The committee is not
effective, does not deliver its
remit or provide assurance to
GB.

•

No

•
•
•

2.Annual Report and Accounts
(ARA)
• Timetable for production of
ARA
• Review of accounting
standards
• Review of accounting policies
• Assessment of going concern
• External audit plan
3.Updates from external and
internal audit and anti-fraud
specialist
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•
•

•

Failure to deliver ARA to
NHSE and DH to timetable
Inappropriate application of
accounting standards and
policies

•

Lack of external scrutiny and
challenge may mean that
CCG processes and
procedures are not robust or
compliant with best practice

•

No

•
•

No

•

The committee agreed a
method for self assessment and
a training plan.
The committee has an agreed
work plan.
Prior to the approval of the ARA
the committee will provide GB
with a report detailing its activity
during the year.
Review and acceptance of ARA
timetable and external audit
plan
Review of accounting
standards, review and
acceptance of accounting
policies

ARSC receives regular reports
on the work of the auditors and
on best practice.

Recommendations to NHS Liverpool CCG Governing Body:
1. Note ARSC’s actions to mitigate identified risks.
2. Note the timetable for the production of the Annual Report and Accounts
3. Were any conflicts of interests identified or declared?
No
resolved:

Annual Report and Accounts Timetable
31 March 2018 Financial year end
20 April 2018 ARSC meeting to review draft ARA
24 April 2018 Unaudited ARA submitted to NHS England and auditors
25 May 2018 Governing Body meeting to approve final ARA
29 May 2018 Audited ARA submitted to NHS England and auditors
29 May 2018 Audited ARA submitted to DH by auditors
30 September 2018 Last date to hold AGM
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If Yes please state the nature of the conflict and how it was

HEALTHY LIVERPOOL PROGRAMME
RE-ALIGNING HOSPITAL BASED CARE
COMMITTEE(S) IN COMMON (CIC)
KNOWSLEY, LIVERPOOL, SOUTH SEFTON AND SOUTHPORT & FORMBY CCGS
FRIDAY 9TH FEBRUARY 2018
Boardroom , Liverpool CCG
The Department, Lewis’s Building, 2 Renshaw Street, L1 2SA
Time 12.00pm – 2.00pm
AGENDA
1. Welcome, Introductions and Apologies

Dr Simon Bowers

2. Declarations of interest

ALL

3. Notes and actions from the 17th November
2017 meeting

ALL

4. Establishing a North Mersey Joint Committee –
Feedback from Governing Bodies on Terms of
Reference

Jan Ledward
Verbal

5.

Orthopaedics Reconfiguration – post
consultation update

Carole Hill
Report No: CIC 01-18

6.

Update on LWH Assurance Process

Fiona Lemmens/Chris
Grant
Verbal

7. Any other business
8. Date and time of next meeting: Friday, 13th April 2018,12pm to 2pm,
Boardroom, Liverpool CCG
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Committees in Common

Meeting Date: 9th February 2018

Key issues:

Risks Identified:

1.
Establishing a North Mersey
Joint Committee

•

Gaining approval from North
Mersey CCG Governing
Bodies for the establishment
of a joint committee

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

CO56

Chair: Dr Simon Bowers

Mitigating Actions:

•
•
•

2.
Orthopaedics single service
reconfiguration

•

Gaining approval from each
North Mersey CCG on the
final proposal for change

CO18 &
CO56

•
•
•
•

3.
Proposals for Liverpool
Women’s Hospital

•

Gaining assurance from NHS
England on proposals to
enable a formal public
consultation

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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CO54

•

Revised terms of reference to reflect
feedback form each governing body
Production of a draft work programme
for 2018/19
Revised proposal to be presented to
Governing Bodies in May 2018
Royal and Aintree trust boards to
consider final business case in April
2018
Mitigation plan informed by consultation
findings
Completion of NHS England assurance
process & North Mersey Joint OSC
CCGs to receive final proposal for
decision in May/June 2018
Further work being undertaken to
provide assurance to NHS England

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

Healthy Liverpool Programme Board
Wednesday 31 January 2018
3pm to 5pm
Board Room
AGENDA
1.0

Welcome and Introductions

Chair

2.0

Minutes of the last meeting

All

3.0

Matters Arising

All

4.0

Governance

4.1

Conflict of Interest Declarations

All

4.2

Conclusion of HLP and Strategic Plan
2018/19 - 2020/21

Carole Hill

5.0

Performance

5.1

Programme Highlight reports

Clinical Directors

5.2

Demand Management Performance Report

Carole Hill

6.0

Any Other Business

All

7.0

Communication/messages from this meeting

All

8.0

Date and time of next meeting:
Wednesday 28 February 2018 from 3pm to 5pm in the Board Room.
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Attached

Attached
for discussion
Attached
for discussion

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Healthy Liverpool Programme
Board

Meeting Date: 31st January 2018

Key issues:

Risks Identified:

1. Conclusion of HLP and Strategic
Plan 2018- 2021

•

•

2.Healthy Liverpool programme
delivery

•
•

Ensuring a planned end to the
Healthy Liverpool programme
and a transition to a Liverpool
place-based programme
Ensuring the benefits and
outcomes from Healthy
Liverpool are assessed and
lessons learnt
Ensuring programme delivery is
overseen and risks and issues
addressed

Chair: Carole Hill

Is the risk identified
linked to the
Corporate Risk
Register and if so
please provide the
Risk No
C018

Mitigating Actions:

•

CCG is producing a strategic
plan setting out priorities for
2018-21, to be presented to
the Governing Body on 13th
March 18.

•

Monthly highlight reports
received by the Healthy
Liverpool Programme Board.

CO54
C056

CO18
CO54
CO56

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

Report no: GB 10-18

NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH MARCH 2018
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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

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
I am delighted to have been offered the post of Chief Officer on a
permanent basis. I have enjoyed working with the staff, senior
team, governing body members our GPs, partners and patients
over the 5 months that I have been here. I hope we can continue
to move forward on a positive basis to improve health and care
services for our residents.

4.

LOCAL ISSUES
4.1 Winter
As our experience of the recent bad weather shows we are not yet
out of ‘winter’ pressures yet. The demand for urgent and
emergency care continues to fluctuate, and with the impact of flu
and norovirus added to the bad weather the demand in our
hospitals has been significant.
The experience in Liverpool to date has demonstrated the value of
early and collaborative planning, as whilst there have been
challenging and difficult day(s) across individual providers on the
whole the health and care system has proved more resilient and
recovery has been swifter than in previous years.
I must pay particular thanks to staff from across the city, GPs,
community teams, A&E and hospital staff, social care and
residential and nursing home staff, who have at times worked
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‘above and beyond’ the norm to ensure that patients are looked
after and treated in as timely a manner as possible.
As is usual the CCG along with partners will take time to review
the impact of winter and the various plans and initiatives that were
put into place, to learn the lessons in respect of what worked well
and in some cases not so well to inform our future planning. In the
meantime we remain vigilant as we are not yet out of ‘winter’.
4.2 CCG Safeguarding Service
With effect from 1st March 2018, 5 members of staff who were part
of the Hosted Safeguarding Service at Halton CCG have
transferred to Liverpool CCG. The hosted service was created in
April 2013 and it incorporated all safeguarding professionals for
Merseyside CCGs. Over time a number of CCGs decided to take
the service in house as this fitted with their ambitions around future
commissioning arrangements and integration with their local
authorities. The remaining CCGs have now reviewed their position
and decided to take their service in-house.
As a consequence and to ensure that Liverpool CCG meets its
safeguarding responsibilities, the following posts have transferred
into Liverpool CCG:
Head of Adult Safeguarding
Designated Nurse Safeguarding Adults
Designated Nurse Safeguarding Children
Designated Nurse Looked After Children (LAC)
Administrative Assistant
These colleagues are well known to CCG staff, however being
based here gives us an opportunity to further integrate them into
the work of the CCG and develop working relationships. The move
also supports them as it bases them firmly in the city in which they
work, negating the need to travel form their previous base in St
Helens. The move will also enhance their already positive working
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relationships across the partnerships with Public Health, Children
and Adult services, police and other agencies. This move
consolidates the safeguarding team within the CCG working
alongside the named GPs and the Designated Doctor. I am sure
you will welcome them and recognise the complex and challenging
work of safeguarding.

4.3 Kirkup Report
Dr Bill Kirkup published his independent review of Liverpool
Community Health at the end of January 2018. The report is
attached at appendix A. It contains 22 key findings and 10
recommendations. Whilst there are no recommendations identified
for the CCG I think the learning from the review should be
considered further by the CCG Governing Body at a future
development session.
The review highlighted significant quality issues, harm and a poor
culture within Liverpool Community Health, which the CCG should
reflect upon and think about how we monitor the quality of care
and how we respond to concerns raised by staff, patients, carers
and families.
The key finding relating to commissioners states “Service
Commissioners did not take adequate steps to identify problems
with the services delivered by the trust”. It also states “Any of
these external organisations could have identified the problems
afflicting the trust earlier had they looked critically at the
information available to them”. We need to consider how the CCG
triangulates information, examine the data that exists to inform our
knowledge and view of the quality of care provided in light of this
report. I am keen to see the CCG develops a learning culture and
implements measures to ensure these issues do not happen
again.
The CCG must therefore consider carefully this review and what
we propose to do to learn lessons.
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As stated earlier I propose we dedicate one of our development
sessions to consider the report and what we put in place to ensure
this cannot happen again. How as a CCG we encourage an open
and transparent learning culture, how we learn from things that do
not go as we would have expected and change services as a
consequence and how we change our systems and processes to
improve continuously. As an organisation we need to understand
the services we commission, listen to our service users, patients
and the public and organise care around their needs, not
organisations.
This is not the only review into the issues with Liverpool
Community Health, we also anticipate a report on the transition
process currently being conducted by the National Audit office.
Again I anticipate lessons will be identified that we will need to
consider and learn from. I will bring a separate report on this once
the report has been made public.
4.4 Health and Care Partnership for Cheshire and Merseyside
The partnership is in the process of producing a business plan that
will describe the work streams and activities that they will be
conducting to improve care across the Cheshire and Merseyside
system. In order to support the transformation of services it has
been proposed to establish a fund that will be accessed by the
place based systems. Each CCG across the partnership has been
asked to contribute 0.25% of their allocation.
The proposal will not take account of specific allocations from
individual CCGs but it is intended that over the next three years
that each place will receive its fair share. The initial intention is to
support place based areas that deliver at pace. All proposals will
be considered on their merits and will need to show how they will
deliver a quantum shift in care through innovative, collaborative
Integrated Care Partnerships, and embrace the culture change
that goes with it moving to shared responsibility and population
based care, not organisational interests.
As part of the
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development of our strategic and operational plan we have
factored this funding into our plans.
A process is being put in place to access the funding, this was
discussed at the System Management Board on 27th February.
Governance arrangements will be clarified in relation to the
decision making and management of the transformation fund.
4.5 National Update
Technical guidance in support of the 2018/19 planning guidance
has now been received although we are still awaiting guidance on
a number of primary care areas.
Resource allocation updates have also been notified to the CCG
as part of this guidance, including the transfer of a number of
assumed allocations from a non-recurrent to recurrent basis.
Whilst no amendment has been made to the CCG resources in
respect of allocation ‘growth’ there has been an additional
allocation of £6.2m made available to the CCG to further support
implementation of a range of ‘Forward View’ deliverables in
respect of Mental Health, Cancer, Urgent & Emergency Care and
other areas.
Detailed proposals are currently being developed as part of the
CCG planning process and in conjunction with the North Mersey
NHS Provider Alliance in accordance with the ‘Acting as One’
memorandum of agreement for any additional resources that were
to become available to the system in addition to anticipated values.

5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers) – Not Applicable
5.1

Does this require public engagement or has public
engagement been carried out? / No
i.
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If no explain why – no service transformation or
change.

ii.

5.2

Does the public sector equality duty apply? No.
i.
ii.

5.3

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

If no please state why – no service transformation or
change.
If yes summaries equalities issues, action taken/to be
taken and attached engagement EIA (or separate EIA
if no engagement required). If completed state how
EIA is/has affected final proposal.

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

5.4 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.

6.

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

7.

CONCLUSION
The Liverpool CCG Governing Body is asked to note the Chief
Officer’s report.
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Report no: GB 11-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH MARCH 2018
Title of Report
Lead Governor

Finance Update January 2018 – Month 10
17/18
Jan Ledward – 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 January 2018
(Month 10) 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
Recommendation

That the Governing Body
 Notes the current financial position
and risks associated with delivery of
the forecast outturn position.
 Notes
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the

stated

assumptions

regarding
proposed
recovery
solutions to deliver the required
business rules based on current
forecast outturn assumptions
Relevant
standards/targets
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Financial Duties
NHS England Business Rules

FINANCIAL PERFORMANCE UPDATE
– MONTH 10 (JANUARY) 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 the Governing Body:
a) Notes the current financial position and risks associated with delivery
of the forecast outturn position.
b) Notes the stated assumptions regarding proposed recovery solutions
to deliver the required business rules based on current forecast outturn
assumptions.
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)

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
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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.
Following a national review of the cost pressures by NHS England,
CCG’s have now been asked to fully reflect NCSO cost pressures in
their financial position. As in previous months these pressures are being
highlighted to the Governing Body
For Liverpool CCG the total NCSO cost pressure reflected in the current
forecast outturn, has been estimated at Month 10 at £4.4m (Month 09
£4.9m). The forecast outturn position further anticipates mitigations of
£0.9m following a change in approach of Category M savings as per
below section.
b) Category M Savings
The Pharmaceutical Services Negotiating Committee (PSNC) previously
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".
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Initial guidance advised that the category M savings would initially be
held centrally and that the benefit of the price reduction “should be
available for investment by CCGs either in 2017/18 or in subsequent
years”
Current indications are that the category M savings, which for Liverpool
CCG are estimated to be in the region of £0.9m for 2017/18, will be
made available to the CCG to mitigate in part the scale of the NCSO
cost pressures. The £0.9m benefit has been reflected in the CCG’s
financial forecast outturn position. Receipt of these savings is also
flagged as a “risk” in the non-ISFE Month 10 financial submission
process pending formal confirmation of the release of the savings to the
CCG.
If the central Category M risk reserve is not formally deployed by NHSE
to mitigate CCG NCSO pressures (or other risks of a system deficit),
then the requirements of the CCG’s in-year and cumulative surplus
position may be increased above current planned levels. It should be
noted that the CCG does not have developed mitigating actions to
deliver 2017/18 business rules should the Category M benefit not be
forthcoming and this is reflected in the M10 non-ISFE risk return.
4.

FINANCIAL POSITION SUMMARY AT MONTH 10

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

2017/18

M01

M02

M03

M04

M05

M06

M07

M08

M09

M10

Plan

(Apr)

(May)

(Jun)

(Jul)

(Aug)

(Sep)

(Oct)

(Nov)

(Dec)

(Jan)

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

86

86

86

86

86

86

86

86

86

86

86

16,463

16,466

16,466

16,466

16,466

16,466

16,466

16,466

16,466

16,466

16,466

0

(289)

(872)

(715)

(1,075)

(1,220)

(1,552)

(1,190)

(1,024)

(582)

10,047

10,047

10,329

10,064

10,300

10,173

10,060

10,096

10,079

10,245

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
Surplus / (Deficit)
Position
Running Costs Forecast
Expenditure (*3)

75

10,562

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)

4,275

4,275

4,275

4,275

4,275

3912*

3912*

3912*

3912*

3912*

3912*

4,275

4,275

4,275

4,275

4,275

3912*

3912*

3912*

3912*

3912*

3912*

4,525

4,525

4,525

4,525

4,525

4,525

4,525

4,525

4,525

4,525

4,525

Target
<
1.25%

405

15

293

264

346

315

183

27

139

3,508

M01
YTD

M02
YTD

M03
YTD

M04
YTD

M05
YTD

M06
YTD

M07
YTD

M08
YTD

M09
YTD

M10
YTD

95%

100%

100%

99%

99%

99%

99%

99%

99%

99%

99%

95%

100%

95%

96%

97%

97%

98%

98%

98%

98%

98%

95%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

95%

100%

99%

99%

99%

99%

99%

99%

99%

99%

99%

*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 January with
increased expenditure against planned levels of £582k (December
£1,024k) due to a combination of factors as described later in this report.
The cashbook balance of £3.51m at the end of January exceeded the
1.25% of monthly cash drawdown target of £0.78m by £2.73m. This was
due to the unplanned receipt of £2.07m ETTF funding from NHSE during
January and Liverpool City Council making a payment of £0.78m on the
final day of January.
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.
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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:
Table Three: 2017/18 Cumulative Surplus Position including retained
National Headroom Reserve, but excluding national ‘Category M
Savings’

2017/18 Forecast Outturn Surplus Position
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Current
Year

Cumulative

£000
86

£000
16,466

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

3,912

3,912

3,998

20,378

The CCG has anticipated the release of Category M savings totalling
£0.9m in its forecast outturn position, based on recent discussions with
NHS England, in part to offset the increased level of NCSO costs being
reported for 2017/18.
5. DETAILED FINANCIAL PERFORMANCE INFORMATION
The below sections summarise the key information regarding Month 10
(January) 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 £874.76m 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 £686k during January in respect
of:
• Acute hospital urgent & emergency liaison mental health services
– quarter 4 allocation £249k
• Vanguard funding - The Neuro Network (Walton Centre) – quarter
4 allocation £437k
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
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£000
782,388
2,491
6,769
72,547
864,195
10,562
874,757

Prior Year (carried forward) Surplus
Total CCG Allocation

16,380
891,137

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 GP 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
Acute hospital urgent & emergency liaison mental health
services
Vanguard funding - The Neuro Network (Walton Centre)
Walton Neuro Network ACC Q1 to Q4 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)
Charge Exempt Overseas Visitor (CEOV) adjustment
Winter Funding - GP access
Total Non-Recurrent Allocation
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£000
87
196
90
127
19
64
138
1,394
998
1,749
100
1,513
100
74
(44)
73
91
6,769

b) 2017/18 Year to Date and Forecast Outturn Expenditure Position
as at Month 10 (January)
The CCG is reporting a year to date over performance of £0.58m
(0.08%) against budgeted expenditure of £728.96m as at January 2017,
as set out in the Table Seven below. This compares to an overspend of
£1.02m (0.16%) as at December 2017 (Month 9).
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 10 Year to Date (January) 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

432,686

361,418

365,941

4,523

437,241

4,555

Community

92,177

78,163

76,710

(1,453)

90,450

(1,727)

Continuing Care

35,169

29,688

32,157

2,469

38,118

2,949

Mental Health

87,001

72,754

74,097

1,344

88,658

1,657

Other Programme

22,713

18,826

18,543

(283)

22,405

(307)

Earmarked Reserves

8,171

6,809

15

(6,793)

(364)

(8,535)

Non-Recurrent Headroom (National)

3,912

0

0

0

3,912

0

182,551

152,697

153,568

871

184,006

1,455

10,293

8,610

8,514

(96)

10,245

(47)

874,672

728,964

729,546

582

874,672

(0)

Primary Care & Prescribing
Corporate
TOTAL

Year to Date Financial Position
The Month 10 year to date reported financial positon is largely due to the
following factors:
Adverse Positions (by overall category position)
• Acute commissioning adverse impact of 2016/17 outturn £2.3m
comprising:
o £0.7m 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.
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• Acute Commissioning adverse in-year performance of £2.2m
comprising:
o Activity based contracts (e.g. non-acting as one) for St
Helens & Knowsley NHS Trust and Spire totalling £1.0m
year to date pressure.
o Non Contract Activity (NCA) £0.8m year to date pressure,
notably in respect of Betsi Cadwaladr UHB activity during the
summer months.
o Other Acute Commissioning, including Acting As One
appliances and devices and high cost drugs variable cost
pressures totalling £0.4m.
• Continuing Care £2.5m adverse year to date position based on the
latest ADAM data, including 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) £1.5m year to date
pressure; including high cost LD and Section 117 placements.
• Prescribing £2.1m year to date adverse position based on 8
months actual prescribing information, comprising £3.4m adverse
NCSO (No Cheaper Stock Obtainable) costs; offset by a
favourable variance on other prescribing costs of £1.3m.
• Unidentified CRES pressures reported within Reserves (as per
reporting below) for Primary Care, Income Opportunities and
Miscellaneous Grants of circa £2.1m.
Favourable Positions (by overall category position)
• Community Care digital investment is contributing to the £1.5m
favourable variance, with expenditure now planned for 2018/19.
• Other Programme costs £0.3m favourable to budget and reflects
reduction in Vacant Space property recharges and earlier than
forecast discharge of BIRT placement.
• Primary Care – £1.2m 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 Commissioning staff vacancies.
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• Corporate Running Costs year to date underspend of £0.1m
largely due to vacancies.
• Release of ten months of applicable un-committed earmarked
reserves (including Contingency) totalling £8.1m of year to date
efficiencies, and anticipated benefit from NHS England’s release of
centrally held Category M prescribing savings of £0.75m year to
date (Full Year £0.9m).
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 variance position
for the year.
Year to Date Variance
Expenditure Area
Acute Commissioning
Community

M02
£000

M03
£000

646

M04
£000

M05
£000

M06
£000

M07
£000

M08
£000

1,201

1,567

2,755

3,262

3,749

M09
£000

4,096

M10
£000

4,182

4,523

53

90

(46)

40

106

(125)

(256)

(485)

(1,453)

Continuing Care

173

195

370

65

608

766

1,007

1,081

2,469

Mental Health

139

198

204

335

668

986

1,049

1,244

1,344

Other Programme

(20)

276

223

201

189

(427)

(304)

(152)

(283)

47

317

(419)

(347)

(392)

884

692

1,142

871

Corporate

(184)

(220)

(120)

(148)

(185)

(91)

(117)

(204)

(96)

Sub Total

854

2,058

1,779

2,901

4,257

5,741

6,167

6,808

7,375

(565)

(1,186)

(1,062)

(1,827)

(3,037)

(4,189)

(4,977)

(5,784)

(6,793)

0

0

0

0

0

0

0

0

0

289

872

717

1,075

1,220

1,552

1,190

1,024

582

Primary Care & Prescribing

Earmarked Reserves
Non-Recurrent Headroom
(National)
TOTAL

Year to Date
Expenditure Area
Acute Commissioning

Prior Year
£000

Forecast Outturn Variance

Current Year
£000

YTD M10
£000

Prior Year
£000

Current Year
£000

FOT M10
£000

2,326

2,197

4,523

2,326

2,229

4,555

(42)

(1,411)

(1,453)

(42)

(1,686)

(1,727)

(179)

2,648

2,469

(179)

3,128

2,949

Mental Health

248

1,096

1,344

248

1,409

1,657

Other Programme

445

(727)

(283)

445

(752)

(307)

Primary Care & Prescribing

319

552

871

319

1,136

1,455

Corporate

205

(301)

(96)

205

(252)

(47)

Sub Total

3,322

4,053

7,375

3,322

5,212

8,535

Earmarked Reserves

0

(6,793)

(6,793)

0

(8,535)

(8,535)

Non-Recurrent Headroom (National)

0

0

0

0

0

0

Community
Continuing Care

82

TOTAL

3,322

(2,740)

582

3,322

(3,322)

(0)

Month on Month Movements
Key movements between month 9 and month 10 reporting are set out
below:
• Acute Commissioning includes £0.30m over performance in month 10
notably in respect of NCA costs and activity based elements of
contracts.
• Updated assumptions regarding Community Digital investment, with
reduced year to date costs and expenditure now planned for 2018/19.
• Continuing Care year to date variance increased in Month 10 based
on payments made to date and expenditure accruals utilising the
latest ADAM data. Care Packages continue to be reviewed and
validated following the introduction of the new ADAM system in April
2017. Forecast outturns for packages of care have been extrapolated
utilising the M10 reported position.
• Mental Health variances continue to reflect extrapolation of new
packages of care net of the impact of discharged patients.
• Other Programme reflects latest earlier than forecast discharge of
BIRT placement.
• Primary Care & Prescribing reflected reduction in NCSO (No Cheaper
Stock Obtainable) costs compared to previous months. Olanzapine
and Quetiapine continue to overspend at a consistent rate, whilst
other NCSO categories reduced during M10. The prescribing forecast
outturn expenditure position (based on 8 months’ worth of actual
data) is assessed as a £2.6m overspend comprising a projected
NCSO cost pressure of £4.4m which is in part offset by projected
efficiencies on other prescribing costs of £1.8m. Other primary care
costs continue to underspend in month as List Size growth remains
below budgeted growth levels.
• Corporate Services continues to report a favourable variance
reflecting the current level of vacancies within the organisation. An
accrual in respect of the HMRC inquiry has been reflected in the M10
financial position.
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• 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.
Anticipated Category M prescribing benefits, £0.9m full year effect,
have been reflected within the reported Reserve position for the first
time in Month 10.
Forecast Outturn Position as at Month 10 (January)
The CCG is reporting an outturn position compliant with the 2017/18
Plan reflecting delivery of business rules for the year
This is on the basis of a combination of the current operational position
overspend of £8.535m, being offset by the earmarked reserves £7.635m
and anticipated centrally held Category M prescribing benefit of £0.900m
which is expected to be released to CCGs ahead of the financial year
end.
The key forecast outturn variances from planned levels of expenditure
(based on the month 10 reporting information) results in the material
variances as summarised in the table below:
Table Nine: 2017/18 FY – Month 10 Forecast Outturn Variances by
Expenditure Area
MONTH 10
YTD Variance FOT Variance
£ 000’s
£ 000’s

Expenditure Area

Expenditure Line

Acute
Commissioning
Acute
Commissioning
Acute
Commissioning
Acute
Commissioning
Acute
Commissioning
Community
Services
Community
Services
Continuing Care

St Helens & Knowsley NHS Trust
Contract

794

969

Spire Contracts

235

267

2,326

2,326

NCA's

815

877

Other Acute (incl. Wirral Hospital & HC
Drugs)

353

116

Community Trusts & Hospices

101

178

Long Term Conditions (Digital)

(1,554)

(1,906)

625

661

1,844

2,288

1,485

1,807

Continuing Care
Mental Health

84

Prior Year Impact (including RLBUHT &
Winter Resilience)

Children’s Continuing Care
Continuing Health Care & Funded
Nursing Care
Learning Disabilities Packages

Mental Health
Primary Care &
Prescribing
Primary Care &
Prescribing
Primary Care &
Prescribing
Other Programme
Running Costs

Other Mental Health Services

(142)

(150)

Delegated Commissioning / Other

(719)

(671)

Prescribing

2,104

2,572

Other (Out of Hours, Oxygen, LES etc.)

(513)

(445)

Social Grants / Other
Running Costs

(282)
(96)

(307)
(47)

Sub Total

Operational Forecast Outturn

7,376

8,535

Table Ten below summarises the reported earmarked reserves available
to the CCG to offset this operational position.
Table Ten: 2017/18 FY – Earmarked Reserves position as at Month 10
Annual

M10 RESERVES

Year to Date

Budget
£000

Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

CONTINGENCY

4,525

3,771

0

(3,771)

0

(4,525)

OTHER EARMARKED (incl. Cat M benefit)

5,151

4,292

15

(4,277)

(364)

(5,515)

(2,524)

(2,103)

0

2,103

0

2,524

UNIDENTIFIED CRES
NON-RECURRENT ALLOCATIONS

0

0

0

0

0

0

NON-RECURRENT HEADROOM

1,018

849

0

(849)

0

(1,018)

NATIONAL RISK RESERVE

3,912

0

0

0

3,912

0

12,083

6,809

15

(6,793)

3,548

(8,535)

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 £21.943m (at month 10) 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 £1.713m resulting in a total forecast
CRES shortfall of £4.237m for the year.
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Current information suggests genuine slippage of circa £5.633m against
‘other Earmarked Reserves’ and ‘Non-Recurrent Headroom’ as
described in original financial planning assumptions, with the resulting
gap of £0.900m to be met through centrally held Category M prescribing
savings.
Any further increases to forecast outturn expenditure during February or
March will require additional mitigations (cost containment, improved
CRES delivery or further slippage against earmarked reserves).
Table Eleven – Summary of earmarked reserves and additional
mitigations required.
MONTH 10
YTD Variance FOT Variance
£ 000’s
£ 000’s
Total
Reserves
Reserves
Reserves

Operational Forecast Outturn
Unidentified CRES
Contingency
Other Earmarked Reserves

7,376
2,103
(3,771)
(4,376)

8,535
2,524
(4,525)
(5,634)

Gap to deliver "in-year" breakeven position

1,332

900

Centrally Held
Category M prescribing benefit
"In-Year" breakeven position

(750)
582

(900)
0

Closure of this gap is assumed through the anticipated receipt of
Category M prescribing benefit. Any further increases to the Operational
Forecast Outturn of £8.535m will need to be mitigated through 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 £4.2m
(£2.5m reflected in Reserves and £1.7m within Operational
Forecast Outturn).
• Reduction to other current operational FOT pressures of £8.5m (of
which £3.3m is a fixed prior year cost as per run rate analysis)
• An increase the amount of slippage against ‘Other Earmarked’
reserves above the current £5.6m.
Should all other forecasts be consistent with current outturn assumptions
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
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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
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
£22.1m, with an adverse variance of £3.4m (£3.1m at Month 9)
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 10 (January) Year to Date CRES
Year to Date
Target
Savings 17/18

Year to Date
Assumed
Savings

(by
Programme)

(as at End of
January 2018)

£ 000’s

£ 000’s

£ 000’s

1. Non Acting as One Contracts

1,558

914

(644)

A

2. Prescribing

5,498

5,479

(19)

A

3. Packages of Care

1,587

1,688

100

F

4. Primary Care

2,100

661

(1,439)

A

625

270

(355)

A

Programme Name

5. End of Life Care
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Year to Date
Surplus (F) /
(Shortfall) (A)

6. CAMHS

717

717

0

7. Healthy Liverpool

82

82

0

1,949

1,949

0

9. Intermediate Care

566

651

84

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

480

676

196

F

16. Non Contracted Activity

188

38

(150)

A

17. External Funding Opportunities

833

0

(833)

A

18. Grants - Adult Mental Health

273

273

(0)

A

19. Grants - Children's

108

83

(25)

A

20. Grants - Dementia

142

142

0

21. Grants - Social

408

92

(316)

22. Grants - LD

16

16

0

23. Grants - Other

59

38

(21)

A

22,122

18,674

(3,448)

A

8. Digital IT

TOTAL

F

A

A

Forecast Savings
Month 10 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
January 2018 (Month 10) is as per table thirteen below, resulting in
£4.237m variance (adverse (A)) away from planned savings (was
£4.193m at month 9); off which £1.713m is reflected against devolved
budgets and £2.524m in Commissioning Reserves.
The main variances being an adverse movement in the Primary Care,
External Funding Opportunities and ‘non-acting as one’ CRES schemes
and favourable movement on running cost savings.
Further work is being undertaken with regards to Packages of Care
CRES delivery as described in the below section, given on going
reconciliation issues between respective systems
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These issues have been highlighted at the Financial Recovery Oversight
Group (FROG) meeting held in February as part of the deep dive
sessions.
Table Thirteen– 2017/18 FY – Month 10 (January) Forecast CRES
position
Target
Savings 17/18

Savings
Delivery
Forecast

(by
Programme)

(as at End of
January 2018)

£ 000’s

£ 000’s

£ 000’s

1. Non Acting as One Contracts

2,000

1,049

(951)

A

2. Prescribing

7,185

7,083

(102)

A

3. Packages of Care

2,067

2,196

129

F

4. Primary Care

2,200

814

(1,386)

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

13. Winter Resilience

128

128

0

14. Better Care Fund

4,000

4,000

0

15. Running Cost Review

500

647

147

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

21,943

(4,237)

A

Programme Name

8. Digital IT

17. External Funding Opportunities

TOTAL

d) FINANCIAL RISKS
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Forecast
Surplus (F) /
(Shortfall) (A)

F

A

A

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 10 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.
As per above, ‘Packages of Care’ remains subject to validation /
reconciliation as part of on-going discussions with CSU / LCC and on
going development of the ‘ADAM’ reporting system
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 10 Position exceeds planning assumptions
Mitigation – Monthly monitoring, contract performance review with coordinating commissioner, planned care and demand management
workstreams.
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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. Current cost estimates built into forecast outturn at Month 10.
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 are not reflected in the
forecast outturn position and which could put at risk the delivery of the
planned forecast outturn position.
The Month 10 return comprised:
• £0.900m risk should the CCG’s share of the centrally held
Category M prescribing benefit not be made available during
2017/18 to mitigate in part the higher than planned NCSO costs
being incurred this year.
• Other previously reported risks including NCSO, HMRC Inquiry
and Packages of Care are now fully reflected in current forecast
outturn, based on available Month 10 data. Adverse variations to
Month 10 forecasts will need to be managed through favourable
movements across other budget headings, increased efficiency
savings or further slippage against the remaining earmarked
reserves.
The CCG will continue to review these risks through the actions
described above.
6.

STATEMENT OF FINANCIAL POSITION

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

Jan-18

Mar-17

£000’s
0

£000’s
0

2,731

1

Accounts Receivable

11,447

6,418

Current Assets

14,178

6,419

TOTAL ASSETS

14,178

6,419

Accounts Payable
Total Current Liabilities

47,639
47,639

44,836
44,836

Retained Earnings incl. In Year

-33,461

-38,417

Total Taxpayers Equity

-33,461

-38,417

14,178

6,419

Total Non-Current Assets
Cash

TOTAL EQUITY + LIABILITIES

a) Cash Target
The target for the month of January 2017 was not achieved with a
cashbook balance of £3,508k at the end of the month, equivalent to
5.66% of drawdown. The balance was higher than planned due to a
receipt of £2.07m from NHS England in settlement of an ETTF (Estates
& Technology Transformation Fund) invoice without prior notification;
together with an unexpected receipt of £777k from Liverpool City Council
on the final day of January.
It should be noted that the general ledger cash balance reflected in the
Statement of Financial Position above, does not include late receipts
received at the end of January.
The target for the CCG is a maximum cash holding of less than 1.25% of
the monthly drawdown which for January equates to £775k.
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.
Table Fifteen – Better Payment Practice Code as at January 2018
BPPC - April 2017 to January 2018
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Total
Number of
Invoices Paid
NHS
NON NHS

Total Paid
within
Target

% age

Total Value
of Invoices
Paid £000

Value Paid
within
Target £000

% age

2,732

2,704

99%

504,188

502,752

100%

11,819

11,581

98%

209,677

207,787

99%

The January 2018 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 January 2018 for NHS invoices, both number and value,
was achieved at 96.67% and 97.50% respectively. For Non-NHS both
targets for the number and value of invoices paid was achieved at
97.64% and 98.61% respectively. The target for the year of 95% is
expected to be achieved.
7. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
7.1 Does this require public engagement or has public engagement
been carried out?
Not Applicable
7.2 Does the public sector equality duty apply?
Not Applicable
7.3 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
7.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Not Applicable
8. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
Supports the achievement of Statutory Financial Duties.
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9. 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
1st March 2018
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Appendix One - Month 10 (January) Financial Performance by Expenditure Area

i.

Acute Expenditure

The overall Acute commissioning expenditure position is currently £4.52m over plan as at January 2018, as per table
sixteen below.
Table Sixteen – 2017/18 FY – Month 10 (January) Acute Expenditure
Annual

Expenditure Area
ACUTE COMMISSIONING

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

429,225

358,534

362,561

4,028

433,317

4,093

NCAS/OATS

3,155

2,630

3,444

815

4,033

877

END OF LIFE

0

0

0

0

0

0

COLLABORATIVE COMMISSIONING

0

0

(0)

(0)

0

0

HIGH COST DRUGS

264

220

127

(93)

153

(111)

WINTER RESILIENCE

43

35

(191)

(226)

(261)

(304)

432,686

361,418

365,941

4,523

437,241

4,555

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

17,083

17,877

794

21,691

969

SPIRE

11,418

9,515

9,749

235

11,684

267

3,155

2,630

3,444

815

4,033

877

397,391

332,191

332,544

353

397,507

116

0

0

2,326

2,326

2,326

2,326

432,686

361,418

365,941

4,523

437,241

4,555

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

TOTAL ACUTE
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Key Reporting Variances
• Month 9 (December) Cut 1 Data Contract over performance for St Helen’s & Knowsley NHS Trust and Spire Hospitals
£1,029k year to date and £1,236k forecast outturn. This represents a reduction of £386k to the forecast outturn of
£1,622k reported at Month 09.
• The adverse impact of the 2016/17 forecast outturn position compared to actual costs incurred totalling £2,326k;
including negotiated settlement of 2016/17 contractual issues.
• NCA’s non-delivery of anticipated CRES Savings £200k and further NCA over performance of £677k. Other Acute
provider costs are forecasting an adverse outturn variance of £116k.
ii.

Community Expenditure

The community expenditure position is currently £1.45m favourable to plan at January 2017, as per table seventeen below.
Table Seventeen – 2017/18 FY – Month 10 (January) 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

63,558

63,676

118

74,887

137

INTERMEDIATE CARE

11,022

9,260

9,198

(62)

10,963

(59)

PALLIATIVE CARE

90

83

73

(10)

119

29

302

252

252

0

302

0

HOSPICES

3,012

2,510

2,565

55

3,085

72

LONG TERM CONDITIONS

3,001

2,500

946

(1,554)

1,095

(1,906)

92,177

78,163

76,710

(1,453)

90,450

(1,727)

CARERS

TOTAL COMMUNITY

Key Reporting Variances
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• Community Services includes prior year expenditure impact for Community Equipment Store £45k, and increase in
2017/18 activity against planned levels for Wirral Podiatry £57k (FOT £93k).
• Intermediate Care underspend against demand led 28 day spot purchases of £62k in first ten months of the financial
year, with expenditure forecast to exceed budget by £3k during the remainder of the year.
• Palliative care forecast includes £29k Healthy Lung evaluation costs. The year to date variance includes income of
£10k with associated expenditure planned before financial year end.
• 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 and other development costs,
together with additional ATLAS income resulting in a favourable variance of £319k. Also estates and technology
transformation expenditure of £1,587k is now planned for 2018/19.
iii.

Continuing Care

The continuing care expenditure position is currently £2.47m over plan as at January 2018, as per table eighteen below.
Table Eighteen – 2017/18 FY – Month 10 (January) 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

5,434

5,501

67

6,377

67

CHC ADULT FULLY FUNDED

20,469

17,034

17,730

696

21,305

836

Children's Continuing Care

3,496

3,072

3,698

625

4,157

661

CHC AD FULL FUND PERS HLTH BUD

988

824

1,197

373

1,525

536

CONTINUING HEALTHCARE ASSESSMENT & SUPPORT

366

305

298

(6)

358

(8)

3,540

3,019

3,733

714

4,397

857

CHC ADULT JOINT FUNDED

0

0

0

0

0

0

TOTAL CONTINUING CARE

35,169

29,688

32,157

2,469

38,118

2,949

ADULT JOINT FUNDED CONTINUING CARE
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Key Reporting Variances
• Funded Nursing Care costs £67k higher than planned at Month 10. Current year costs are projected to exceed budget
by £127k for the full year; offset by 2016/17 expenditure accruals exceeding actual recharges by £60k.
• Continuing Health Care Adult Fully Funded is overspending by £696k at Month 10 based on CSU ADAM reports that
continues to be subject to data validation checks. The forecast outturn has increased by £399k to fully reflect an
extrapolation of the M10 year to date financial position.
• A high cost ‘Childrens’ package for a two month placement totalling £170k is reflected in both the year to date and
forecast outturn position. Revised data on joint funded packages and associated equipment has resulted in a £408k
increase to the forecast outturn in Month 10.
• Higher than planned Personal Health Budgets Expenditure £373k due to increased client numbers in the first ten
months of the year. A number of clients have recently transferred from CHC Adult Fully Funded and this is reflected in
the forecast outturn overspend to £536k.
• Adult Joint Funded Continuing Care £714k overspend at Month 10 reflecting latest available data. Forecast outturn
expenditure increased by £599k to reflect latest financial position.
It is recognised that demand led packages of care continue to present a financial risk to the CCG and more in depth analysis
of continuing care costs and associated risks continue to be developed in light of further ADAM information that has been
received from MLCSU which is subject to on-going validation.

iv.

Mental Health

The mental health expenditure position is currently £1.34m over plan as at January 2018, as per table nineteen below.

Table Nineteen – 2017/18 FY – Month 10 (January) Mental Health Expenditure.
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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

1,451

1,447

(4)

1,667

(2)

LEARNING DIFFICULTIES

4,111

3,425

4,426

1,001

5,289

1,178

Learning Difficulties - S117

939

839

1,323

485

1,567

628

MENTAL HEALTH SERVICES - OTHER

947

809

786

(22)

922

(25)

MENTAL HEALTH CONTRACTS

68,453

57,081

57,181

100

68,603

150

DEMENTIA

75

75

76

0

76

0

MENTAL HEALTH SERVICES - ADVOCACY

91

91

91

(0)

91

(0)

237

218

218

0

237

0

21

21

21

0

21

0

343

286

121

(165)

158

(185)

MENTAL HEALTH SERVICES - ADULTS

4,192

3,513

3,624

111

4,325

132

Mental Health Services - S117 Mental Health

1,752

1,469

1,396

(73)

1,664

(88)

MENTAL HEALTH SERVICES - OLDER PEOPLE

4,171

3,475

3,388

(88)

4,039

(132)

87,001

72,754

74,097

1,344

88,658

1,657

MENTAL CAPACITY ACT
MENTAL HEALTH SERVICES - COLLABORATIVE COMMISSIONING
MENTAL HEALTH SERVICES - NOT CONTRACTED ACTIVITY

TOTAL MENTAL HEALTH

Key Reporting Variances
• Learning Difficulties
o Additional high cost Learning Difficulties packages costing £547k within year to date position (FOT £656k).
o Liverpool CCG high cost Learning Difficulties package £103k (FOT £123k) following NHSE decision not to fund
package.
o £164k over performance on CWP contract (FOT £194k)
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
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o Joint funded recharge from Liverpool CC higher than planned (FOT £281k)
o Investment in Queens Drive £350k.
• Mental Health Contracts over performance on Cheshire Wirral Partnership contract FOT £40k plus ADHD Drugs £90k
and increased Mersey Care CQUIN costs £20k.
• Mental Health Services Non Contracted Activity - £93k favourable to year to date plan following Lancashire Care NHS FT
move from Block to Non-Contract and reflective of reduced activity levels (FOT -£131k) and reduced Military Veteran and
Pennine HC costs £61k favourable FOT.
• Mental Health Services – Adults and S117 reflect latest activity based recharges from Liverpool CC.
• Mental Health Services – Older People forecast to underspend by £132k as a result of delayed tele-triage implementation
and Community Geriatrician recruitment.

v.

Other Programme (excluding Reserves)

Other programme expenditure position is currently £0.28m favourable to plan as at January 2018, as per table twenty below.
Table Twenty – 2017/18 FY – Month 10 (January) Other Programme Expenditure.
Annual

Expenditure Area
EXCEPTIONS & PRIOR APPROVALS
COMMISSIONING - NON ACUTE
REABLEMENT
NHS 111
PATIENT TRANSPORT
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Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

791

636

579

(57)

717

(74)

10,883

9,069

9,138

69

11,012

128

0

0

0

0

0

0

1,384

1,102

1,102

(0)

1,385

0

10

8

11

2

12

2

RECHARGES NHS PROPERTY SERVICES LTD
QUALITY PREMIUM PROGRAMME

6,169

5,141

4,734

(407)

5,680

(489)

0

0

0

0

0

0

SAFEGUARDING

697

553

535

(18)

663

(34)

CLINICAL LEADS

1,211

1,009

1,034

25

1,255

43

PROGRAMME PROJECTS

1,069

891

773

(118)

930

(139)

GRANTS PROGRAMME

200

167

406

240

455

255

NON RECURRENT PROGRAMMES

298

248

230

(18)

297

(0)

22,713

18,826

18,543

(283)

22,405

(307)

TOTAL OTHER PROGRAMME (excluding Reserves)

Key Reporting Variances
• Healthy Liverpool staffing underspend of £57k year to date (FOT £74k underspend).
• Commissioning Non-Acute forecast outturn includes the extension of two new placements at Redford Court exceeding
plan by £115k. Merseycare acquired brain injury spot purchase costs are now forecast to overspend by only £8k
following the patient discharge.
• 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 £255k full year.

vi.

Earmarked Reserves and Non-Recurrent Headroom

CCG reserves expenditure position is currently £6.79m below budgeted levels as at January 2018, as per table twenty one
below.
Table Twenty One – 2017/18 FY – Month 10 (January) Earmarked Reserves Expenditure.
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Annual

M10 RESERVES

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

CONTINGENCY

4,525

3,771

0

(3,771)

0

(4,525)

OTHER EARMARKED

5,151

4,292

15

(4,277)

(364)

(5,515)

UNIDENTIFIED CRES

(2,524)

(2,103)

0

2,103

0

2,524

0

0

0

0

0

0

NON-RECURRENT HEADROOM

1,018

849

0

(849)

0

(1,018)

NATIONAL RISK RESERVE

3,912

0

0

0

3,912

0

12,083

6,809

15

(6,793)

3,548

(8,535)

NON-RECURRENT ALLOCATIONS

TOTAL RESERVES

Key Reporting Variances
•
•
•
•

Release of Contingency – year to date benefit £3.77m
Other Earmarked Reserves & Non-Recurrent Headroom – year to date benefit £5.13m
Unidentified Cash Releasing Savings – year to date pressure of £2.10m
Forecast outturn favourable variance includes £0.90m of anticipated benefit from Category M prescribing cost savings
currently held centrally by NHS England.
• See Table Eleven above for further clarification of the reported Reserve position.

vii.

Primary Care

Primary Care and Prescribing expenditure position is currently £0.87m adverse to plan as at January 2018, as per table
Twenty Two below.

Table Twenty Two – 2017/18 FY – Month 10 (January) Primary Care Expenditure.
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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

60,167

59,447

(719)

71,876

(671)

PRESCRIBING

86,382

72,703

74,807

2,104

88,954

2,572

5,069

4,224

4,162

(62)

5,001

(68)

87

73

73

0

87

0

OUT OF HOURS
GP FORWARD VIEW
OXYGEN

870

725

644

(81)

780

(90)

CENTRAL DRUGS

65

54

54

0

65

0

PRIMARY CARE IT

2,309

1,924

1,796

(128)

2,208

(100)

0

0

0

0

0

0

COMMISSIONING SCHEMES

1,139

952

859

(93)

1,063

(76)

LOCAL ENHANCED SERVICES

14,084

11,876

11,728

(149)

13,973

(111)

182,551

152,697

153,568

871

184,006

1,455

PRIMARY CARE INVESTMENTS

TOTAL PRIMARY CARE

Key Reporting Variances
•

Co-commissioning includes adverse impact of Prior Year outturn £444k (including QOF), offset by list size growth and
other fees and payments being forecast at less than plan -£1,115k.

•

Prescribing includes actual cost data to November plus accrued expenditure for December and January. Cost
pressures on No Cheaper Stock Obtainable (NCSO) prescribing totals £3.43m year to date, offset by cost savings on
other prescribing of £1.33m. Forecast outturn expenditure includes NCSO cost projections for February and March.

• Out of Hours costs are favourable to budget due to the take up of UC24 sessions at Alder Hey being below planned
levels.
•

Oxygen expenditure remains lower than budget each month and this trend is forecast to the year-end.
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• Primary Care IT year to date expenditure is £128k below planned levels. Expenditure is forecast to increase above
planned levels in the final months of the year giving a forecast outturn position that is £100k favourable to plan.
•

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 £76k.

•

Local Enhanced Services favourable to budget due to lower list size growth than planned -£149k. Minor surgery and
asylum seekers payments are forecast to increase in the remainder of the year.

viii. Running Costs
Running costs expenditure position is currently £0.10m under planned levels as at January 2018, as per table twenty three
below.
Table Twenty three – 2017/18 FY – Month 10 (January) 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

537

679

142

757

154

0

0

0

0

0

0

OPERATIONS MANAGEMENT

375

314

308

(6)

373

(3)

COMMISSIONING

659

552

523

(29)

631

(28)

COMMUNICATIONS & PR

243

197

182

(16)

230

(13)

STRATEGY & DEVELOPMENT

712

592

552

(40)

688

(23)

FINANCE

991

828

727

(101)

866

(125)

ADMINISTRATION & BUSINESS SUPPORT

1,059

888

859

(29)

1,038

(21)

CEO/ BOARD OFFICE

2,197

1,831

1,830

(1)

2,129

(68)

CONTRACT MANAGEMENT

1,643

1,363

1,280

(82)

1,632

(11)

BUSINESS INFORMATICS

1,016

845

813

(32)

985

(31)

INNOVATION FUND
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CORPORATE COSTS & SERVICES

796

663

757

94

918

122

HUMAN RESOURCES

0

0

1

1

0

0

GENERAL RESERVE - ADMIN

0

(0)

0

0

0

0

QUALITY ASSURANCE

0

0

4

4

0

0

10,293

8,610

8,514

(96)

10,245

(47)

TOTAL RUNNING COSTS

The running costs annual budget was reduced by £500k cash releasing efficiency saving target during July (£416k year to
date). Staff vacancies to January are contributing to the £96k favourable variance to this revised plan. A number of
vacancies are planned to be filled in the remaining months of the year.
Estates and Facilities forecast outturn includes £104k of prior year costs, together with rent and electricity costs for 2017/18
that are higher than planned.
Board costs now reflect the likely HMRC settlement previously reported under Section D Financial Risks. Costs are forecast
to reduce in the remaining months of the year as a result of implementation of the remuneration review.
Corporate Costs & Services includes £107k STP expenditure not reflected in budget.
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Appendix Two – Year to Date Budget Performance as at January 2018
Annual

Expenditure Area
PROGRAMME

ACUTE

553571

ACUTE COMMISSIONING

PROGRAMME

ACUTE

553616

PROGRAMME

ACUTE

PROGRAMME
PROGRAMME
PROGRAMME

Year to Date

Budget
£000

Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

429,225

358,534

362,561

4,028

433,317

4,093

NCAS/OATS

3,155

2,630

3,444

815

4,033

877

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

220

127

(93)

153

(111)

ACUTE

553631

WINTER RESILIENCE

43

35

(191)

(226)

(261)

(304)

432,686

361,418

365,941

4,523

437,241

4,555

TOTAL ACUTE
PROGRAMME

COMMUNITY HEALTH SERVICES

553711

COMMUNITY SERVICES

74,750

63,558

63,676

118

74,887

137

PROGRAMME

COMMUNITY HEALTH SERVICES

553726

INTERMEDIATE CARE

11,022

9,260

9,198

(62)

10,963

(59)

PROGRAMME

COMMUNITY HEALTH SERVICES

553736

PALLIATIVE CARE

90

83

73

(10)

119

29

PROGRAMME

COMMUNITY HEALTH SERVICES

553716

CARERS

302

252

252

0

302

0

PROGRAMME

COMMUNITY HEALTH SERVICES

553721

HOSPICES

3,012

2,510

2,565

55

3,085

72

PROGRAMME

COMMUNITY HEALTH SERVICES

553731

LONG TERM CONDITIONS

3,001

2,500

946

(1,554)

1,095

(1,906)

92,177

78,163

76,710

(1,453)

90,450

(1,727)

6,310

5,434

5,501

67

6,377

67

20,469

17,034

17,730

696

21,305

836

0

0

0

0

0

0

3,496

3,072

3,698

625

4,157

661

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

824

1,197

373

1,525

536

PROGRAMME

CONTINUING CARE

553686

CONTINUING HEALTHCARE ASSESSMENT & SUPPORT

366

305

298

(6)

358

(8)

PROGRAMME

CONTINUING CARE

553684

ADULT JOINT FUNDED CONTINUING CARE

3,540

3,019

3,733

714

4,397

857

PROGRAMME

CONTINUING CARE

553682

CHC ADULT JOINT FUNDED

0

0

0

0

0

0

TOTAL CONTINUING CARE

35,169

29,688

32,157

2,469

38,118

2,949

CHC CHILDREN

PROGRAMME

MENTAL HEALTH

553506

CHILD AND ADOLESCENT MENTAL HEALTH

1,670

1,451

1,447

(4)

1,667

(2)

PROGRAMME

MENTAL HEALTH

553521

LEARNING DIFFICULTIES

4,111

3,425

4,426

1,001

5,289

1,178

PROGRAMME

MENTAL HEALTH

553522

Learning Difficulties - S117

939

839

1,323

485

1,567

628

106

PROGRAMME

MENTAL HEALTH

553556

MENTAL HEALTH SERVICES - OTHER

947

809

786

(22)

922

(25)

PROGRAMME

MENTAL HEALTH

553501

MENTAL HEALTH CONTRACTS

PROGRAMME

MENTAL HEALTH

553511

DEMENTIA

68,453

57,081

57,181

100

68,603

150

75

75

76

0

76

0

PROGRAMME

MENTAL HEALTH

553536

MENTAL HEALTH SERVICES - ADVOCACY

91

91

91

(0)

91

(0)

PROGRAMME

MENTAL HEALTH

553526

MENTAL CAPACITY ACT

237

218

218

0

237

0

PROGRAMME

MENTAL HEALTH

553541

MENTAL HEALTH SERVICES - COLLABORATIVE
COMMISSIONING

21

21

21

0

21

0

PROGRAMME

MENTAL HEALTH

553546

MENTAL HEALTH SERVICES - NOT CONTRACTED ACTIVITY

343

286

121

(165)

158

(185)

PROGRAMME

MENTAL HEALTH

553531

MENTAL HEALTH SERVICES - ADULTS

4,192

3,513

3,624

111

4,325

132

PROGRAMME

MENTAL HEALTH

PROGRAMME

MENTAL HEALTH

553557

Mental Health Services - S117 Mental Health

1,752

1,469

1,396

(73)

1,664

(88)

553551

MENTAL HEALTH SERVICES - OLDER PEOPLE

4,171

3,475

3,388

(88)

4,039

(132)

87,001

72,754

74,097

1,344

88,658

1,657

791

636

579

(57)

717

(74)

10,883

9,069

9,138

69

11,012

128

TOTAL MENTAL HEALTH
PROGRAMME

OTHER

553807

EXCEPTIONS & PRIOR APPROVALS

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

PROGRAMME

OTHER

PROGRAMME

0

0

0

0

0

0

1,384

1,102

1,102

(0)

1,385

0

10

8

11

2

12

2

6,169

5,141

4,734

(407)

5,680

(489)

0

0

0

0

0

0

SAFEGUARDING

697

553

535

(18)

663

(34)

553812

CLINICAL LEADS

1,211

1,009

1,034

25

1,255

43

OTHER

553791

PROGRAMME PROJECTS

1,069

891

773

(118)

930

(139)

PROGRAMME

OTHER

553766

GRANTS PROGRAMME

200

167

406

240

455

255

PROGRAMME

OTHER

553776

NON RECURRENT PROGRAMMES

298

248

230

(18)

297

(0)

22,713

18,826

18,543

(283)

22,405

(307)

TOTAL OTHER PROGRAMME (excluding Reserves)
PROGRAMME

OTHER

553781

NON RECURRENT RESERVE

3,912

0

0

0

3,912

0

PROGRAMME

OTHER

553761

COMMISSIONING RESERVE

8,171

6,809

15

(6,793)

(364)

(8,535)

TOTAL OTHER PROGRAMME

34,795

25,634

18,559

(7,076)

25,953

(8,842)

PROGRAMME

PRIMARY CARE

553678

PRC DELEGATED CO-COMMISSIONING

72,547

60,167

59,447

(719)

71,876

(671)

PROGRAMME

PRIMARY CARE

553671

PRESCRIBING

86,382

72,703

74,807

2,104

88,954

2,572

PROGRAMME

PRIMARY CARE

553661

OUT OF HOURS

5,069

4,224

4,162

(62)

5,001

(68)
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PROGRAMME

PRIMARY CARE

553662

GP FORWARD VIEW

87

73

73

0

87

0

PROGRAMME

PRIMARY CARE

553666

OXYGEN

PROGRAMME

PRIMARY CARE

553641

CENTRAL DRUGS

870

725

644

(81)

780

(90)

65

54

54

0

65

0

PROGRAMME

PRIMARY CARE

553676

PRIMARY CARE IT

2,309

1,924

1,796

(128)

2,208

(100)

PROGRAMME

PRIMARY CARE

553677

PRIMARY CARE INVESTMENTS

0

0

0

0

0

0

PROGRAMME

PRIMARY CARE

553646

COMMISSIONING SCHEMES

1,139

952

859

(93)

1,063

(76)

PROGRAMME

PRIMARY CARE

553651

LOCAL ENHANCED SERVICES

14,084

11,876

11,728

(149)

13,973

(111)

182,551

152,697

153,568

871

184,006

1,455

603

537

679

142

757

154

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

314

308

(6)

373

(3)

ADMIN

CORPORATE

555296

COMMISSIONING

659

552

523

(29)

631

(28)

ADMIN

CORPORATE

555301

COMMUNICATIONS & PR

243

197

182

(16)

230

(13)

ADMIN

CORPORATE

555441

STRATEGY & DEVELOPMENT

712

592

552

(40)

688

(23)

ADMIN

CORPORATE

555351

FINANCE

991

828

727

(101)

866

(125)

ADMIN

CORPORATE

555251

ADMINISTRATION & BUSINESS SUPPORT

1,059

888

859

(29)

1,038

(21)

ADMIN

CORPORATE

555271

CEO/ BOARD OFFICE

2,197

1,831

1,830

(1)

2,129

(68)

ADMIN

CORPORATE

555311

CONTRACT MANAGEMENT

1,643

1,363

1,280

(82)

1,632

(11)

ADMIN

CORPORATE

555266

BUSINESS INFORMATICS

1,016

845

813

(32)

985

(31)

ADMIN

CORPORATE

555316

CORPORATE COSTS & SERVICES

796

663

757

94

918

122

ADMIN

CORPORATE

555366

HUMAN RESOURCES

0

0

1

1

0

0

ADMIN

CORPORATE

555356

GENERAL RESERVE - ADMIN

0

(0)

0

0

0

0

ADMIN

CORPORATE

555426

QUALITY ASSURANCE

0

0

4

4

0

0

10,293

8,610

8,514

(96)

10,245

(47)

874,672

728,964

729,546

582

874,672

(0)

TOTAL RUNNING COSTS

TOTAL I+E POSITION
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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
a combined period of November 2017 –
January 2018.
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.
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 (MARCH 2018)
1. PURPOSE
The purpose of this paper is to report to the Governing Body key areas
of the CCG’s performance in terms of its delivery against NHS
Constitutional measures, current NHS Planning Guidance, quality
standards/performance and targets. As the Governing Body has moved
to bi-monthly meetings with effect from January 2018, the report covers
performance for a combined period of November 2017 to January 2018.
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.
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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 March 2018, a combination of
performance data from November 2017 to January 2018 has been the
subject of analysis, with the most current data (month 10) the primary
focus.
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

Performance summary

Referral to Treatment
Incomplete pathway (52
Weeks)

GREEN

Last 3 months (LCCG)
Nov 17
Dec 17
Jan 18
0
0
0

RightCare Peer Group

YTD
0

N/A

TREND

Narrative/current issues

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 up to January
2018. At provider catchment level, the latest published data available is for December 2017.
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One (1) 52-week breach was reported by Alder Hey in November 2017 for an NHS England
commissioned service. The patient has since been treated and the incident reviewed as a ‘no
harm’ outcome.
The Walton Centre reported three 52 week waits during December 2017. These breaches were
a direct result of the suspension of the spinal service at Warrington Hospital (Warrington CCG
and Halton CCG patients who have since been assigned to NHS England due to the transfer of
activity).

4.1.2 Areas for Improvement – Diagnostic 6 week waits
Indicator

Performance

Diagnostics % patients waiting
6 weeks or more for a
diagnostic test
RED

TREND

Last 3 months diagnostics (LCCG)
Nov 17
Dec 17
Jan 18
YTD
12.84%
11.07%
8.51%
10.4%

RightCare Peer Group
LCCG
Position:
Best:
Worst
Median

th

11 / 11
0.98%*
11.1%*
2.8%*

*Dec 2017 data

Narrative/current issues

Although Liverpool CCG failed the 1% diagnostic standard for January 2018 with performance at
8.51%, there has been a visible continued improvement with a decreasing trajectory since
November 2017. As at January 2018 702 patients were waiting over 6 weeks (273 of which were
over 13 weeks). The numbers of 6+ week breaches are decreasing and has reduced further on
the December 2017 position of 906 – a reduction of 204.
Analysis of the CCG breaches of the standard for January 2018 show that they continue to be
predominantly at the Royal Liverpool Hospital with 570 out of the 702 CCG patient breaches
occurring at the Trust.
The well documented issues in endoscopy at the Royal Liverpool Hospital saw 527 Liverpool
CCG patients are waiting over 6 weeks for these tests, with 252 patients within this cohort
waiting over 13 weeks. On a positive note, the Trust’s backlog of breaches is reducing; January
2018 data shows a reduction in the backlog of a further 277 patients when compared to
December 2017.
Liverpool CCG patients are also waiting longer than the standard at Aintree (5.17%- 95
patients), Liverpool Women’s Hospital (3.57% - 13 patients) and Liverpool Heart and
Chest (3.69% - 18 patients). Issues at Aintree are predominantly in endoscopy and imaging.
Liverpool Women’s Hospital continues to experience issues in urodynamics whilst Liverpool
Heart and Chest have challenges in CT and sleep studies.
To put Liverpool CCG’s performance into further context, 10 out of the CCG’s 11 ‘RightCare’
peers failed the standard in December 2017. Across Cheshire and Merseyside 7 out of 14
providers failed the standard. National average performance for December 2017 reported to be
2.2%.
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The latest published data for provider catchment level is for December 2017 and can be
summarised as follows:
Despite the Royal Liverpool Hospital continued severely challenged performance against
diagnostics (19.8% for December 2017) there have been visible signs of recovery. The Trust has
continued to show improvement over the last three months, with the backlog reducing
dramatically. As at December 2017, a total of 1056 patients waited longer than the 6-week
standard (588 of this cohort waited over 13 weeks).
Actions taken/assurance on controls
Liverpool CCG continues to robustly monitor the Royal Liverpool’s diagnostic performance and
receives weekly updates from the Trust in relation to the progress with the backlog of patients.
Despite a recent dip in Trust performance against the backlog trajectory, the ratio of ‘removals’
from the list to ‘additions’ to the list has improved as at 26th February 2018 and activity is back on
track again. Overall, the backlog has reduced from 2,575 patients on 30th October 2017 to 1,419
patients as at week commencing 26th February 2018. Latest data from the Trust shows the
position of the backlog as at week commencing 26th February 2018:

th

Total breaches & median days wait performance (up to 26 Feb 2018)

th

Backlog by service (as at 26 Feb 2018)
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Scope Type

Total

Non
Breaches

Breaches

%

Approx.
Points

Median
(Days)

99th
Percentile

Longest
Wait (days)

Capsule

108

28

80

25.93%

116

299

360

Colonoscopy

431

198

233

45.94%

862

54

223

276

Colonoscopy & Gastroscopy

59

52

7

88.14%

177

11

286

450

ERCP

13

6

7

46.15%

39

44

121

126

EUS

52

41

11

78.85%

104

7

161

174

Flexible Sigmoidoscopy

186

113

73

60.75%

186

34

142

167

Flexible Sigmoidoscopy & Gastroscopy

15

5

10

33.33%

30

74

195

201

Gastroscopy

454

299

155

65.86%

454

27

168

214

n/a

26

18

8

69.23%

20

302

364

41

142

152

Pill Endoscopy
Overall Perform ance

70

37

33

52.86%

1,414

797

617

56.36%

1,852

RLBUHT actual performance v trajectory
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4.1.3 Areas for Improvement - Referral to Treatment Incomplete
pathway (18 Weeks)
Indicator

Performance summary

Referral to Treatment
Incomplete pathway (18
Weeks)
RED

TREND

Last 3 months RTT (LCCG)
Nov 17
Dec 17
Jan 18
89.6%
88.5%
88.18%

RightCare Peer Group
LCCG Position:

YTD
89.8%

Best:
Worst
Median

th

8 / 11
95.7%*
81.1%*
89.2%*

*Dec 2017 data
7/11 peers failed the standard
in December 2017

Narrative/current issues

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 non-emergency pathways
do not wait in excess of 18 weeks from referral to treatment (including patient choice).
Liverpool CCG has again failed the 92% standard with January 2018 performance at 88.18%.
The CCG remains as ‘red’ overall against this key constitutional measure and performance for
January 2018 represents a further small deterioration on the December 2017 position (88.5%).
The CCG last achieved the 92% RTT standard in July 2016. Across Cheshire and Merseyside 6
out of 14 providers failed the standard.
As at January 2018 there were 29,526 active waiters and 3,490 patients waiting over 18 weeks
(359 of this cohort waiting over 36 weeks). Specialties with the largest volumes of breaches (+18
weeks) were Ophthalmology (754) General Surgery (706), T&O (556) and Gastroenterology
(407).
Data for January 2018 shows that the total waiting list has remained virtually flat between
December 2017 and January 2018 - going from 29,455 to 29,526. However, the 18-week +
backlog has grown going from 3,390 in December to 3,490 in January 2018 (hence the further
deterioration in performance). The deterioration in CCG performance is directly related to the
consistent decline in performance at specific providers – more notably the Royal Liverpool in
terms of RTT and diagnostics waits.
The chart below provides a breakdown of Liverpool CCG’s RTT performance over the period
January 2017 to January 2018:
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LCCG incomplete pathways - No of waiters and performance against
national standard

35,000

93.0%
92.5%

30,000

92.0%

25,000

91.5%
91.0%

20,000

90.5%
15,000

90.0%
89.5%

10,000

89.0%

5,000

Jan-18

Dec-17

LCCG performance

Nov-17

Oct-17

Sep-17

Aug-17

within 18 weeks

Jul-17

Jun-17

May-17

+18 weeks

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

-

88.5%
88.0%

National standard

National RTT average performance for December 2017 was 88.2%. The chart below provides a
breakdown of RTT incomplete pathway performance (December 2017) against “RightCare”
peers:
RTT incomplete pathway performance - December 2017: Rightcare Peers
Benchmark

100.0%
95.0%
90.0%
85.0%
80.0%
75.0%

NHS BRISTOL CCG

National target

NHS SOUTHAMPTON CCG

NHS PORTSMOUTH CCG

NHS BRIGHTON AND HOVE
CCG

NHS LIVERPOOL CCG

% within 18 weeks

NHS NEWCASTLE
GATESHEAD CCG

NHS SHEFFIELD CCG

NHS HULL CCG

NHS SALFORD CCG

NHS SUNDERLAND CCG

NHS SOUTH TEES CCG

70.0%
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The latest published data for provider catchment level is for December 2017 and can be
summarised as follows:
The Royal Liverpool Hospital failed to achieve 92% standard in December 2017 with
performance at 83.7%, a further deterioration on November 2017 (84.6%). This equates to 4,417
patients waiting over 18 weeks for treatment. There are currently 9 out of 13 specialties that are
failing the standard. The poorest performing specialties are General Surgery (81.6%), T&O,
(79.1%), Gastroenterology (82.6%) and Ophthalmology (76.9%)
Overall, the issues affecting the provider’s performance are as previously reported and include
workforce, capacity and demand issues in key specialties. The issues in diagnostics also
continue to significantly affect RTT performance.
The Trust has submitted an action plan to the CCG in response to the contract query issued by
Liverpool CCG in December 2017.
Aintree failed to achieve the 92% standard in December with performance at 91.1%. This
equates to 1,424 patients waiting over 18 weeks for treatment. The Trust currently has six out of
15 specialties failing the standard. The poorest performing specialties are Oral Surgery (75.5%),
Gastroenterology (81.8%) and Ophthalmology (89.6%). During December the provider
experienced significant pressure on the bed base which resulted in cancellation of routine
elective cases to accommodate medical outlying patients. The under-performance is also
attributed to the commencement of the theatre refurbishment programme
Liverpool Heart and Chest failed to achieve the 92% standard in December with performance
at 91.1%. The main reason for non-compliance is due to the higher than normal volume of
cancellations. In addition, there were a total of 32 late referrals throughout December into
Cardio-thoracic Surgery of which 14 were referred over 18 weeks, thereby adversely affecting
performance.
All other Liverpool Providers achieved the 92% standard in December 2017.
Actions taken/assurance on controls
A specialty level action plan has been received from the Royal Liverpool following issue of the
Contract Performance Notice. Continued issues within specialties have also impacted on
sustained recovery for RTT, such as:







Gastroenterology - RTT continues to be affected as a direct result of the diagnostic
performance;
Dermatology - Sefton CCG has been discussing options to utilise the clinical resource
at Aintree to support the wider system. This would reduce pressures within
dermatology as the largest growth in referrals has been from Southport & Formby
CCG (193%) and West Lancashire CCG (283%);
Allergy – the service has reduced criteria to accept high level risk patients from 1st
February 2018 due to the ongoing inability to recruit to a consultant post. The service
is commissioned by CCG and NHS England Specialised Commissioning and
discussion are underway as to the long term sustainability of the service should they
fail to recruit to a combined allergy/ immunology post.
T&O - internal re-design to move to virtual follow up for all joint arthroplasty patients
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and templates reviewed to increase capacity.
It is also important to note that the national directive to cancel all elective activity for a period of
four weeks in response to winter pressures has inevitably impacted on RTT. At this moment it is
unclear as to how CCGs and Trusts will be assessed against performance for this specific
period.

4.2 Cancer Waiting Times
4.2.1 Good Performance – 8 out the 9 Cancer Waiting Time
Standards
Indicator

Performance summary

RightCare Peer Group

Cancer Waiting Times
TREND

GREEN

Last 3 months (LCCG)
Nov 17
Dec 17
Jan 18
6/9
6/9
8/9

YTD
8/9

N/A

Narrative/current issues

In December 2017, the CCG achieved 8 out of the 9 of cancer standards and performance
remains positive, with achievement both in-month and year-to-date.


% Patients seen within two weeks for an urgent GP referral for suspected cancer
- Liverpool CCG achieved 93.7% against a target of 93%). All local providers achieved
this standard in December 2017 with the exception of Liverpool Heart & Chest (88.9%
- 1 patient breach);



% of patients seen within 2 weeks for an urgent referral for breast symptoms Liverpool CCG achieved 97.6% against a target of 93%. Aintree failed to achieve this
standard in December 2017 with performance at 92.16% (12 patient breaches) largely
due to patient choice over the Christmas period. Performance has recovered for
January 2018;



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



% of patients receiving subsequent treatment for cancer within 31 days
(Surgery) - Liverpool CCG achieved 100% against a target of 94%. Aintree failed to
meet the standard in December 2017 with performance at 91.3% (2 patient breaches
– 1 in colorectal and 1 in urology). Breaches were due to theatre capacity and multiple
investigations in the patient’s pathway. All other Liverpool providers achieved this measure in
December 2017;
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% of patients receiving subsequent treatment for cancer within 31 days (drug
treatment) - Liverpool CCG achieved 98% against a target of 98%. All providers
achieved this standard in December 2017;



% of patients receiving subsequent treatment for cancer within 31 days
(radiotherapy treatment) - Liverpool CCG achieved 100% against a target of 94%.
All providers achieved this standard in December 2017;



% of patients receiving treatment for cancer within 62 days from an NHS Cancer
Screening Service - Liverpool CCG achieved 90.9% against a target of 90%. All
providers achieved this standard in December 2017;



% of patients receiving treatment for cancer within 62 days – upgrade their priority
- Liverpool CCG achieved 100% against a target of 85%. With the exception of
Liverpool Heart and Chest (75% - 0.5 patient breach), all providers achieved this
standard in December 2017.

4.2.2 Areas for Improvement – Cancer Waiting Time Standards (one
measure)
Indicator

Performance summary

% patients receiving first
definitive treatment for
cancer within 62 days
RED

TREND

Last 3 months (LCCG)
Nov 17
Dec 17
Jan 18
87.5%
83.3%
79.7%

RightCare Peer Group

YTD
86.0%

th

LCCG
Position:
Trend:

6 / 11*

England

58/207*

*CCG IAF data Q2 2017/18

Narrative/current issues

Liverpool CCG achieved 79.7% (15 patient breaches) against a target of 85% and as such failed
to meet the standard for December 2017. Year-to-date (April to Dec 2017) performance stands
at 86% - achieving the 85% target.
At provider catchment level, two Liverpool providers failed to meet the standard 62-day standard
in December 2017:



Liverpool Women’s failed to meet the standard in with performance at 68.4% (3 patient
breaches). Performance was primarily due to late referrals from other providers;
Clatterbridge Centre for Oncology failed to meet the standard in December 17 with
performance at 62%. This equates to 20.5 patients who waited longer than 62 days for
first definitive treatment. The provider consistently breaches this target and hasn’t
achieved to-date during 2017/18.
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Actions taken/assurance on controls
The 62-day measure for first definitive treatment will remain a challenge to year end.
Performance will continue to be challenged in January 2018 as some patients choose to defer
treatment during December to avoid Christmas. It is also understood that there were pressures
in some services in January 2018 which impacted on cancer surgery (e.g. system pressures
reduced critical care capacity for complex cases).
Issues impacting on 62 day pathways include access to diagnostic testing, increasingly complex
pathways and treatment options requiring further diagnostic work up, consistent availability of
specialist equipment or skills in some key specialties and increasing referrals for suspected
cancer due to an ageing population. Other factors include raised awareness of thresholds for
referral arising from 2015 suspected cancer guidelines. A programme of work is in place to
redesign pathways and take out non-value adding steps where possible, although success
requires long term, sustained work and improvements across a range of teams; including the
specialties (e.g. lower GI and respiratory) and key departments such as imaging, endoscopy,
histopathology. Also relevant are the long term workforce development issues which are due to
capacity gaps in key skills.

4.3 Urgent & Emergency Care
4.3.1 Merseyside CCGs NWAS Ambulance Performance Update
(February 2018)
The Governing Body will recall that in August 2017 the NHSE directed
that NWAS would be the next ambulance service in England to benefit
from the roll out of the Ambulance Response Programme (ARP). NWAS
went live across the north west with ARP on the 7th August 2017, which
marked a fundamental change to the way in which 999 calls were
responded to, vehicles dispatched and performance targets set.
The operational changes to service delivery brought about by ARP are
fundamental affecting call taking, dispatch, clinical call centre support
and the operational resources deployed to incidents; necessitating wide
ranging system change. ARP posed particular challenges on the
Emergency Operation Centres, fleet resource and deployment, and in
staffing mix and resource.
In light of the complexity of the changes required commissioners, in line
with national guidance originally advised CCGs that ARP performance
data under the new system would not be available for three months.
Unfortunately, the scale of changes required ‘behind the scenes’ to
manage the transition from the former operational performance
monitoring systems has been more significant than expected and it is
only recently that county and CCG level performance data has become
available.
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4.3.1.1 NWAS Performance
Performance under the new ARP regime has been significantly
challenging for NWAS and overall their performance to date has been
disappointing and below both their own and commissioners’
expectations.
The following graph illustrates the NWAS performance for life
threatening Category 1 and emergency Category 2 calls to the week of
the 8th January 2018.

This performance is set against the target mean response for ‘Category
1’ incidents of 7 minutes and 18 minutes for ‘Category 2’. In both cases
NWAS performance falls short of the required targets by some way,
although most recently there have been some signs of improvement.
Turning to the requirement to attend 9 out of 10 calls against a variable
set of Category specific standards, performance is more variable across
the four targets, although performance against the two higher incident
categories is of most concern.
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It should be noted that like many parts of the NHS NWAS experienced a
significant rise in demand throughout December 2017, with call volumes
in NWAS + 12.1% above plan (Merseyside + 2.9%); although year to
date their overall call volume is only around 1.4% above plan
(Merseyside -3.1%) and overall incidents are actually below plan NWAS
-1.2% (Merseyside -2.3%).
To set the performance of NWAS in context, recently released national
comparative data shown in the following suite of graphs illustrates
NWAS performance against that of the other ambulance services in
England (other than the Isle of Wight):
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These four category specific graphs illustrate the relative performance of
NWAS and their distance from meeting the ARP targets, like many other
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services. Draft local CCG performance from go live on the 7th August to
the end of December 2017 is represented in the following table:
Cat
Inc
Halton
Knowsley
Liverpool
South Sefton
Southport &
Formby
St Helens
Merseyside
NWAS

1

Cat
Mean

1

Cat
1
th
90 %

Cat
Inc

2

Cat
2
Mean

Cat
2
th
90 %

Cat
Inc

3

Cat
3
th
90 %

Cat
Inc

4

Cat
4
th
90 %

614
845
3335
925
574

00:09:58
00:10:18
00:09:16
00:10:07
00:12:06

00:16:55
00:14:59
00:15:01
00:15:40
00:24:02

4329
5302
18583
5370
3576

00:28:31
00:28:53
00:27:09
00:31:36
00:33:58

01:02:00
01:06:26
01:03:00
01:15:32
01:17:45

1990
2456
9989
2618
1986

01:53:31
02:07:04
02:00:16
02:07:14
02:05:01

847
1390
4717
1266
1185

02:55:36
03:17:39
03:02:22
02:52:54
03:40:09

935
7228
39712

00:09:41
00:09:50
00:10:09

00:15:57
00:17:06
00:16:58

5774
42934
258420

00:31:43
00:29:15
00:30:53

01:08:59
01:08:57
01:09:59

2750
21789
132939

02:13:25
02:04:25
02:07:44

1478
10883
68471

03:12:00
03:10:07
02:50:06

Note:
RAG
Green (target)
Amber
Red

Cat 1 Mean
< 7mins
7-9 mins
> 9 mins

Cat 1 90th %
< 15 mins
15-20 mins
> 20 mins

Cat 2 Mean
< 18 mins
15-25 mins
> 25 mins

Cat 2 90th %
< 40 mins
n/a
> 40 mins

Cat 3 90th %
< 120 mins
n/a
> 120 mins

Cat 4 90th %
< 180 mins
n/a
> 180 mins

4.3.1.2 Performance Challenges.
As already outlined the performance of NWAS to date has fallen
significantly below where it ought to be. The reasons for this poor
performance are multifactorial and include the following key areas:


Increase in activity - there has been overall an increase in the
numbers of calls managed by the Emergency Operation
Centres (EOCs), as already outlined with call volumes in NWAS
+ 12.1% above plan (Merseyside + 2.9%) in December,
although overall incidents are actually below plan NWAS -1.2%
(Merseyside -2.3%) cumulative to the end of December.
Any increase in activity above plan causes a service like NWAS
difficulties, as whilst there is limited response flexibility through
the likes of overtime and the use of third party providers e.g. St
John / private providers, EOC capacity is more constrained.
Increased activity also leads to increased hospital attendances
and whilst NWAS have conveyed fewer patients
proportionately, the volume of patients conveyed has increased.
However, it has been found from audits of patients conveyed to
AED, that the increase in volume is at the higher acuity
spectrum of patients and these were clinically appropriate to be
taken to AED. As more patients are conveyed to hospital, this
leads to a higher risk of ambulances being delayed at AEDs
and reduces the resource available to respond to incidents in
the community.
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 Duplicate 999 calls - the time available before the allocation of
resources under the ARP standards is deliberately longer than
in the previous system in order to facilitate the selection of the
correct resource, i.e. right response vehicle first time. To
patients this change inevitably can result in a longer wait than
they may have previously experienced. This is however a part
of the design of ARP and in the interval between the call and
the response resource arriving on scene the patients may call
back several times increasing the call volume and therefore
resources required to respond to a single patient. This is
acknowledged as being experienced by other ambulance trusts.
Another source of duplicate calls can be where healthcare
professionals experience a delay to the likes of an urgent or
emergency admission transport request and make further HCP
or 999 calls.
 Delayed call pickup - the ambulance service standards are
that 95% of calls are answered within 5 seconds of the call
being passed from the BT operator. This is acknowledged as an
exacting industry standard for call handling. Since September
2016 NWAS performance has been intermittent with various
challenges to achieving this standard. These include: the
technical infrastructure; the significant operational changes
brought about by ARP to call handling protocols; staff turnover
in the EOC’s has increased unexpectedly; the time taken to
recruit and train additional control room staff; and the increase
already mentioned in call volume nationally and duplicate calls.
 Hospital turnaround delays - protocols require that AEDs
manage the handover of patients within 15 minutes of an
ambulance arrival. Since November 2017 we have seen
significant increases in these times, in a number of Trusts with
ambulance crews regularly waiting more than an hour in some
departments to handover their patients to hospital staff. To put
this into perspective in December 2017 NWAS lost 10,026
hours of ambulance operational response time with this
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excessive waiting, significantly higher than the position of 8,588
hours lost in December 2016. Operationally this means less
available frontline resources to respond to 999 calls and
severely impacts on incident response times.
 Acuity of calls - NWAS originally forecast an acuity mix based
on the previous red / green incidents with expected levels
mapped onto the new ARP categories. However, the actual
levels for C1 and C2 incidents, that require a vehicle response
have increased above the planned levels and therefore
increased pressure on vehicle resources and impacted upon
response times.

4.3.1.3 Actions being taken to improve performance
NWAS already had an implementation plan in place to manage the
introduction of ARP and in light of the impact seen upon performance
post ‘go live’ it was clear that the scale, pace and delivery of this plan
needed to be significantly enhanced. The release of national
comparative data has further emphasised the need for rapid
improvement in the service and the north west commissioning CCGs
along with NHSE / NHSI have now required the Trust to draw up a
comprehensive recovery plan and performance improvement trajectory.
A draft plan has been shared with commissioners and the regulators,
with a final plan expected towards the end of February 2018.
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Notwithstanding the requirement for an enhanced recovery plan and
trajectory, NWAS have been implementing a series of actions to improve
performance which include the following actions:
 Call Taking - changes have been made to the contents and
sequencing of the initial questions the public will experience at
the beginning of their call, with the aim of identifying and
responding more quickly to the higher Category 1 & 2 calls.
Alongside this additional staff have been recruited into the
EOCs, to compensate for the increased call times and call
volumes, with further changes being made to shift patterns and
rotas. Measures have also been taken to understand and
respond to the increased staff turnover. External consultancy
has also been commissioned to examine call processes,
efficiency and model future demand.
 Dispatch - NWAS have begun a process to reconfigure internal
processes to better understand demand (calls waiting for a
vehicle to be dispatched) and supply (available staff and
vehicles) to assist dispatchers in allocating the most appropriate
resources to incident categories promptly and efficiently. A
significant retraining of control staff is underway, supported by
enhanced clinical supervision, shared learning from other
ambulance services and the introduction of what is referred to
as auto dispatch, all of which are designed to achieve the ARP
aims of getting the most clinically appropriate resources to
patients in a timely manner.
 Operational response resources - the existing NWAS
emergency and paramedic fleet is a mix of 25% rapid response
vehicles (RRV cars) and 75% frontline emergency ambulances.
Historically responding RRVs would ‘stop the clock’ in terms of
the previous Red 8-minute responding standards, but could not
convey the patient, leading to in effect unrecorded patient
delays as a conveying vehicle was sought, something that ARP
is designed to eliminate.
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ARP now requires the service to send the most appropriate
resource to an individual based upon their clinical needs and
this is often not an RRV but a conveying ambulance. The
reconfiguration of the fleet is a significant undertaking which
requires planning and resourcing, although NWAS have taken
steps in the meantime to optimise use of existing ambulances
and are staffing them with two crew members. The current initial
planning assumptions show that the fleet mix ratio will need to
change to a mix of approximately 15% RRVs and 85%
ambulances over the next 2 years. NWAS are working toward
this; however, the practical availability of ambulance vehicles is
slowing this process down. In the new financial year, the fleet is
to be expanded with 54 replacement ambulances and it is now
planned to retain some of the outgoing fleet to boost the
availability of ambulances. These ‘additional’ vehicles will be
staffed from the planned reduction in the RRV fleet, alongside
the conversion of some urgent care vehicles into emergency
responding ambulances.
 Future demand and capacity planning - NWAS and the
commissioning north west CCGs jointly commissioned in the
second half of last year a significant piece of external
consultancy work to model the future shape of the emergency
and paramedic ambulance service in light of the introduction of
ARP and likely future demand. This work is examining all
aspects of the services operations from initial call handling,
through dispatch and response. Early results from the review
and accompanying modelling work are already influencing
processes, capacity and capability across the service and will
play an important role in helping shape the future configuration
and organisation of the service, including call handling, staffing
and vehicle mix.
 Quality and Safety - the current poor performance under ARP
is a matter of significant concern to the commissioning CCGs
and regulators, brought into sharp focus as comparative
national data has latterly become available and as a number of
serious incidents have come to light and are being investigated.
As part of implementation, NWAS (with clinical commissioners)
are undertaking a full review of all aspects of quality and safety,
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including serious incidents and complaints, in order to
understand any impact to individual patients and to embed the
learning within the organisation. This will form part of the agreed
recovery plan going forwards.
4.3.1.4 Conclusion.
It is disappointing to see that the benefits offered by ARP i.e. getting the
right resources to patients in a timely and efficient manner first time have
not yet been sustainably delivered or met across the north west.
Commissioning CCGs, alongside the central Blackpool ambulance
commissioning team will continue to work closely with and hold NWAS
colleagues to account for the sustainable implementation of the
Ambulance Response Programme. Regular north west, county and CCG
level data it is expected will now be provided to CCGs on a monthly
basis, supported by the monthly meeting of Merseyside CCG leads.
Updates on the progress of the NWAS recovery plan and accompanying
improvement trajectory will also be shared with commissioning CCGs in
due course.
Ian Davies
Merseyside Lead Commissioner for NWAS
20th February 2018
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4.3.2 Areas for Improvement: Percentage of patients admitted,
transferred or discharged from A&E within 4 hours
Indicator

Performance summary

A&E Waits - % of patients
who spend 4 hours or less
in A&E (cumulative) 95%
threshold
TREND
RED

RightCare Peer Group

Last 3 months A&E (LCCG)
Nov 17
Dec 17
Jan 18
90.8%
90.0%% 89.6%

YTD
90.0

rd

LCCG
Position:
Trend:

3 /11*

England:

23/207*

*CCG IAF data Q2 2017/18

Narrative/current issues

Liverpool CCG continues to fail the A&E target with January 2018 performance at 89.6% against
the national standard of 95% (all types). This represents a small decline in performance when
compared to December 2017 (89.9%).
The 2017/18 year-to-date position for LCCG currently stands at 90.04% (also below the national
standard).
January 2018 performance (all types) at provider level shows that the Royal Liverpool Hospital
(88.7%), Aintree University Hospital (85.6%) and Alder Hey (93.6%) all failed the 95%
threshold (all types). Liverpool Women’s Hospital (98.1%) achieved the monthly target.
A breakdown of the CCG performance in 2017/18 is illustrated in Table 1 below:
Table 1
over 4
hour
breaches

total A&E
attendances

within 4
hours

April

27,488

25,190

2,298

91.6%

May

29,532

26,122

3,410

88.5%

June

28,007

25,220

2,787

90.0%

July

29,069

25,787

3,282

88.7%

August

26,990

24,553

2,437

91.0%

September

27,431

24,508

2,923

89.3%

October

30,601

27,831

2,770

90.9%

November

31,356

28,724

2,632

90.8%

December

31,159

28,314

2,845

89.95%

January

30,016

26,900

3,115

89.6%

YTD

286,172

257,672

28,500

90.04%

Month

Performance
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An analysis of ‘Type 1’ activity only during January 2018 highlights that Royal Liverpool
Hospital achieved 68.9% and Aintree University Hospital achieved 72.4%. Alder Hey only
counts ‘Type 1’ activity and Trust performance therefore remains at 93.6%.
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 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

94.8%

94.8%

67.7%

100%
98.6%

72.4%

Total
performance.

99.1%

83.2%
98.6%

100%

89.3%

NHSE continues to allow the inclusion of Type 3 Walk-in performance data with overall Trust
performance. The caveats to this remain in that including Type 2 and 3 performance very much
obscures the Type 1 performance of some of our acute commissioned providers in terms of
underachievement, but when combined with all types significantly alters reported performance,
however despite 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 January, 8 out of 137 reporting trusts with Type 1 departments
achieved the 95% standard (all Types) during the month. National performance for January was
77.1% for Type 1 and 85.3% for ‘all types’.
Liverpool providers’ ‘rankings’ within the group of 16 ‘RightCare’ peers for January 18 A&E
performance are as follows:
Right Care Peer Group
Provider

‘All Types’
Ranking (/16)

‘Type 1’
Ranking (/15)

Liverpool Women’s

1st

n/a

Alder Hey
Royal Liverpool Hospital
Aintree Hospitals

3rd
7th
9th

2nd
13th
12th
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The peer median performance for ‘all types is 86.3% with the best performing provider achieving
98.1% and the worst 70.8%. Only 2 of the 16 providers within the peer group achieved the 95%
standard for ‘all types’ in January 2018.
The peer median performance for ‘Type 1’ only attendances is 80% with the best performing
provider achieving 97.6% and the worst 62.7%. One out of fifteen providers within the peer
group achieved the 95% standard in January 2018 (Type 1).
A&E 4 hour performance (type 1): Jan 2018: Liverpool providers and
RightCare CCG peer group providers
100%

90%

80%

70%

60%

50%

40%

30%

20%

10%
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University Hospitals Bristol NHS Foundation Trust

University Hospital Southampton NHS Foundation Trust

The Newcastle Upon Tyne Hospitals NHS Foundation Trust

South Tees Hospitals NHS Foundation Trust

Sheffield Teaching Hospitals NHS Foundation Trust

Sheffield Children's NHS Foundation Trust

Salford Royal NHS Foundation Trust

Royal Liverpool And Broadgreen University Hospitals NHS
Trust

National Standard

% in 4 hours or less (type 1)

Portsmouth Hospitals NHS Trust

Hull And East Yorkshire Hospitals NHS Trust

Gateshead Health NHS Foundation Trust

City Hospitals Sunderland NHS Foundation Trust

Brighton And Sussex University Hospitals NHS Trust

Alder Hey Children's NHS Foundation Trust
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Aintree University Hospital NHS Foundation Trust
England
0%

Actions taken/assurance on controls
As has been previously reported to the Governing Body throughout this financial year, a
substantial and extensive programme of work to improve the effectiveness of Emergency
Department ‘streaming’, ward based ‘flow’ and discharge ‘back door’ processes continues to
gather pace at both the Royal Liverpool and Aintree Hospitals to enable more effective patient
flow to improve and sustain overall four-hour performance.
The Emergency Care Improvement Programme (ECIP) facilitated Multi-Agency Discharge Event
(MADE) conducted at the Royal Liverpool between 16 th and 17th January 2018 looked to create
immediate flow and identify the themes from an extremely challenging day at the Trust in
January 2018 which saw extremely high numbers of patients waiting for beds in the Emergency
Department and corridor and approximately 250 patients with a seven day (or above) length of
stay. The MADE at the Royal Liverpool involved senior clinical and operational staff from the
following stakeholders:









Clinical Commissioning Groups;
Community services;
Mental health services;
Local authority services;
Royal Liverpool Hospital;
Primary care;
ECIP;
NHS England.

The objectives of the event were to capture the progress of each patient along their agreed care
pathway, highlight, challenge and ‘unblock’ delays of both internal and external waits and
support safe and timely discharges.
At the end of the event ECIP facilitated a debrief session which included several system-wide
constraints and recommendations for improvement (some of which were noted to be a priority).
Observations and recommendations included:







The SAFER patient flow bundle (SAFER) and Red2Green: There appeared to be
varied applications of the SAFER patient flow bundle and Red2Green across the wards.
Some wards demonstrated a level of acceptance with no escalation or sense of urgency
despite the level of escalation within ED;
Capacity assessments and best interest meetings: There were noticeable delays in
the patient’s journey due to lack of pre-planning discharge options (an over reliance on
‘Plan A’);
Trusted assessor: Trusted assessments were used in multiple ways across the system
and there needs to be a clearer and consistent understanding of them. ECIP
recommended that the system prioritise a model to support the care home pathway;
Transport agreement: Confusion around transport pathways appeared to hinder the
early discharge times needed to create flow from wards;
Expected date of discharge (EDD) and predicted date of discharge (PDD): Ward staff
reported that they were confused when it came to the differences between EDD and PDD.
A consistent approach to the application of expected dates of discharge, criteria for
discharge and multi-disciplinary teams at board rounds to enable proactive and
concurrent discharge planning is essential.
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Care package re-starts: Delays created due to re-starts requiring an assessment
notification;
Choice policy: There was inconsistent application of the choice policy. ECIP
recommended that the system reviews the policy and ensures that there is a consistent
approach which is agreed at the local A&E delivery board. ECIP would also recommend
that there needs to be a robust system wide approach to managing and implementing a
choice policy which also includes escalation of choice issues identified at board round and
stranded patient reviews. This recommendation is applicable to all bed based facilities
within the system.
Equipment requests: An administration process prevents an equipment request being
completed as the system is live. There is a risk that this could increase length of stay.
Discharge planning at ward level: The MADE teams recognised that some staff do not
‘feel the heat’ as others do and observed different behaviours in terms of the sense of
urgency. The teams acknowledged that in some areas the ward staff rely heavily on the
case management team for the majority of the work around discharge planning. By not
“doing today’s work today” staff introduce delays to the patient’s journey.
Care homes: The MADE team observed a significant number of patients waiting for care
home assessments and also the outcome of their assessment. Whilst trusted assessment
will support this the system should continue to escalate delays outside of contract.

Urgent recommendations





Introduction of a systematic MDT weekly review of patients with extended lengths of stay
(≥7 days) with a clear home first mind set;
Strengthening the SAFER patient flow bundle and Red2Green as soon as possible on a
number of exemplar wards;
A focus on simple discharges, and;
The introduction of a trusted assessor model, with a focus on supporting the care home
discharge pathway.

ECIP also observed and noted what it described as ‘fantastic’ examples of system-wide working
during the event made with a concerted effort to value patient time and support discharges of
medically optimised patients. The further development of MADE action plans is also underway at
Aintree Hospitals.
A refresh of Operational sub-group plans will be presented to the A&E Delivery Board on 9th
March to ensure that all necessary improvements are captured with risks/issues which may
impact on delivery appropriately shared with partner organisations throughout North Mersey. The
Board will also review the Integrated Discharge Unit’s plans to ‘step down’ capacity in
anticipation of seasonal urgent care pressures reducing after the Easter holiday period.
Liverpool CCG will continue to support partners in terms of daily proactive system management,
including coordination of EMS/OPEL monitoring to identify pressures and CCG ‘on site’ support
to acute trusts and ICB bed base with the aim of minimising and expediting discharge delays.
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5. MENTAL HEALTH
5.1.1 Good Performance – Dementia Diagnosis
Indicator

Performance summary

Estimated Dementia
Diagnosis: % of people
aged over 65

GREEN

Last 3 months dementia diagnosis
Nov 17
Dec 17
Jan 18
YTD
73.2%
72.6%
71.2%
71.2%

TREND

RightCare Peer Group
LCCG
Position:
Trend:

7/11*

England:

61/207*

CCG IAF data Nov 2017

Narrative/current issues

For January 2018 the CCG continues to achieve the measure with performance reported at
71.2% against the 70% target. 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 of 67.9% for January 2018.

5.1.2 Good Performance – Early Intervention in Psychosis
Indicator

Performance summary

Proportion of people
experiencing first episode
psychosis (EIP) or an “at
risk mental state” that wait 2
weeks or less to start a NICE
recommended package of
care

GREEN

Last 3 months dementia diagnosis
Nov 17
Dec 17
Jan 18
YTD
58.58% 63.64%
55%
66.15%

RightCare Peer Group
LCCG
Position:
Trend:

10/11*

England:

171/207*

CCG IAF data Nov 2017

TREND

Narrative/current issues

January 2018 performance for Liverpool CCG saw 55% of patients treated within 2 weeks of
referral for first episode psychosis against the 50% standard.
Analysis of the incomplete pathways (i.e. waiting list) shows that in January 2018 for Liverpool
CCG 60.8% of patients were waiting over 2 weeks. This equates to 20 out of 51 people who are
still waiting to start treatment having already waited over 2 weeks. At provider level the latest
data available is for December 2017 Analysis of December 2017 performance for Mersey Care
showed that 70% of patients were treated within 2 weeks of referral for first episode psychosis
(which was above the 50% standard).
Nationally, the December 2017 position for the proportion of people treated within 2 weeks was
73.2%. In terms of provider performance (Mersey Care) for incomplete pathways, the end of
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December 2017 saw 83.3% of people waiting over 2 weeks to start a NICE recommended
package of care. This equates to 50 out of 60 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 December
2017 was 68.1%.

5.1.3 Good Performance – IAPT 6 Week
Indicator

Performance summary

% of patients who received
their first treatment
appointment within 6
weeks
GREEN

Last 3 months
Aug 17 Sept 17
94.6%
95.8%

Oct 17
96%

RightCare Peer Group

YTD
96%

N/A

TREND

Narrative/current issues

National data for October 2017 for the percentage of patients who received their first treatment
appointment within 6 weeks of referral is 96% against a target of 75%. Liverpool CCG
performance in 2017/18 continues to be significantly above the 75% target.

5.3.1 IAPT 18 Week Waits
Indicator

Performance summary

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

Last 3 months
Aug 17 Sept 17
98.2%
98.9%

Oct 17
99.2%

RightCare Peer Group

YTD
100%

N/A

TREND

Narrative/current issues

National data for October 2017 for percentage of patients who received their first treatment
within 18 weeks of referral is 100% 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 Good Performance – Waiting times for Urgent and routine
referrals to Children and Young People Eating Disorder Services
Indicator

Performance summary

Waiting times for routine
referrals– within 4 weeks
GREEN

TREND

Last 3 Quarters
Q1
Q2
87.5%
71.4%

Q3
100%

RightCare Peer Group

N/A

YTD
n/a

Narrative/current issues

The expectation for 2017-19 is that CYP Eating Disorder services will achieve a minimum of
95% of referrals waiting 1 week for urgent referrals and 4 weeks for routine referrals by 2020
Latest data available for Quarter 3 2017/18 and reports that 100% of routine referrals were seen
within 4 weeks. The CCG’s plan for this period was 90% and therefore performance is above this
target. There are very low numbers of referrals to these services and in Q3 there were 19 routine
referrals completed within 4 weeks. Latest data available for Quarter 3 2017/18 and reports that
there were 0 (zero) urgent referrals to CYP Eating Disorder Service.
There are very low numbers of referrals to these services which often affect performance levels
significantly and in Q3 only 4 patients out of 14 routine referrals waited longer than 4 weeks.

5.1.4 Areas for Improvement – IAPT Access
Indicator

Performance summary

IAPT (Access) -% of people
who receive psychological
therapies (Quarterly
Measure 3.75%)
**RAG score on National
data

RED

TREND

Last 3 Quarters
Q1
Q2
2.83%
3.0%

Q3
n/a

RightCare Peer Group

YTD
n/a

**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.

LCCG
Position:
Trend:

11/11*

England:

194/207*

*CCG IAF data Sept 2017

Narrative/current issues

National data for the ‘rolling’ quarter (September to November 2017) indicates that Liverpool
CCG remains below the target of 3.75% with performance at 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 (October 2017 to January 2018) performance remains
static and below the standard of 3.75% with performance reported at 2.98%.
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Actions taken/assurance on controls
The dip in Dec access was primarily due to planned work by the ‘IAPTus’ supplier which meant
appointments were unable to be booked. Although this work was subsequently postponed it was
too late to recover the lost productivity.
Work continues to increase access which includes go live of ‘Trusted Partner’ area in the
website which supports referral pathways from a number of different partners. This combined
with the awareness raising and training for long term condition staff should see an increase in
referrals to the service. In addition, pre-engagement work is taking place with service users to
prepare them to enter therapy and reduce DNAs (the impact of which is being monitored).
LCCG digital team are also working with Mersey Care to explore digital interventions to support
engagement and improvement capacity within the service. Raw data for Month 10 suggests the
service has recovered well from the Dec dip with access in the region of 1.13%.

5.4.1.1 IAPT Recovery (Quarterly Measures)
Indicator

Performance summary

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

Last 3 Quarters
Q1
Q2
33.3%
35.7%

Q3
n/a

RightCare Peer Group

YTD
n/a

**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.

LCCG
Position:
Trend:

11/11*

England:

206/207*

*CCG IAF data Sept 2017

TREND

Narrative/current issues

National data for the ‘rolling quarter’ (September to November 2017) indicates that Liverpool
CCG still remains below the 50% target with performance reported to be 38.9% (although this
again represents a further improvement in performance on the previous position of 36.1%).
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’ (October 2017 to January 2018) performance
has improved on the previous reporting period with performance reported at 36.2%, however,
the CCG remains below the standard of 50%.
Actions taken/assurance on controls
Recovery performance during December 2017 dipped due to IT issues and a higher number of
DNAs over the festive period. Analysis of data over recent months has shown that the biggest
impact on the recovery target is DNAs and drop-outs, with people who complete treatment
achieving recovery of over 70%. Engagement work and digital innovations are being explored to
ensure that as many people as possible complete therapy. Some remedial actions have been
implemented throughout Month 10 and early indications are showing they are producing positive
results. The service is also in discussions about a replacement clinical lead which will take
forward the clinical model and provide a strong clinical focus on the recovery model.
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5.1.5 Areas for Improvement – Care Programme Approach
Indicator

Performance summary

Percentage of patients on
(CPA) discharged from
inpatient care who are
followed up within 7 days

Last 3 Quarters
Q1
Q2
91.7
94.60%

Q3
89.0%

RightCare Peer Group

YTD
n/a

N/A

TREND

RED

Narrative/current issues

For Quarter 3 2017/18, Liverpool CCG has failed to achieve the standard with performance at
89% against the 95% standard. This is a decline in performance on Q2 2017/18 in which the
CCG achieved 94.6%.
Quarter 3 2017/18 data at provider level demonstrates that Mersey Care also failed to achieve
the 95% standard with performance at 90.6%. This is also a decline on Q2 2017/18 in which the
provider achieved 94.9%.
Nationally the performance for Q3 was 98.5%.
Actions taken/assurance on controls
The Trust’s CPA 7-day follow up target was missed in both October and November 2017 but
achieved in December 2917 (97.1% according to local KPI submission - national figures may
slightly differ). Mersey Care have provided reasons for the under achievement in October and
November 2017 which can be summarised as follows:




Two patients moved out of area/abroad in the 7-day period following discharge. The Trust
requested follow up by services in the local area and were able to make telephone
contact with one individual. A further individual had been admitted to an acute hospital;
An internal communications issue was the cause of one of the October breaches and the
individual concerned was seen on day 8;
There were multiple failed attempts to contact the remaining patients, the majority of
whom were eventually seen but outside of the 7-day window. Where this was not possible
(one occasion), the GP was informed.

Mersey Care has also identified some data quality issues which have led to incorrectly
(over)reporting breaches in previous months that should have fallen under the exclusion criteria
for this indicator. This is being now being rectified and the provider expects performance to
improve in Q4 (locally reported performance for Month 10 was 95.0%).
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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

Performance summary

Waiting times for Urgent
referrals– within 1 week
RED

Last 3 Quarters
Q1
Q2
33.0%
-

Q3*
33.0%

RightCare Peer Group

N/A

YTD
n/a

TREND

*Q3 measure is 100%

Narrative/current issues

The expectation for 2017-19 is that CYP Eating Disorder services will achieve a minimum of
95% of referrals waiting 1 week for urgent referrals and 4 weeks for routine referrals by 2020.
Latest data available for Quarter 3 2017/18 and reports that 33% of urgent referrals were seen
within 1 week. The CCG’s plan for this period was 100% and therefore performance is above
this target. There are very low numbers of referrals to these services which can affect
performance levels significantly; there were no referrals during Q2 and in Q3 there were a total
of 3 urgent referrals - one of which was completed within one week of receipt.
Actions taken/assurance on controls
The CCG is working closely with Alder Hey in linking up the crisis service and ED pathway which
will support better management of urgent cases. There is also a significant focus on improving
data quality, which will elicit an improved representation of the service.

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

Performance summary

Mixed sex accommodation
breaches
TREND

RED

Last 3 months
Nov 17
Dec 17
0
0

Jan 18
3

RightCare Peer Group

YTD
5

N/A

Monthly plan tolerance of 0

Narrative/current issues

Performance for January 2018 showed that there were 3 (three) breaches of the mixed sex
accommodation indicator for Liverpool CCG:




The Walton Centre (1)
The Countess of Chester (1)
Southport & Ormskirk (1)

During January 2018 at provider catchment level there were three breaches of the standard (all
occurring at the Walton Centre)
Year-to-date, the Royal Liverpool & Broadgreen has reported 4 breaches of the standard,
Liverpool Heart and Chest have reported 1 and Walton Centre have reported 3
All other Liverpool providers have reported 0 (zero) mixed sex accommodation breaches during
2017/18.
Actions taken/assurances on controls
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 for January 2018
require further investigations from commissioners in terms of causality and potential on-going
risks, details of which will be reported to the Governing Body in the May 2018 Performance
Report.
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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.
Indicator

Performance summary

Incidence of Healthcare
Acquired Infections –
MRSA:

Last 3 months
Nov 17
Dec 17
1
1

RightCare Peer Group

Jan 17
1

N/A

YTD
9

TREND

RED

Monthly plan tolerance of 0
Annual plan of 0 for 2017/18

Narrative/current issues

In January 2018 there has been 1 (one) reported incidence of MRSA assigned to Liverpool
CCG.
The year to date position for 2017/18 currently stands at 9 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 Table 1 below:
2017/18
Plan
Trust
Assigned
CCG
Assigned
Third Party
Assigned
Total

Apr May Jun

Jul

Aug Sep

Oct

Nov Dec Jan YTD

0

0

0

0

0

0

0

0

0

0

0

0

0

1

0

1

0

0

1

0

0

3

0

0

0

1

0

0

1

0

1

1

4

0

1

0

1

0

0

0

0

0

0

2

0

1

1

2

1

0

1

1

1

1

9

At Liverpool Provider catchment level, there were two cases of MRSA reported – both at Alder
Hey. Table 2 below provides a summary breakdown of cases reported at provider level for
2017/18:
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Provider

Apr May Jun

Jul

Aug Sep

Oct

Nov Dec Jan YTD

Aintree

0

0

1

0

0

0

0

0

0

0

1

Alder Hey

0

0

0

0

0

0

1

1

0

2

4

LH&C

0

0

1

0

0

0

0

0

0

0

1

LWH

0

0

0

0

0

0

0

0

0

0

0

Royal

0

0

0

0

1

0

0

1

0

0

2

LCH

0

0

0

0

0

0

0

0

0

0

0

Merseycare

0

0

0

0

0

0

0

0

0

0

0

Spire

0

0

0

0

0

0

0

0

0

0

0

Walton

0

0

0

0

0

0

0

1

0

0

1

Clatterbridge 0

0

0

0

0

0

0

0

0

0

0

Actions taken/assurance on controls
The one case assigned to the CCG in January 2017 related to a patient admitted to Aintree
Hospital from a care home. A robust PIR was carried out and learning was identified in relation
to a response by the ‘tele health hub’ in Airedale and the timely escalation of the deteriorating
patient at an early stage. The PIR acknowledged that an earlier response may have made no
difference to the outcome however learning was still taken.
The two cases of MRSA reported in January 2018 at Alder Hey were both related to the same
Halton paediatric patient (this patient also had MRSA in November 2017). Robust PIRs were
held for both incidences with representation from both CCGs and Safeguarding colleagues.
Learning was identified in relation to documentation, decolonisation and Aseptic Non Touch
Technique (ANTT) (the patient was already being colonised and had continuous use of an
intravenous line).
The CCG attributed case reported in December 2017 related to a street homeless patient who
was also an IV drug user. No lapses in care were identified during the PIR process (the patient
had had no contact with health services prior to the bacteraemia and presented to the Royal
Liverpool with the infection). Following PIR, the case was referred to NHSE for third party
attribution, which has subsequently been agreed (this will be subtracted from Table 1 above).
The case reported as CCG assigned in October 2017 has been assigned to 3rd party (Bangor
Hospital) following review by NHS England and the chart above will to be updated to reflect this.
With these adjustments the ‘CCG Assigned’ year-to-date total stands at two cases with the other
four cases being attributed to a 3rd party.
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6.2.2 Areas for Improvement – C. difficile
Indicator

Performance summary

Incidence of Healthcare
Acquired Infections – C.
difficile

plan
actual

RED

TREND

RightCare Peer Group

Apr May Jun Jul Aug Sep Oct Nov Dec Jan
11 11 12 12 12 12 12 12 11 11
13 15 12 13 14 9 12 13 16 13

YTD
116
130

N/A

Annual plan of 138 for 2017/18

Narrative/current issues

There were 13 new cases of C.diff reported in January 2018 for Liverpool CCG against a
monthly plan of 11. Year-to-date (April to Jan 2018) there have been 130 reported incidences of
C.diff against a plan of 116 (14 incidences above planned levels).
At provider level, 14 new cases of C.diff have been reported during January 2018 across
Liverpool providers. The table below provides a year-to-date summary of cases reported by
Liverpool providers:
2017/18 Year to Date summary for Liverpool providers:

Provider
Aintree
Alder Hey
Liverpool Heart & Chest
Liverpool Women's
Royal Liverpool
Liverpool Community
Health
Mersey Care
Spire
Walton
Clatterbridge

April to Jan 18
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual

38
57
0
0
3
1
0
0
37
32
0
0
0
0
0
0
8
7
1
6

Actions/assurance on 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 2 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.
The Royal Liverpool has reported 32 cases against a year-to-date plan of 37 which is positive.
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A CDIFF appeals panel has been organised for March 2018.
Aintree Hospital remains above plan year to date (57 against a plan of 38). An action plan is
place which is being reviewed and updated by the Trust with oversight from South Sefton CCG.
There were several cases in critical care late in 2017 but they were identified as having different
ribotypes (molecular technique for bacterial identification) and not linked. The Trust is looking at
causal factors in terms of antibiotic prescribing differences as a possible causal factor for the
increases. The Royal Liverpool’s Consultant Microbiologist has been involved in the Trust CDT
meetings and concluded there were no relative differences between the two Trusts in terms of
practice.
Clatterbridge Centre for Oncology remains above plan and work is ongoing with the provider
to understand their issues and identify solutions. The Trust is also due to present an infection
control update at the February 2018 CQPG meeting.

6.2.3 Areas for Improvement – E-Coli
Indicator

Performance summary

Incidence of Healthcare
Acquired Infections:
RED

Last 3 months
Nov 17
Dec 17
13
16

TREND

RightCare Peer Group

Jan 17
13

N/A

YTD
130

E-Coli Annual plan of 398 for 2017/18

Narrative/current issues

For the month of January 2018 a total of 32 reported incidences of E-Coli were assigned to
Liverpool CCG against a monthly plan of 33. The year-to-date total remains above trajectory with
354 cases reported against a plan of 330. A breakdown of the number of e-coli cases assigned
to CCG is illustrated in the table below

33
33

33
49

33
25

33
42

33
28

33
34

33
46

33
37

33
28

2017/18
YTD
33
330
32
354

6

9

7

6

9

9

12

8

2

12

27

40

18

36

19

25

34

29

26

20

Apr May Jun Jul Aug Sep Oct Nov Dec Jan
TotalPlan
CCG
cases
Trust
Apportioned
Non Trust
Apportioned

80
274

Actions/assurance on controls
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 (GNBSI) group is fully
established and meets bi-monthly. The improvement plan that has been developed has four task
and finish groups as follows: surveillance and reporting, continence and UTI prevention,
hydration and engagement. The task and finish groups meet bi-monthly (between the steering
group meetings) and feed into the North Mersey GNBSI steering group. A Liverpool IPC network
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meeting has also been established with the first meeting taking place in January 2018.
A sepsis workshop was held 21st February 2018 hosted by Liverpool CC where representatives
from Primary and Secondary care were in attendance. A number of post-workshop actions were
agreed with regards to health economy wide system improvements.

7. OTHER COMMITMENTS
No updates are available for the following measures:
Extended Access for Primary Care, Personal Health Budgets and
Children waiting more than 18 weeks for a wheelchair.
The indicators within this section are new to 2017/18 monitoring and are
to be measured on a quarterly or Bi-annual basis.
8. QUALITY PREMIUM 2017/18 – QUARTER 3 UPDATE
The Quality Premium (QP) is a scheme to reward CCGs for
improvements in the quality of services they commission. It incentivises
CCGs to improve patient health outcomes and reduce inequalities in
health outcomes and improve access to services.
The maximum quality premium payment for a CCG can earn is
expressed as £5 per head of population, calculated using the same
methodology as for CCG running costs. Based on this methodology, the
total value of the quality premium award available to Liverpool CCG
during 2017-19 is approximately. £2.5 million. The following aims to
summarise the latest position for all measures within the Quality
Premium 2017/18.
8.1 Composition of the Quality Premium
This is a 2-year scheme. The QP paid to CCGs in 2018/19 and 2019/20
reflects the quality of the health services commissioned by them in
2017/18 and 2018/19. The QP reward will be based on measures that
cover a combination of national and local priorities and on delivery of
gateway tests as per previous schemes
To earn the Quality Premium, the CCG needs to satisfy a number of
gateways:
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a. financial gateway
A CCG will not receive a quality premium award if it:
a) Is not considered to have operated in a manner that is consistent
with managing public money during the relevant financial year or;
b) Ends the relevant financial year with adverse variance against the
planned surplus, breakeven or deficit financial position or;
c) Incurs a qualified audit report in respect the relevant financial year
b. quality gateway
NHS England reserves the right not to make any payment where there is
a serious quality failure.
c. NHS Constitution gateway
The value quality premium award is also dependent on the achievement
of the NHS Constitution gateway. CCGs face having their quality
premium reduced if NHS Constitution measures are not met for the
delivery of RTT, 4 hour A&E and 62-day cancer waits
Where a CCG does not deliver the identified patient rights on waiting
times, a reduction for each NHS constitution measure will be made to
the QP payment by the following proportions.
NHS Constitution requirement

Reduction
to QP

Maximum 18 weeks from referral to treatment –incomplete pathways

33.3%

Maximum 4 hours waits in A&E departments
Maximum 62 day wait from urgent GP referral to 1st definitive treatment for
cancer

33.3%
33.3%

*Note - the ambulance indicator has now been removed by NHSE following the introduction
of the new ARP standards. As such, the remaining three measures carry a weighting of
33.3%.

8.2 National and Local Indicators
The Quality Premium consists of a number of indicators including
national measures worth 85% of premium.
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There is no requirement for the CCG to submit plans against national
measures. However, to earn the proportion of QP CCG’s must achieve
one of the two improvement options proposed by NHS England. CCGs
are also required to select one local indicator which is worth 15% of the
QP value.
Table 1: Summary of QP indicators and financial weighting and value.
Measure

Name

% of QP

Value

1

Cancer diagnosed at early stage

17%

£

425,000

2

GP access and experience

17%

£

425,000

3

Continuing Healthcare

17%

£

425,000

4

Mental Health - OAPs

17%

£

425,000

5

Bloodstream Infections

17%

£

425,000

local 1

RightCare - Circulation Problems (CVD) :
Prevalence of hypertension

15%

£

375,000

£ 2,500,000

8.3 Summary of latest performance (as at February 2018)
The following summaries are based on the latest data available:
8.3.1 Constitution Indicators – Liverpool CCG has failed 2 out of 3
relevant Constitutional Indicators only achieving the 62-day cancer wait
indicator. All NHS Constitutional measures are included in the first
section of this report.
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8.3.2 National Indicators
There is no update for National 2 (Overall experience of making a GP
appointment).
Indicator

Performance summary

National 1.
Cancers diagnosed at an
early stage

RED

RightCare Peer Group

Last 3 Quarters (2017/18)
Q1
Dec 17
Jan 17
n/a
n/a
n/a

YTD
n/a

LCCG
Position:
Best:
Worst
National
average

TREND

Proportion of Cancers diagnosed at
stages 1 and 2

th

8 / 11
54.9%*
45.8%*
52.4%*

*latest data 2015

Narrative/current issues

To achieve this QP measure the CCG must achieve 60% or demonstrate a 4% improvement on
2016 data in 2017. Data for 20016 has yet to be published and therefore the CCG target is not
yet known. However, based on current performance levels (48.6%) it is likely to be based on 4%
improvement on the 2016 position.
The latest data available (for the calendar year 2015, published by NHS digital) reports
performance to be 48.6%. Performance for this indicator is on an upward trajectory and is
demonstrating some improvement year on year.
In order to monitor this measure in a timelier manner, quarterly national data is now being
published via the National Cancer and Registration and Analysis service (NCRAS) which aligns
with the cancer stage indicator within the CCG Outcomes Indicator Set.
Quarter 3 2016/17 data reports that the percentage of cancers detected at Stage 1 and 2 to be
53.11% and above the national average of 52.6%. The one year (rolling 12 months) average for
the period Q4 2015/16 to Q3 2016/17 was 51.26% compared to the national average of 53%
Performance has been improving steadily each quarter throughout 2016/17 and the CCG is now
in line with the national position.

60%

Cancer diagnosed at Stage 1 and 2 by quarter: Liverpool CCG v
England

50%
40%
30%

England
LCCG

20%
10%

FY201
6-Q3

FY201
6-Q2

FY201
6-Q1

FY201
5-Q4

FY201
5-Q3

FY201
5-Q2

FY201
5-Q1

FY201
4-Q4

FY201
4-Q3

FY201
4-Q2

FY201
4-Q1

FY201
3-Q4

FY201
3-Q3

FY201
3-Q2

0%
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Actions/assurance on controls
The CCG’s Cancer Team has an active programme to improve cancer diagnosis at early stage.
These programmes include (but are not limited to) the following:
 Liverpool Healthy Lung;
 Delivery at scale of evidence based interventions that increase bowel cancer screening
uptake;
 Active support for “Be Clear on Cancer” campaigns, comprising additional local activity
and media coverage for national or regional campaigns;
 Awareness raising activities in targeted communities through partnership with local
organisations, services commissioned by the local authority, and charities. This includes
events, roadshows and taking messages about signs and symptoms into communities;
 Making sure pathways are ‘slick’, e.g. GP access to diagnostic tests, lung, colorectal,
head and neck and prostate pathway redesign to reduce time from referral to diagnosis
and any subsequent treatment (and prevent stage shift where possible);
 Bulletin widely circulated ‘Cancer Matters in Primary Care’ to share information with
clinicians about pathway changes and service developments, supporting widespread
adoption of changes into referral pathways.
 Primary care education offer - education sessions organised for clinicians and ‘cancer
champion’ training to non-clinical members of the team. Five city neighbourhoods have
also identified cancer as a priority and are being supported by a clinician.
Indicator

Performance summary

National 3
NHS Continuing HealthCare
Part A:

GREEN

TREND

Q1
Q2
Q3
YTD

total
referrals
105
107
134
346

Within
28 days
101
97
115
313

RightCare Peer Group
%
96%
91%
86%
90.5%

N/A

In over 80% of cases with a positive NHS CHC
checklist, the NHS eligibility decision is to be
made by the CCG within 28 days

Narrative/current issues
To achieve the Quality Premium for this part, CCGs must ensure that in more than 80% of cases
with a positive NHS CHC Checklist, the NHS CHC eligibility decision is made by the CCG within 28
days from receipt of the Checklist (or other notification of potential eligibility). The final assessment
will be based on financial year (sum of quarterly data).
Cumulative YTD performance at Q3 2017/18 (April to Dec 17) for Liverpool CCG reports that 90.5%
of CHC cases, the eligibility decision has been made within 28 Days (Standard NHS CHC) and is
therefore above the 80% target.
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Indicator

Performance summary

National 3
NHS Continuing HealthCare
Part B:

GREEN

TREND

Q1
Q2
Q3
YTD

Total
DST
105
115
106
326

DST
(acute)
23
4
0
27

RightCare Peer Group
%
22%
3%
0%
8%

less than 15% of all NHS CHC assessments
take place in an acute hospital setting

LCCG
Position:
Trend:

4/11*

England:

36/207*

Based on CCG IAF Q2 data
(2017/18)

Narrative/current issues
To achieve the Quality Premium for this part CCGs must ensure that less than 15% of all full NHS
CHC assessments take place in an acute hospital setting. The final assessment will be based on
financial year (sum of quarterly data).

Cumulative YTD performance at Q3 2017/18 (April to Dec 17) for Liverpool CCG reports that 8% of
CHC assessments have taken place in an acute hospital setting. This is below the 15% target and
therefore the CCG is currently achieving the standard.

Indicator

Performance summary

National 4
Mental Health:
Out of Area Placements
(OAPs)

GREEN

TREND

N/A

Rolling quarter

Period
Aug – Oct 2017
Sept-Nov 2017
Oct –Dec 2017

RightCare Peer Group

Total OAP
days
75
60
75

Reduce the total number of bed days relating
to Out of Area Placements (OAPs) by 33% from
a Q4 2016/17 baseline.

Narrative/current issues

Based on the NHS England methodology this gives Liverpool CCG a target of 182 bed days (a
reduction of 89 bed days from the Q4 2016/17 baseline of 271).
The latest position at Q3 2017/18 reports that the number of OAP bed days is 75, 107 below the
target. This is a significant reduction from the 231 reported during the February – April 2017
‘rolling’ quarter. It should be noted, however that numerous issues with this data collection and
methodology for ‘in-year’ monitoring have been raised with NHSE. It is also not clear what the
final assessment will be based on and as such the 2017/18 target and figures presented in this
report are potentially subject to change and therefore may not be 100% accurate.
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Indicator

National 5.
Reducing Gram Negative
Bloodstream Infections
(GNBSI’s) and
inappropriate antibiotic
prescribing

Performance summary
Measure
Part Ai

RightCare Peer Group

RAG/Trend

N/A



Part Aii



Part Bi



Part Bii



Part C



This quality premium indicator is split into 3
parts with weighting allocated to each:
Part A – 45%
Part B - 45%
Part C – 10%
Part A: To reduce gram negative bloodstream
infections across the whole health economy

Narrative/current issues

Part Ai: 35%
10% reduction in all E. coli BSI - the annual plan for Liverpool CCG for 2017/18 is 396 cases
of E-Coli. Latest data for the period April to January 2018 reports 330 cases against a year to
date plan 354, a variance of 24 cases above planned levels. When forecasting a year end
position based on current levels, the total would be 425, 29 cases above planned levels (396)
and 15 below the 2016/17 outturn of 440 cases.
Aii: 10%
Collect and report a core primary care dataset for all E. coli BSI in Q2 to Q4 2017/18
There is currently no resource to input community data onto the DCS system and it is therefore
highly unlikely that the CCG will meet the indicator requirements.
Part B - to reduce inappropriate antibiotic prescribing for urinary tract infections (UTI) in primary
care Part Bi: 22.5% Bi) 10% reduction in the Trimethoprim: Nitrofurantoin prescribing ratio
based on baseline data June 2015 to May 2016.
The 2017/18 target for Liverpool CCG is set at 1.65. National published data for the latest 12month period up to November 2017 reports that Liverpool CCG has a value of 0.729 and is
therefore currently achieving the target.
Bii): 22.5% - 10% reduction in the number of Trimethoprim items prescribed to patients
70+ based on baseline data June 2015 to May 2016. The 2017/18 target for Liverpool CCG is
set at 8,836. National published data for the latest 12-month period up to November 2017
reports that for Liverpool CCG, the number of Trimethoprim items prescribed to patients aged
over 70 is 5,977 and is therefore currently achieving the target.
Part C Sustained reduction of inappropriate prescribing in Primary Care. Part C: 10%
Items STAR-PU must be equal to or lower than 2013/14 mean performance - The 2017/18
target for Liverpool CCG is set at 1.161. This is also a CCG IAF measure in 2017/18.
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National published data for the latest 12-month period up to November 2017 reports that
Liverpool CCG has a value of 1.107 and is therefore achieving this target. Performance has
been on an improving trajectory throughout 2017/18.
Actions taken/assurance on controls
As mentioned earlier in the report, a Gram Negative Bloodstream Infection (GNBSI) steering
group is fully established and meets bi-monthly.

8.3.3 Local Indicators - RightCare: Circulation Problems (CVD)
Prevalence of hypertension (Local 1)
Liverpool’s ambition for 2017/18 is to case find 1,876 patients currently
undiagnosed with hypertension therefore increasing the reported to
estimated prevalence rate to 61.5% (71,929) by March 2017/18.
As at September 2017 the reported to estimated prevalence rate has
continued to increase with a reported rate of 61.6%, thereby increasing
the hypertension register by 2,010 patients to a total of 72,063. Based
on the current performance the CCG has already achieved this
local Quality Premium Indicator.
9. ACTIVITY
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.
9.1 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.
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Due to on-going issues with NHSE and NHS Digital regarding the
elective and non-elective activity figures, there is no update for Month 9
for the following measures:
 Elective and non-elective activity and total bed days.
9.1.1 April to December: Month 9 activity
 GP referrals: variance to plan -2% - year to date GP referrals
are 2-% below planned levels and as such within NHSE
tolerance levels.
 Other referrals: variance to plan +5.8 – year-to-date “Other
referrals” are +5.8% above planned levels. 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 approximately 2.99% and as such
within NHSE tolerance levels.
 Total referrals: Variance to plan +1.07% - overall, the month 9
cumulative position for total referrals is 1.07% above planned
levels which once adjusted for the Alder Hey and Royal data
issues is reduced to -0.42% below plan and within accepted
tolerance levels.


Outpatient first attendances: variance to plan -3.5% - year to
date outpatient first attendances are -3.5% below plan and as
such is just outside accepted tolerance levels.

 Outpatient follow-up attendances: variance to plan +4.4% year to date, there is a +4.4% variance in outpatient follow ups
against planned levels and is just outside accepted tolerance
levels. As previously reported, one of the main reasons for the
variance to plan is that as part of the 2017/18 planning process,
the CCG set reduced outpatient follow up plans with key
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providers with the impact was profiled evenly throughout the
year. Despite this, follow-up levels have consistently reduced
against 2016/17 levels throughout 2017/18.
The over-performance in follow ups has also been observed
within the month 9 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 +1.5% Overall, total
outpatients are +1.5% above plan and as such within the NHSE
tolerance levels.
 Total A&E attendances: variance to plan -2.2% year-to-date
total A&E attendances are -2.2% below planned levels and the
same level as the same period in 2016/17.
10. 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.
The following CQC reports published in relation to Liverpool providers or
Liverpool GP surgeries since the December 2017 Corporate
Performance Report:
10.1 Aintree Hospitals NHS Foundation Trust – Overall Rating
‘Requires Improvement’
Overall Rating
Are Services Safe?
Are Services Effective?
Are Services Caring?
Are Services Responsive?
Are Services Well Led?

Requires Improvement
Requires Improvement
Requires Improvement
Good
Requires Improvement
Requires Improvement
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The CQC carried out inspections of some of the services provided by the
Trust between 3rd to 6th October 2017 and 25th to 26th October 2017.
Following these inspections, the Trust was rated overall as ‘Requires
Improvement’ which represented a reduction from its previous rating. A
summary of the key findings across all areas inspected is as follows:
 Safeguarding procedures had not been fully implemented to
protect patients in vulnerable circumstances. Improvements were
required to provide assurances to senior leaders whilst the review
of processes and procedures was being undertaken (as identified
by the Trust);
 Improvements were needed to ensure Trust compliance with all
relevant National Institute for Health and Care Excellence quality
standards;
 Senior Trust leaders needed to seek assurances from services in
relation to their effectiveness - including the timely completion of
actions to implement learning and the monitoring of patient moves
at night;
 There was no strategy in place for end of life services to help drive
and monitor performance and all risks identified by staff needed to
correspond to those reported to senior leaders. Improvements
were required to mitigate all risks in a timely way;
 There was a limited approach to obtaining the views of people who
use ‘end of life’ services to help improve standards of care and
service delivery;
 Whilst there was an open culture staff satisfaction in services was
mixed and staff did not always feel engaged or empowered;
 Whilst there was an open culture staff satisfaction in services was
mixed and staff did not always feel engaged or empowered;
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 There was a limited approach to obtaining the views of people who
use services in end of life services to help improve standards of
care and service delivery;
 Learning from deaths was not always effective as the number of
mortality reviews was below the Trust’s target;
 There was a planned approach to take part in national audits and
shared learning. It was committed to improving services by
learning from when things go well and when they go wrong.
The CQC found the Trust to have an experienced and stable leadership
which was committed to providing high quality services and had a clear
vision and values.
The Trust leadership also recognised the training needs of managers at
all levels (including themselves) and there were development
opportunities for all staff across the organisation.
For Urgent and Emergency Services the CQC found that the Trust did
not always have enough staff with the right skills, training and
experience to keep people safe from avoidable harm. It was also found
that there were not always sufficient numbers of nursing staff to keep
people safe. The service also had a high number of patients who had
spent more than 12 hours in the department.
Due to the nature of some of the concerns noted during the inspection,
the CQC issued an ‘enforcement action’ and several ‘requirement’
notices to Aintree (trust-wide) relating to breaches of legal requirements
in urgent and emergency services, surgery, end of life care and medical
care (including older people’s care).
The CQC did, however report ‘outstanding’ practice in the Trust’s
pharmacy department. A clinical portal had been developed by staff
within the department with support from information technology
colleagues. The portal was instrumental in the streamlining of
pharmacists’ work and ensuring the prioritisation of high risk patients.
The full inspection report can be downloaded from:
http://www.cqc.org.uk/sites/default/files/new_reports/AAAG9799.pdf
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10.2 Speke Neighbourhood Centre – Overall Rating ‘Requires
Improvement
Overall Rating
Are Services Safe?
Are Services Effective?
Are Services Caring?
Are Services Responsive?
Are Services Well Led?

Requires Improvement
Requires Improvement
Requires Improvement
Good
Good
Requires Improvement








The CQC carried out an announced inspection at Speke Neighbourhood
Health Centre on 12th December 2017, following which the practice was
rated overall as ‘Requires Improvement’. The issues identified as
‘Requires Improvement’ during the inspection related to patient safety,
service effectiveness and providing a well-led service (each area was
considered as affecting all patients). The key findings across the areas
inspected include the following:
 Staff understood their responsibilities to raise concerns and report
incidents and near misses. However, we found that opportunities
to identify, investigate and learn from significant events were not
always taken;
 A formal system for ensuring sufficient GP cover was in place for
GP absences had not been established;
 The consultations and referrals of clinicians employed were not
sufficiently robust to identify if they were working within their
competence;
 Overall, patients’ needs were assessed and care was planned and
delivered following best practice. Staff were noted as treating
patients with compassion, kindness, dignity and respect;
 Staff understood their responsibilities in relation to safeguarding
children and vulnerable adults.
The Inspection Report also highlighted areas where the practice must
make improvements, which included ensuring that patients are treated in
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a safe way and that steps are taken to identify risks to patient safety and
to mitigate such risks.
The full inspection report can be downloaded from:
http://www.cqc.org.uk/sites/default/files/new_reports/AAAG9553.pdf
11. 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.
12. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
This section is not applicable to the CCG Corporate Performance
Report.
13. 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.
14. 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
1st March 2018
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Appendix 1 - LCCG Corporate Performance Dashboard 2017-18

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

Q1
May

Jul

Q2
Aug

Jun

Sep

Actual

91.6%

88.5%

Plan

95%

95%

90.1%

88.7%

91.0%

95%

95%

95%

Actual

5.73%

Plan

1%

7.89%

10.36%

10.30%

1%

1%

1%

Actual

91.4%

91.2%

90.5%

Metric

Oct

Q3
Nov

Dec

Jan

89.3%

90.9%

90.8%

90.0%

89.6%

95%

95%

95%

95%

95%

12.24%

12.87%

13.00%

12.84%

11.07%

8.51%

1%

1%

1%

1%

1%

1%

90.3%

89.90%

89.34%

89.61%

89.30%

88.49%

88.18%

Q4
Feb

Mar

95%

95%

1%

1%

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%

Actual

1

0

0

0

0

0

0

0

0

0

Plan

0

0

0

0

0

0

0

0

0

Actual

57%

54%

50%

53%

52%

53.1%

54.8%

50.1%

Plan

65%

66%

67%

68%

69%

70%

72%

74%

Actual

0

0

2

0

0

0

0

Plan

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%

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

Actual

92.7%

93.4%

93.3%

96%

93%

95.5%

Plan

93%

93%

93%

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%

96.5%

96.7%

96.0%

Plan

96%

96%

96%

96%

96%

96%

96%

96%

96%

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

Actual

100.0%

96.8%

100.0%

100%

93.5%

95.7%

93.9%

91.3%

100.0%

Plan

94%

94%

94%

94%

94%

94%

94%

94%

94%

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

Actual

98.6%

98.3%

100.0%

100%

100%

98%

100%

100%

98%

Plan

98%

98%

98%

98%

98%

98%

98%

98%

98%

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

Actual

98.4%

98.6%

100.0%

100%

98%

96.6%

100.0%

100.0%

100.0%

Plan

94%

94%

94%

94%

94%

94%

94%

94%

94%

% of patients receiving 1st definitive treatment for cancer within 2 months (62 days)

Actual

88.6%

88.0%

89.4%

89%

82%

84.9%

87.5%

83.3%

79.7%

Plan

85%

85%

85%

85%

85%

85%

85%

85%

85%

% of patients receiving treatment for cancer within 62 days from an NHS Cancer Screening
Service

Actual

92.9%

100.0%

76.5%

100%

100%

92.3%

78.6%

84.6%

90.9%

Plan

90%

90%

90%

90%

90%

90%

90%

90%

90%

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

Actual

100.0%

86.7%

76.2%

81.80%

70.60%

82.40%

80.77%

86.67%

100.00%

Plan

85%

85%

85%

85%

85%

85%

85%

85%

85%

No of Incomplete Pathways Waiting over 52 weeks
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

10.4%
1%
89.8%
92%

92%

0

0

0

75%

76%

78%

80%

0

0

3

0

0

0

0

0

96.5%

96.9%

93.7%

93%

93%

93%

93%

93%

93%

96.9%

98.5%

97.6%

92%
1
0
53%

EMSA
Mixed sex accommodation breaches

5
0

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

95.1%
93%
95.1%
93%

93%

93%

93%
98.0%

96%

96%

96%

96%
96.7%

94%

94%

94%

94%
99.32%

98%

98%

98%

98%
99.2%

94%

94%

94%

94%
86.0%

85%

85%

85%

85%
90.8%

90%

90%

90%

85%

85%

85%

90%
83%
85%
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Liverpool CCG - Performance Dashboard 2017-18
2017-18
Apr

Q1
May

Jun

Actual

71.7%

71.0%

Plan

70%

70%

Metric

Jul

Q2
Aug

Oct

Q3
Nov

Sep

Dec

Jan

71.3%

71.6%

72.1%

70%

70%

70%

72.1%

73.0%

73.2%

72.6%

71.2%

70%

70%

70%

70%

70%

Q4
Feb

Mar

70%

70%

YTD

1617 and 1718
Trend

MENTAL HEALTH
Dementia Diagnosis
Estimated diagnosis rates

71.2%
70%

IAPT
% of people who receive psychological therapies - Roll Out
% of people who finish treatment having attended at least two treatment contacts and are
moving to recovery
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

2.83%

3.00%

Plan

3.17%

3.59%

Actual

33.3%

35.7%

Plan
Actual

50.0%
97.30%

95.57%

50.0%
94.90%

93.60%

93.80%

94.60%

95.80%

3.99%

4.59%

15.339%

50.0%

50.0%

50.00%

96.00%

Plan

75%

75%

75%

75%

75%

75%

75%

75%

Actual

100%

99.37%

98.87%

98.20%

98.20%

98.90%

99.20%

100.00%

Plan

95%

95%

95%

95%

95%

95%

95%

Actual

63.64%

80.00%

66.67%

77.78%

71.43%

53.33%

Plan

50%

50%

50%

50%

50%

50%

96%
75%

75%

75%

75%

75.00%

95%

95%

95%

95%

95%

95.00%

71.43%

58.58%

63.64%

55.00%

50%

50%

50%

50%

100%

66.15%
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%

89.00%

Plan

95%

95%

95%

Actual

450.00

395

Plan

730

730

730

Actual

87.50%

71.4%

100.00%

Plan

89%

95%

90%

Actual

33%

-

33%

Plan

33%

67%

100%

95%

95%

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.

845
730

1460

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
HEALTHCARE AQUIRED INFECTIONS
HCAI
Number of MRSA Bacteraemias
Incidence of MRSA bacteraemia (Commissioner)

100%
100%

Actual

0

1

1

2

1

0

1

1

1

1

Plan

0

0

0

0

0

0

0

0

0

0

Number of C.Difficile infections
Incidence of Clostridium Difficile (Commissioner)

Actual

13

15

12

13

14

9

12

13

16

13

Plan

11

11

12

12

12

12

12

12

11

11

Number of E Coli infections
Incidence of E Coli (Commissioner)

Actual

33

49

25

42

28

34

46

37

28

32

Plan

33

33

33

33

33

33

33

33

33

33

9
0

0

0
130

11

11

33

33

116
354
330
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Liverpool CCG - Performance Dashboard 2017-18
2017-18
Metric
Apr

Q1
May

Jun

Jul

Q2
Aug

Sep

Oct

Q3
Nov

Dec

Jan

Q4
Feb

YTD
Mar

1617 and 1718
Trend

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

Actual
Plan

2.36

4.72

Actual

90.63%

86.36%

Plan

86.00%

90.00%

7.28

9.63

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

0%

Plan

0%

92.00%

0%
50%

Actual

9,051

10,533

11,010

9,975

10,344

9,777

10,164

10,468

7,671

Plan

9,253

10,227

10,714

10,227

9,984

10,227

10,714

10,714

8,766

10,714

9,740

10,230

Variance

-2%

3%

3%

-2%

3.6%

-4.4%

-5%

-2%

-12%

-100%

-100%

-100%

Actual

6,230

7,259

8,306

6,998

6,773

6,592

7,098

7,458

6,087

88,993
90,826
-2.0%
62,801

Plan

6,047

6,684

7,002

6,684

6,525

6,684

7,002

7,002

5,729

7,002

6,366

6,683

Variance

3%

9%

19%

4.7%

4%

-1%

1%

7%

6%

-100%

-100%

-100%

Actual

15,281

17,792

19,316

16,973

17,117

16,369

17,262

17,926

13,758

59,359
5.8%
151,794

Plan

15,300

16,911

17,716

16,911

16,509

16,911

17,716

17,716

14,495

17,716

16,106

16,913

Variance

0%

5%

9%

0%

3.7%

-3%

-3%

1%

-5%

-100%

-100%

-100%

Actual

13,608

16,012

15,571

15,243

14,936

14,620

15,151

15,695

11,999

150,185
1.07%
132,835

Plan

14,028

15,504

16,243

15,504

15,135

15,504

16,243

16,243

13,289

16,243

14,766

15,504

Variance

-3.0%

3%

-4.1%

-2%

-1%

-6%

-7%

-3%

-10%

-100%

-100%

-100%

Actual

26,244

31,363

30,637

29,076

27,988

29,333

29,921

31,193

23,343

137,693
-3.5%
259,098

Plan

25,294

27,957

29,288

27,957

27,291

27,957

29,288

29,288

23,963

29,288

26,626

27,959

Variance

3.8%

12%

5%

4.0%

3%

5%

2%

7%

-3%

-100%

-100%

-100%

Actual

5,021

5,837

5,792

5,405

5,511

5,594

5,724

248,283
4.4%
38,884

Plan

5,346

5,908

6,190

5,908

5,768

5,908

6,190

6,190

5,064

6,190

5,627

5,906

Variance

-6.1%

-1%

-6%

-9%

-4%

-5%

-8%

-100%

-100%

-100%

-100%

-100%

Actual

4,856

5,280

5,224

5,182

5,368

5,397

5,743

41,218
-5.7%
37,050

Plan

4,902

5,066

4,902

5,066

5,066

4,902

5,066

4,902

5,066

5,066

4,575

5,063

Variance

-1%

4.2%

6.6%

2%

6%

10%

13%

-100%

-100%

-100%

-100%

-100%

Actual

28,013

29,052

28,422

29,907

27,486

27,628

30,508

29,309

28,323

34,970
5.9%
258,648

Plan

28,856

29,818

28,856

29,818

29,818

28,856

29,818

28,856

29,818

29,818

26,933

29,822

264,514

Variance
Actual

-2.9%
26,248

-2.6%
30,958

-1.5%
30,581

0.3%
28,041

-8%
29,352

-4%
30,057

2%
29,220

2%

-5%

-100%

-100%

-100%

-2.2%
204,457

Plan

26,339

28,129

28,340

28,129

27,795

27,673

28,795

28,340

26,128

28,795

26,095

28,128

195,200

Variance

-0.3%

10.1%

8%

0%

6%

9%

1%

-100%

-100%

-100%

-100%

-100%

5%

**Elective, Non Elective and total beddays has not been updated due to on-going data quality issues with the NHSE activity report output
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Performance Dashboard 2017/18 : Provider Level

METRIC

ROYAL
LIVERPOOL &
BROADGREEN
UNIVERSITY
HOSPITALS

AINTREE
UNIVERSITY
HOSPITAL NHS
FOUNDATION
TRUST

88.7%

85.6%

93.6%

Jan-18

7,750

7,457

5,060

YTD Jan 18

199,328

140,211

49,905

10,293
0

REPORTING
TARGET
PERIOD

ALDER HEY
LIVERPOOL
LIVERPOOL
CHILDREN'S HEART & CHEST
MERSEY
CLATTERBRIDGE
WOMEN'S NHS THE WALTON
SPIRE
NHS
HOSPITAL NHS
CARE NHS
CENTRE FOR
FOUNDATION
CENTRE
LIVERPOOL
FOUNDATION FOUNDATION
TRUST
ONCOLOY
TRUST
TRUST
TRUST

URGENT AND EMERGENCY CARE
Accident & Emergency
4-Hour A&E Waiting Time Target:
% of patients who s pent les s than four hours in A&E
A&E Attendances: Type 1
Number of attendances Type 1 A&E depts
A&E Attendances: All Types
Number of attendances at all A&E depts
12 Hour Trolley waits in A&E : Total number of patients who have waited over 12
hours in A&E from decis ion to admit to admis s ion

Jan-18

95%

98.1%

Jan-18

0

0

3

0

Dec-17

1%

19.8%

4.9%

0.2%

0.90%

1.94%

0.7%

0.0%

0.0%

Dec-17

92%

83.7%

91.06%

90.0%

91.1%

92.8%

95.2%

94.2%

95.2%

Dec-17

0

0

0

0

0

0

3

0

0

Jan-18

0

0

0

0

0

0

3

Dec-17

0

0

0

0

0

0

0

0%

0%

25%

0%

4%

4%

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 incomplete pathways (patients yet to s tart treatment) within 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 operations that are cancelled by the trus t for non-clinical
reas ons , which have already been previous ly cancelled once for non-clinical
reas ons .
% of Cancellations for non clinical reasons who not are treated within 28 days
Al l patients who have operations cancelled, on or after the day of admis s ion
(including the day of s urgery), for non-clinical reas ons to be offered another
binding date within 28 days .

Q3 20172018

0
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Appendix 2

Performance Dashboard 2017/18 : Provider Level

METRIC

REPORTING
TARGET
PERIOD

ROYAL
LIVERPOOL &
BROADGREEN
UNIVERSITY
HOSPITALS

AINTREE
UNIVERSITY
HOSPITAL NHS
FOUNDATION
TRUST

ALDER HEY
LIVERPOOL
LIVERPOOL
CHILDREN'S HEART & CHEST
MERSEY
CLATTERBRIDGE
WOMEN'S NHS THE WALTON
SPIRE
NHS
HOSPITAL NHS
CARE NHS
CENTRE FOR
FOUNDATION
CENTRE
LIVERPOOL
FOUNDATION FOUNDATION
TRUST
ONCOLOY
TRUST
TRUST
TRUST

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

Dec-17

93%

93.52%

95.1%

Dec-17

93%

97.56%

92.16%

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

Dec-17

96%

97.06%

97.1%

100.0%

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

Dec-17

98%

100.0%

100.0%

100.0%

Dec-17

94%

100.00%

91.3%

Dec-17

94%

Dec-17

85%

85.26%

92.45%

Dec-17

90%

94.29%

90.9%

Dec-17

85%

100.00%

88.0%

Q3 2017/18

95%

90.60%

Dec-17

50%

70.00%

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

88.9%

97.2%

100.0%

100.0%

100.0%

96.6%

100.0%

99.5%
99.1%

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

100.0%

100.0%

100.0%
99.4%

% 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

87.5%

68.4%

100.0%

62.0%

100.0%

100.0%

100.0%

88.6%

% of patients receiving treatment for cancer within 62 days upgrade their priority
75.0%

MENTAL HEALTH
Care Programme Approach
Proportion of patients on (CPA) discharged from inpatient care who are followed up
within 7 days
Early intervention in Psychosis waiting times
EIP waiting times: The proporti on of peopl e experi enci ng fi rs t epi s ode ps ychos i s
(FEP) or a n “a t ri s k menta l s ta te” tha t wa i t two weeks or l es s to s ta rt a NICErecommended pa cka ge of ca re.

CYP - Eating Disorders
Waiting Times for Routine Referrals to CYP Eating Disorder Services - Within 4
Weeks: National standard is 95% by 2020

Q3 20172018

Waiting Times for Urgent Referrals to CYP Eating Disorder Services - Within 1
Week: National standard is 95% by 2020

Q3 20172018

100.00%

95%

60.00%
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Performance Dashboard 2017/18 : Provider Level

METRIC

ROYAL
LIVERPOOL &
BROADGREEN
UNIVERSITY
HOSPITALS

AINTREE
UNIVERSITY
HOSPITAL NHS
FOUNDATION
TRUST

Actual

2

1

4

1

0

1

Plan

0

0

0

0

0

0

0

0

0

Actual

32

57

0

1

0

7

0

0

6

Plan

37

38

0

3

1

8

0

0

1

REPORTING
TARGET
PERIOD

ALDER HEY
LIVERPOOL
LIVERPOOL
CHILDREN'S HEART & CHEST
MERSEY
CLATTERBRIDGE
WOMEN'S NHS THE WALTON
SPIRE
NHS
HOSPITAL NHS
CARE NHS
CENTRE FOR
FOUNDATION
CENTRE
LIVERPOOL
FOUNDATION FOUNDATION
TRUST
ONCOLOY
TRUST
TRUST
TRUST

HEALTHCARE AQUIRED INFECTIONS
MRSA
Number of MRSA Bacteraemias

Jan-18 (YTD)

Cdifficile
Number of C.Difficile infections

Jan-18 (YTD)
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Appendix 3
Liverpool CCG - Quality Premium Dashboard 2017/19
Q3 2017/18 Update
INDICATOR
No

INDICATOR

TOTAL
INDICATOR
FINANCE
WEIGHTING

POTENTIAL VALUE £

PERIOD

PERFORMANCE

Constitution Indicators
25% reduction in QP for non- YTD Q3
achievement
2017/18

Maximum 62 day wait from urgent GP referral to 1st definitive treatment for cancer
Maximum 4 hours waits in A&E departments
NHS
Constitution
Gateway
Maximum 8 minute response for Category A (Red 1) ambulance calls
Number of Category A (Red 1) calls resulting in an emergency response arriving at the scene of the incident within 8 minutes

25% reduction in QP for non- Apr to Jan
achievement
18
25% reduction in QP for nonachievement

Maximum 18 weeks from referral to treatment –incomplete pathways
Percentage of patients waiting at period end (RTT) for incomplete pathways (Commissioner)

25% reduction in QP for non- Apr to Jan
achievement
18

Actual

86.1%

Target

85%

Actual

90.0%

Target

95%

Actual

no longer collected

Target

75%

Actual

89.8%

Target

92%

Actual
Target

48.6%
not yet available

Actual

76.70%

Target

79.70%

National Indicators
National 1

Cancers diagnosed at early stage: Target either 4% improvement in the proportion of cancers diagnosed at stages 1 and 2 in 2017
(calendar year) compared to 2016 or achieve a target of 60% +

17%

£425,000

2015

National 2

Overall experience of making a GP appointment: either achieve 85% respondants who said they had a good experience of making
an appointment or 3% increase on percentage of respondants who said they had a good experience in the July 2018 publication

17%

£425,000

Jan to Mar
17

National 3

NHS Continuing Healthcare:
Part A -In over 80% of cases with a positive NHS CHC checklist, the NHS eligibility decision is to be made by the CCG within 28 days

£212,500
17%

Part B - less than 15% of all NHS CHC assessments take place in an acute hospital setting
National 4

Mental Health:
Out of Area Placements (OAPs) – to reduce the total number of bed days relating to OAPs by 33% from an April (Q4) 2017
baseline
Bloodstream Infections
Part A: To reduce gram negative bloodstream infections across the whole health economy
Ai) 10% reduction in all E.Coli BSI

£212,500
17%

Aii) collect and report a core primary care dataset for all E.Coli BSI in Q2 to Q4 2017/18
National 5

Part B: To reduce inappropriate antibiotic prescribing for urinary tract infections (UTI) in primary care
Bi) 10% reduction in the Trimethroprim:Nitrofurantoin prescribing ratio based on baseline data June 15 to May 16

17%

Part B
Bii) 10% reduction in the number of Trimethroprim items prescribed to patients 70+ based on baseline data June 15 to May 16

£425,000

Q3
2017/18

£148,750

Apr to Jan
18

£42,500

Q2

£95,625

Nov-17

£95,625

Part C :Sustained reduction of inappropiate prescibing in Primary Care.
Items STAR-PU must be equal to or lower than 2013/14 mean performance

YTD Q3
2017/18

Nov-17

£42,500

Nov-17

£375,000

Sep-17

Actual

90.5%

Target
Actual
Target
Actual

>=80%
8.00%
<15%
75

Target

182

Actual

354

Plan
Annual Target
status of
dataset
Actual

330
396
0.7290

Target

1.65

Actual

5,977

Target

8,836

Actual

1.107

Target

1.161

Actual

61.6%

Target

61.5%

Local Indicator
RightCare : Circulation Problems (CVD) : Prevalence of hypertension (%)
Plan to find a further 1,876 patients currently undiagnosed thereby increasing the reported prevalence rate to 61.5% (71,929) by
March 2017/18.
Total Quality Premium award available
Local 1

15%

Estimated total Quality Premium award BEFORE application of NHS constitution gateway **

£2,500,000
£1,458,750

Estimated total Quality Premium award AFTER application of NHS constitution gateway**

£364,687.5

**This is an estimate based on current performance.Quality premium awards are also dependent on achievement of the quality and finance gateways
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Appendix 4

Contract Performance (Financial) - Month 10 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

£199,507,646
£78,702,455
£43,227,036
£28,513,701
£6,491,705
£2,272,816
£60,015,685
£62,477,118
£481,208,163

£205,697,494
£80,935,453
£40,899,530
£28,668,794
£6,526,251
£2,177,011
£60,015,685
£62,477,118
£487,397,337

£6,189,848
£2,232,998
-£2,327,506
£155,093
£34,546
-£95,805
£0
£0
£6,189,175

3.1%
2.8%
-5.4%
0.5%
0.5%
-4.2%
0.0%
0.0%
1.3%

£199,507,646
£78,702,455
£43,227,036
£28,513,701
£6,491,705
£2,272,816
£60,015,685
£62,477,118
£481,208,163

£199,408,392
£79,139,014
£43,251,548
£28,599,762
£6,488,623
£2,302,661
£60,015,685
£62,477,118
£481,682,802

-£99,254
£436,559
£24,512
£86,060
-£3,083
£29,844
£0
£0
£474,640

-0.0%
0.6%
0.1%
0.3%
-0.0%
1.3%
0.0%
0.0%
0.1%

-£6,289,102
-£1,796,438
£2,352,018
-£69,033
-£37,629
£125,649
£0
£0
-£5,714,535

£20,721,671
£11,417,564
£7,742,445
£5,751,378
£5,842,534
£22,278,148
£73,753,740

£21,617,364
£11,626,420
£8,202,989
£5,751,378
£5,863,821
£22,300,253
£75,362,225

£895,693
£208,856
£460,544
£0
£21,287
£22,105
£1,608,486

4.3%
1.8%
5.9%
0.0%
0.4%
0.1%
2.2%

£20,721,671
£11,417,564
£7,742,445
£5,751,378
£5,842,534
£22,278,148
£73,753,740

£21,617,364
£11,626,420
£8,202,989
£5,751,378
£5,863,821
£22,300,253
£75,362,225

£895,693
£208,856
£460,544
£0
£21,287
£22,105
£1,608,486

4.3%
1.8%
5.9%
0.0%
0.4%
0.1%
2.2%

£0
£0
£0
£0
£0
£0
£0

£554,961,902 £562,759,562

£7,797,660

1.4%

£554,961,902 £557,045,027

£2,083,125

0.4%

-£5,714,535

* Includes Clatterbridge Centre for Cancer, including Haem Onc service on Royal Liverpool site
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Summary

The purpose of this paper is to provide Liverpool
Clinical Commissioning Group (CCG) Governing
Body with further assurance regarding the
proposed changes to the circumcision policy for
Liverpool registered patients which has been
undertaken as part of the review and update of
the ‘Cheshire and Merseyside Procedures of
Lower Clinical Priority (PLCP) 2014/15’ policy

Recommendation

That Liverpool CCG Governing Body:
 Notes the contents of the report
 Agrees to the ratification of the circumcision
policy for inclusion in provider contracts as
part of Suite one and two policy review

Relevant
standards/targets

NHS Outcomes Framework 2017/18
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CRITERIA BASED CLINICAL TREATMENT POLICY- CIRCUMCISION

1.

PURPOSE

The purpose of this paper is to provide further information and
assurance to support Liverpool Clinical Commissioning Group (CCG)
Governing Body with their processes to ratify the changes to the
circumcision policy contained in the ‘Criteria Based Clinical Treatment’
Policy which will replace the current.
This paper outlines the background to the project and the process that
has been followed in order to review and engage on the proposed
changes with both clinicians and the public. The paper also
demonstrates the current position nationally relating to the
commissioning of circumcision, decisions that have been taken by the
Project Working Group and the key decisions that were taken following
extensive equality and engagement work to understand how changes
may impact on clinicians, patients and the public.

2.

RECOMMENDATIONS

That Liverpool CCG Governing Body:
 Notes the contents of the report
 Agrees to the ratification of the circumcision policy for inclusion in
provider contracts as part of Suite one and two policy review.

3.

BACKGROUND TO THE PROJECT

Since September 2016 Midlands and Lancashire Commissioning
Support Unit (MLCSU) and seven Merseyside and Warrington Clinical
Commissioning Groups have been working collaboratively to review the
procedures and treatments listed in the current Cheshire and
Merseyside Procedures of Lower Clinical Priority (PLCP) and Fertility
policy 2014/15 and develop new policies as directed by the CCGs. The
review has been undertaken as part of policy harmonisation for the
CCGs involved and includes the commissioning of circumcision
procedures.
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MLCSU has implemented a Policy Development team to review and
update clinical policies with the aim of minimising postcode variations to
commissioning across CCGs involved by having a single local clinical
policy.
CCGs engaged in the Project
CCGs engaged in the Policy Development Project are:
•
•
•
•
•
•
•
4.

Halton CCG
Knowsley CCG
Liverpool CCG
St Helens CCG
South Sefton CCG
Southport and Formby CCG
Warrington CCG
LOCAL AND NATIONAL CONTEXT

Male circumcision can be sub-classified into 2 categories:
• Therapeutic circumcision is carried out where there is a clear
clinical need.
• Non-therapeutic circumcision, also known as ritual circumcision, is
performed for religious/ cultural or social reasons.
Ritual circumcision remains an embedded part of many cultures globally,
with the procedure being most common in the Jewish and Muslim
communities. The largest Jewish and Muslim populations within England
(derived from the most recent Census data in 2011) reside within the
Inner and Outer London areas, with 57% of the total Jewish population
and 38.5 % of the total Muslim population resident within these areas.
Appendix 1 details the areas with the highest populations and the local
CCG’s approach to funding non-therapeutic circumcision.
Nationally there has been a significant shift in the funding of ritual
circumcisions over the last 5-10 years, with many CCG’s ceasing to fund
therapeutic circumcision. One of the most recent public consultations to
result in cessation of NHS funded provision for non-therapeutic was a
joint review of the policy across NHS Leeds West CCG, NHS Leeds
North CCG and NHS Leeds South and East CCG in November 2016.
Across the Leeds CCG’s 380 non-therapeutic procedures per year were
carried out.
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NHS England commission a range of non-specialist services for specific
cohorts, including the Armed Forces. They have a suite commissioning
policies which cover procedures of lower clinical priority which have
been agreed by NHS England's Clinical Priority Advisory Group (CPAG)
and approved by the Directly Commissioned Services Committee
(DCSC) which were published in November 2013. Their policy relating to
circumcision (Gateway ref 00585) states ‘NHS England will not
commission treatments for Circumcision for personal, social, cultural or
religious reasons in accordance with the criteria outlined in this
document’.
When the commissioning policy was reviewed across the Cheshire and
Merseyside CCG’s in 2014, Liverpool CCG continued to fund nontherapeutic circumcision. This is no longer in line with the wider national
picture and the CCG would appear on review of CCG commissioning
policies, including those areas with high Jewish and Muslim
communities, to be the only CCG in England that still provides NHS
funding for non-therapeutic circumcision.
NHS funded procedures in Liverpool has been analysed from Secondary
Uses Service data (SUS) and is detailed in the table below. During
2016/17 there were 137 non-therapeutic procedures performed at a cost
to the CCG of £123,685. Forecasted activity for 2017/18 based on year
to date figures is approximately 115 non-therapeutic procedures.

Circumcision in
Children
Criteria: Admitted patients aged 0-17, with a procedure code N303 - Circumcision, Liverpool CCG patients only
Time period: 2015/16, 2016/17 and 2017/18 (April - November)
Data Source: SUS

Primary Diagnosis

Age Band
Age 0-1
Age 2-5
Therapeutic
Age 6-10
Age 11-17
Therapeutic Total
Age 0-1
Age 2-5
Routine and ritual
circumcision
Age 6-10
Age 11-17
Routine and ritual circumcision Total
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2015/16
Activity
Tariff
3
£2,400
8
£6,614
5
£4,045
28
£23,356
44
£36,415
74
£59,867
30
£24,333
13
£10,857
117

£95,056

2016/17
Activity
Tariff
4
£4,845
4
£5,814
11
£10,122
24
£22,115
43
£42,896
68
£62,626
36
£31,857
26
£23,008
7
£6,194
137
£123,685

2017/18 YTD
Activity
Tariff
4
9
15
28
43
22
9
3
77

£3,700
£9,203
£14,033
£26,935
£40,198
£20,566
£8,414
£2,805
£71,983

Grand Total

161

£131,472

180

£166,581

105

£98,918

The data demonstrates that activity volumes for non-therapeutic
procedures are significantly higher than those performed for a clinical
need. In addition more than 50% of non-therapeutic circumcisions are
performed when the child is under the age of 1 year.
5.

HOW SAFE IS CIRCUMCISION AND THE UK EXPERIENCE

Circumcision is the most common surgical procedure worldwide.
Approximately 30,000 non therapeutic circumcisions are performed
annually in the UK.
The most common early complications tend to be minor and treatable:
pain, bleeding, swelling or inadequate skin removal. The most common
problems are bleeding and infection.
1

Weiss et al produced a systematic review (including Arabic studies) of
52 studies from 21 countries looking at complications of circumcision up
to age 12. Severe adverse events (SAEs) were rare – most studies
reported none, 2 reported a rate of 2%. The median frequency of any
complication was 1.5% (range 0-16%). Child circumcision by medical
providers was linked with more complications (median 6%, range 214%) than for neonates and infants.
They concluded that few severe complications are seen but mild to
moderate complications are seen especially when circumcision is
undertaken at older ages, in non-sterile conditions and by inexperienced
providers.
6.

CURRENT SERVICE PROVISION IN LIVERPOOL

As previously described, there are number of non-therapeutic
procedures currently carried for under 18’s via an NHS provider.
It must be recognised however, that the total number of non-therapeutic
circumcisions across the city is unknown and that the 120 NHS delivered
procedures is not reflective of current practice and parental choice.
In the Jewish community, the procedure of ritual circumcision is known
as Brit Milah and under Jewish tradition, this procedure is carried out on
the baby’s 8th day and forms part of a religious ceremony. The ceremony
1

Weiss et al, BMC Urology; 2010 10:2 ‘Complications of circumcision in male neonates, infants and children: a
systematic review’
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and procedure is carried out by a ‘Mohel’ (plural Mohelim) who is
required to be a committed Jew in addition to being qualified to carry out
the procedure, many are also qualified medical practitioners. By
definition of the timescales and also the requirement for it to be carried
out by a Mohel, this procedure is not performed by a NHS provider for
the Jewish community.
Within the Muslim community, ritual circumcision is not carried out at a
specific time and can be from birth to puberty. Many parents choose to
have the procedure carried out at a younger age when it is easier to
manage. The procedure does not form part of a religious procedure and
is not required to be performed by a Muslim and therefore is usually
clinic or hospital based. Whilst a number of procedures are currently
undertaken via the NHS, engagement with community groups
demonstrated that many parents choose to have the procedure
undertaken via private providers.
7.

SAFEGUARDING

Within the Jewish community, Mohelim are required to be registered with
the Initiation Society of Great Britain which was founded in 1745. The
Initiation Society provides formal training, ensures practitioners are
insured (either independently via the Initiation Society or via a medical
indemnity organisation) and provides a resource for advice for parents.
The current head of the Initiation Society is a Paediatrician.
Within the Muslim community, the engagement work with community
groups demonstrated that many parents choose to have the procedure
undertaken privately. From feedback parents are aware of choosing a
registered provider and whilst there are such services within the
Liverpool region, many parents choose to access services within the
Manchester area where there are clinics specifically delivering the
service.
Should a child present with complications as a result of non-therapeutic
circumcision, this would be reported by the GP or hospital as a
safeguarding issue. There have been no reported incidents via the CCG
or the safeguarding team to date.
8.

LEGAL CONSIDERATIONS

The view of the BMA 2 (and shared by the GMC 3) is that male
circumcision is not grounded in British statute, however judicial review
2
3

BMA (2006), The law and ethics of male circumcision ‐guidance for doctors.
http://www.gmc‐uk.org/guidance/ethical_guidance/children_guidance_34_35_undertaking_procedures.asp
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assumes that, provided both parents consent, it is performed
competently and believed to be in the child’s best interest, nontherapeutic male circumcision is lawful. Despite this, the legality is not
uncontroversial and has been challenged. These challenges were before
the implementation of the Human Rights Act and this has led to a lack of
clarity on the assumed lawfulness under Common Law.
In 2013, the Parliamentary Assembly of the Council of Europe adopted a
resolution relating to Children’s Rights to Physical Integrity 4. The
Assembly called on member states to take a number of measures as
they were ‘particularly worried about a category of violation of the
physical integrity of children’. Within this resolution, specific reference
was made to non-therapeutic circumcision.
The Health and Social Care Act 2012 says NHS organisations have a
duty to promote involvement of each patient and have, in S.14Z2 a duty
to involve the public and consult where commissioning arrangements will
change and this means that the implementation of changes will have an
impact on the manner in which these services are delivered or the range
of health services delivered to them. In addition, the Public Sector
Equality Act 2010 places a responsibility on public bodies to make due
consideration for how decisions may affect people protected under the
Equality Act. The CCG has discharged both of its duties in this regard
during the targeted engagement described below and completion of
Equality Impact Risk Assessment (EIRA) previously completed by
MLCSU Equality and Inclusion team. In addition NHS England were also
consulted regarding the overall process relating to engagement/ EIRA
assessment.
9.

THE PROCESS FOR REVIEW OF THE CIRCUMCISION POLICY

The process for reviewing each policy has been previously described in
detail as part of the suite one and two ratification process presented at
the Governing Body meeting on 9th January 2018.
The circumcision policy formed part of suite two policy reviews and
following development of the draft proposal each policy was assigned a
RAG rating following Equality Impact and Risk Assessment (EIRA). The
proposed changes for Liverpool and EIRA resulted in the circumcision
policy being red RAG rated, requiring that public engagement be carried
out regarding the proposed changes.
4

http://www.assembly.coe.int/nw/xml/XRef/Xref-XML2HTML-en.asp?fileid=20174&lang=en
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Following development of the draft proposal this was circulated for wider
stakeholder review to inform the final draft policy development prior to
any formal engagement and consultation. The draft policy was circulated
in March 2017 to all Liverpool planned care GP leads, all Governing
Body members and all provider organisations. There were no concerns
raised during this stage and feedback received from the main NHS
provider of non-therapeutic circumcisions was ‘the proposal to cease
funding for patients requiring circumcision for religious or cultural
reasons brings us into alignment with the rest of the country’ and they
had no objection to the changes.
Following this, the final draft policy criteria for public engagement were
developed and these and the changes are detailed in appendix 2.
It was recognised during policy development that as Liverpool CCG’s
current policy was not in line with the other Cheshire and Mersey CCG’s
that separate and local engagement specific to the circumcision policy
would be required in addition to the wider engagement carried out for all
suite one and two policies.
This consisted of targeted engagement with local Voluntary, Community
and Social Enterprise (VCSE) organisations and ‘community leaders’
who have contact with, or support, individuals and communities likely to
be affected by the proposed policy change (appendix 3). This targeted
engagement included details of the proposal, a request to share
information with the community and an offer to meet with individuals or
attend meetings to discuss the proposals.
This resulted in direct feedback from Merseyside Jewish Community
Care, who were supportive of the proposal. Feedback was also received
from Women Reach Women, a local organisation working with South
Asian (Bangladeshi, Pakistani and Indian Muslims), who confirmed they
had discussed the proposal with members and received support for the
proposal. Although this was not included in the engagement feedback as
it was received following the closure of the engagement. No requests
were made for the team to attend public meetings, or meet with
individuals.
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10.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
10.1 Does this require public engagement or has public
engagement been carried out? Yes. Full details previously
provided
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.

10.2 Does the public sector equality duty apply? Yes full details
previously provided
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.

10.3 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
10.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities.
This is described in detail throughout the paper.

11.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

The current Cheshire and Merseyside Commissioning policy was
developed in 2011 and underwent review in 2014. It is detailed within the
policy that Liverpool CCG has ‘a duty to secure continuous improvement
in the quality of services and patient outcomes, but are also under a duty
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to exercise their functions effectively, efficiently and economically.
Therefore, health benefits must be maximised from the resources
available’.
The policy sets out the eligibility criteria under which the CCG will
commission the service, having taken due regard of relevant law and
guidance and is considered contractually as a Prior Approval Scheme.
The NHS Standard Contract requires that the provider must manage
referrals in accordance with the terms of any Prior Approval Scheme. If
the provider does not comply with the terms of any Prior Approval
Scheme in providing a service, the commissioners will not be liable to
pay for that service. CCGs will not pay for activity unless it meets the
criteria set out in the document or individual approval has been given
and the Referral and Approval Process as set out has been followed.
This prior approval scheme will be incorporated into all NHS standard
NHS contracts agreed by CCGs and compliance monitored.
12.

CONCLUSION

The paper provides assurance that all due process has been followed
and the CCG has discharged its legal duties relating to the necessity to
consult regarding service changes. The affected communities that
participated in the process and have been contacted again since, have
raised no concerns or objection to the policy change. Parents are
already exercising their rights to choose service providers and many
procedures are carried out privately, with no reported safeguarding
concerns to date.
The Governing Body is requested to ratify the proposed changes to the
policy relating to circumcision:
• Removal of the criteria that previously provided the procedure for
social, cultural and religious reasons
• The addition of further clinical criteria to improve access to the
procedure for therapeutic circumcision in line with guidance.
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APPENDIX 1
Population data and commissioning policy for Non-therapeutic
circumcision
Area
ENGLAND TOTAL
INNER LONDON
Camden
City of London
Hackney
Hammersmith and Fulham
Haringey
Islington
Kensington and Chelsea
Lambeth
Lewisham
Newham
Southwark
Tower Hamlets
Wandsworth
Westminster
OUTER LONDON
Barking and Dagenham
Barnet
Bexley
Brent
Bromley
Croydon
Ealing
Enfield
Greenwich
Harrow
Havering
Hillingdon
Hounslow
Kingston upon Thames
Merton
Redbridge
Richmond upon Thames
Sutton
Waltham Forest
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Jewish
population

Muslim (Islam)
population

261,282

2,660,116

52,767 (20%)
9,823
166
15,477
1,161
7,643
1,915
3,320
1,134
643
342
1,006
1,283
1,617
7,237
95835 (37%)
425
54,084
234
4,357
957
709
1,131
4,412
492
10,538
1,159
1,753
651
775
791
10,213
1,409
486
1,259

466,265 (17.5%)
26,643
409
34,727
18,242
36,130
19,521
15,812
21,500
17,759
98,456
24,551
87,696
24,746
40,073
546,558 (21%)
25,520
36,744
5,645
58,036
7,841
29,513
53,198
52,141
17,349
29,881
4,829
29,065
35,666
9,474
16,262
64,999
6,128
7,726
56,541

NHS funded
circumcision for
non-therapeutic?

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

HERTFORDSHIRE
Hertsmere
WEST MIDLANDS
Birmingham
WEST YORKSHIRE
Bradford
Calderdale
Kirklees
Leeds
Wakefield
MERSEYSIDE
Liverpool
LANCASHIRE
Pendle
Preston
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21345 (8%)
14,293
3060 (1%)
2,205
7605 (3%)
299
153
189
6,847
117
3014 (1%)
2,157
859 (0.3%)
36
60

30730 (1%)
2,402
332684 (13%)
234,411
252370 (9%)
129,041
14,802
61,280
40,772
6,475
19247 (7%)
15,209
55722 (2%)
15,579
15,769

No
No
No
No
No
No
No
Yes
No
No

APPENDIX 2- Current and proposed circumcision policy criteria

Policy name

Suite

What has changed?
For Liverpool CCG, this procedure will no longer be available cultural and religious reasons.

1. Circumcision

2

There is also a change to the criteria regarding pain on arousal as being a clinical reason to require the surgery. The
addition of these criteria improves access to this procedure.
Proposed Policy criteria 2017/18
Difference

Procedure

C&M Current Policy

Policy for
male
circumcision
for medical
reasons only

This not offered for social, cultural or religious
reasons. However certain CCGs may have
individual policies*.
Indicated for the following condition;
• Balantis xerotica obliterans.
• Traumatic foreskin injury/scarring where it
cannot be salvaged.
• 3 or more episodes of balanitis/balanoposthitis.
• Pathological phimosis.
• Irreducible paraphimosis.
• Recurrent proven Urinary Tract. Infections
(UTIs) with an abnormal urinary tract.

Circumcision will be funded in the following medical circumstances:
•
•
•
•
•
•

Balantis xerotica obliterans.
Traumatic foreskin injury/scarring where it cannot be salvaged.
3 or more episodes of balanitis/balanoposthitis.
Pathological phimosis.
Irreducible paraphimosis.
Recurrent proven Urinary Tract. Infections (UTIs) with an abnormal
urinary tract.
• Tight foreskin causing pain on arousal/ interfering with sexual
function
This is because if the patient does not meets the medical indications
above non-medical circumcisions do not confer any health gain but
do carry health risk.
This procedure is not offered for social, cultural or religious reasons.
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There is some change to this
policy:
• The title has been clarified
to now read ‘Policy for
male circumcision for
medical reasons only’
• the criteria now makes it
clear that the procedure is
not offered for social,
cultural or religious
reasons and
• Congenital abnormalities
are now provided for in the
revised criteria.

APPENDIX 3 – Voluntary, Community and Social Enterprise Groups
The groups listed below were contacted as part of the targeted
engagement carried out in Liverpool specific to the circumcision policy
as previously described.

Al Ghazali
Asylum Link / MRSN / FRSP
Crawford House
Faiths4Change
Kuumba Imani
Liverpool Arabic Centre
Mary Seacole House
Methodist Centre
MRANG
Pakistan Association Liverpool
Somali Women's Group
Voice of nations
Women Reach Women
Merseyside Yemeni Community
Association
Merseyside Jewish Representative
Council
Merseyside Jewish Community
Care
Liverpool Jewish Resource Centre
United Sikh Association
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BME

Maternity

Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Migrants

Yes
Yes
Yes

Yes

Refugee and
Asylum seekers

Yes
Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes
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NHS Constitution Targets
CCG vision, aims and objectives

ONE LIVERPOOL: 2018-2021

1.

PURPOSE

The purpose of this paper is to present One Liverpool, an integrated,
place-based strategic plan for Liverpool, setting out how partners will
come together to deliver improved health outcomes. The plan commits
all partners to collaborate and integrate services, to better meet people’s
needs and ensure that the local health and care system is sustainable
for the future.
2.

RECOMMENDATIONS

That Liverpool CCG Governing Body:
 Approves the One Liverpool Plan;
 Notes the actions to develop detailed plans in collaboration with
partners
 Approves the refreshed operational plan targets for 2018/19

3.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
3.1

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

Plans for public engagement on the One Liverpool plan are contained in
the document.
3.2

Does the public sector equality duty apply? Yes.

Any service change proposals will require an Equality Impact
Assessment, which is an essential step in the engagement development
process. The CCG recognises its duty to engage with people who have
protected characteristics and will ensure the views and experiences of
vulnerable groups help shape the improvement of services. We will
ensure that Liverpool’s diverse population has access to appropriate
mechanisms to facilitate meaningful relationships and good
engagement.
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3.3

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:

Liverpool CCG’s commitment to social value will ensure that the One
Liverpool Plan is developed through system partnership and
engagement with patients and other stakeholders. The design process
will have due regard for these three factors in order to deliver an
effective service, particularly for those experiencing health inequalities.
3.4

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

The One Liverpool Plan has identified clear intentions for the delivery of
improved health outcomes and reduced inequalities.

4

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
One Liverpool’s objectives include a commitment to ensure financial
sustainability for the city’s health and care services.

5

CONCLUSION
One Liverpool sets out how Liverpool health and care system partners
will deliver real changes in health outcomes, building upon the
achievements and lessons learnt from Healthy Liverpool.
Partners will bring renewed energy, pace and system integration to
deliver the changes we have committed to make, for improved healthy
years of life, better services and a sustainable health and care system.
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One Liverpool: 2018-2021
The Long and Winding Road to a Healthier Life
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1 Introduction
This document sets out proposals for One Liverpool, an integrated, place-based
strategic plan for Liverpool.
One Liverpool is a whole-system plan, setting out how partners will come together to
deliver improved health in our city. We will collaborate to establish integrated
services that will better meet people’s needs and ensure that our local health and
care system is financially fit for the future.
Partners have come together around three main aims: a radical upgrade in
population health and prevention; integrated community services; and
sustainable acute and specialist services.
We need to take action now across all settings of care; embedding prevention, selfcare and early intervention; transforming community services to enable people to get
the care they need, when they need it with a broader offer that takes into account
their social and economic needs and ensuring that our hospital services offer
consistently high quality services that are fit for the future.
Our outcome ambitions are for all-ages and incorporate parity of esteem for mental
health. We also need to tackle the long term health inequalities that leave the
vulnerable and disadvantaged in our city with a poorer experience of care, fewer
years of healthy life and earlier death. This has to change.
Partners will adopt a ‘One Team’ ethos, uniting primary care, social care, community
physical and mental health services and the voluntary sector; utilising our collective
resources and pulling in the same direction.
This plan sets out our high level aims. There is more collective needed to agree
detailed operational delivery plans setting out how we will deliver the change we
want to see. This will include city-wide conversations about our aims and ambitions
and getting people involved in a social movement for better health.
In delivering One Liverpool we will need to work differently. For commissioners this
means taking a strategic role in setting the outcomes the system will need to deliver
and tasking providers increasingly to find the solutions. We will work together over
the coming weeks to agree a plan for transitioning to these new ways of working.
It is important now that we come together with greater urgency to deliver the
ambitions of One Liverpool.
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2 Our Challenges
Liverpool faces a number of challenges in our efforts to improve health and services.
A review of Liverpool’s Joint Strategic Needs Assessment (JSNA) has given us a
fresh understanding of health and wellbeing need in Liverpool, providing essential
insight to inform our plan.
A Growing and Ageing Population
Liverpool is resurgent after many years of economic decline; yet high levels of
deprivation endure in parts of our city and people still die younger than in other parts
of England.
Liverpool has a relatively young population when compared to the rest of the
country, with an average age of 37.7 years compared to 39.8 years for England.
There are around 484,600 people living in Liverpool, a 9.7% increase in the
population since 2001, representing a welcome shift in the long term trend of
population decline. In April 2016, there were 514,630 people registered with a
Liverpool GP, an increase of 7.1% (34,280) people over the last ten years.
Projections suggest the increase in the number of Liverpool residents will continue to
increase, with an estimated population of 510,000 by 2030. Although our population
is growing, it is doing so at a lower rate than many other areas. Over the next ten
years plus, the largest population increase is predicted in people aged 65 and over
(27.1%), which presents a challenge for the local NHS and social care, with an
expected increase in health issues affecting older people, including long term
conditions, cancer, dementia and injuries due to falls.

Deprivation and Inequalities
Liverpool is one of the most deprived areas of the country, with more than 4 out of 10
people living in the 10% most deprived neighbourhoods in England. Deprivation is
strongly associated with poor health outcomes, from childhood through to old age.
We know that people in our more deprived communities begin to experience poor
health and require care from a much younger age, leading to significant health
inequalities between Liverpool and the UK as well as within our city, where the
difference in life expectancy is 10 years between the poorest and most affluent
wards. Liverpool is a diverse city and people can experience inequality in health,
access to healthcare and quality of health services. For example, people with a
learning disability on average die 20 years younger than people without a learning
disability. We have a collective responsibility to tackle discrimination and advance
equality.
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Health and Wellbeing
A review of the health of our population tells us:
•
•
•
•

There were 4,500 deaths in Liverpool in 2016, 1000 of which were attributable
to smoking
1,800 of these people died young
1,000 of these deaths were preventable
Our biggest killers are cancer (30%), Cardio-Vascular Disease (20%),
Respiratory Disease (15%)

People in Liverpool live shorter lives than the national average, and spend a greater
proportion of their life living with disability and poor health. Measures for healthy life
expectancy - not just whether years are being added to life, but life added to years highlight that our population spend a quarter of their life living in poor health.
Healthy life expectancy for men in Liverpool is 57.4 years, and 57.7 years for
women. As our older population grows, our main challenge will be to achieve
significant improvements in healthy life expectancy – keeping more people well for
longer.
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Cancer, cardio-vascular disease and respiratory conditions are the main diseases that kill in Liverpool
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The main diseases that rob people of healthy years of life in Liverpool are poor mental health, cardiovascular and respiratory
disease

Source: Public Health Epidemiology team, Liverpool City Council
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Long Term Conditions
The majority of diseases that impact on years of healthy life in the city are long term
conditions (LTCs).The number of people diagnosed with LTCs in Liverpool is above
national levels for cardiovascular disease (CVD), respiratory disease, diabetes,
dementia, cancer and kidney disease. We also know that these figures understate
the true extent of the situation, with many people undiagnosed.
Mental Health
In Liverpool, over 66,000 people have a mental health condition, with depression,
anxiety and serious mental illness depriving many of a good quality of life.
Deprivation contributes considerably to poor mental health. For individuals and their
families it can mean disrupted lives, limited life opportunities, financial hardship, poor
education and employment prospects and social isolation.
Children and Young People
Children and young people represent 33% of Liverpool’s population. The Liverpool
Joint Strategic Needs Assessment (JSNA) tells us:
•
•
•

•
•
•

There were 5.2 infant deaths per 1,000 live births in 2014-2016, significantly
higher than the England rate.
One in seven mothers smoke at the time of the delivery, compared with one in
nine nationally.
Only 54% of Liverpool mothers initiated breastfeeding and only 32% were
breastfeeding 6-8 weeks after the birth of their baby, compared to national
figures of 74% and 43% respectively.
Liverpool has a high rate of A&E attendances for children aged 0-4 years, 60%
higher than England.
One in four of our children aged 4-5 years were either overweight or obese.
Only 6 out of 10 Liverpool children have a good level of development at the end
of their school reception year, compared with 7 out of 10 nationally.

Too many of the city’s children face a difficult start in life. We know that adverse
experiences in early life often shape a child’s future, leading to a greater risk of
social, emotional and cognitive impairment, influencing negative health behaviours, a
higher risk of disease/disability and earlier death.
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Understanding What Makes a Population Healthy
Good clinical care accounts for only 20% of what makes us healthy. The main
factors that determine good health are healthy behaviours, socio-economic factors
and our environment. This is seen in the diagram below, which sets out the things
that positively influence longer, healthier lives in Liverpool.

Source: Public Health Epidemiology team, Liverpool City Council
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Traditionally, the focus by the NHS has been on improving clinical care. Whilst this
remains a priority, it is clear that we need to do a lot more to tackle non-medical
issues. This has also been a consistent message from the public through previous
engagements.
2.1 The System Challenge
Liverpool has a diverse and complex health and care system, with eight NHS
provider trusts including 2 large adult acute hospitals within 5 miles of each other, a
children’s acute trust, a women’s acute trust and four specialist trusts, located in the
city but serving the wider region. The key partners within the Liverpool health and
social care system are:
•

Liverpool City Council

•

NHS Liverpool CCG

•

92 General Practices

•

Urgent Care 24

•

Mersey Care NHS FT

•

Liverpool Community Health NHS Trust (transacting to Mersey Care, April 18)

•

Alder Hey Children’s Hospital NHS FT

•

Royal Liverpool Broadgreen University Hospital NHS Trust

•

Liverpool GP provider organisation.

•

University Hospital Aintree NHS FT

•

Liverpool Heart and Chest Hospital NHS FT

•

Liverpool Women’s Hospital NHS FT

•

The Walton Centre NHS Foundation Trust

•

North West Ambulance Service NHS Trust

•

3,055 voluntary sector organisations; 1,332 of which are registered and some
1,723 are ‘below the radar’ organisations.

There is significant variation in quality and duplication in services, both clinically and
non-clinically. We also have a complex commissioning system and a large, but
fragmented voluntary, community and social enterprise (VCSE) sector.
Over the last five years our health and social care system has been on a journey of
change and integration, driven by the need to address significant challenges in
delivering better care and improving clinical standards. We have made good
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progress on this journey but in the next three years a further step change is needed
in order to achieve better outcomes.

2.2 The Financial Challenge
The Liverpool health and care system is facing increasing financial challenge with
both commissioner and providers experiencing significant pressures.
From a commissioner perspective, LCCG has experienced a difficult recent period,
needing to deliver increased levels of cash releasing savings (£13m and £26m, in
2016/17 and 2017/18) in order to deliver its financial targets. Social care and
prevention has also been impacted by reductions in central government funding to
Liverpool City Council, with overall funding reduced from £523.7m in 2010/11 to
£246m in 2019/20, representing a real terms reduction of 64%. The current NHS
provider financial position is expected to further deteriorate when the 2017/18 picture
is declared over the next few weeks.
Whilst the CCG ‘resource’ allocation is expect to rise to £918.3million by 2020/21
(from £888.1million in 2018/19) based on current allocation growth assumptions,
NHS and social care budgets are subject to on-going pressure from increasing
demand, new treatments, innovation and increasing costs. An initial estimate of the
Do-Nothing gap for the North Mersey System was estimated at £352m over a 5 year
period and current financial performance would indicate broad alignment with those
trajectories.
In order to support transformation, NHS commissioners and providers across
Liverpool (and the neighbouring areas of Sefton and Knowsley) came together to
‘Act as One’ by agreeing fixed price contracts for 2017/18 and 2018/19, in order to
share the risk of managing increased demand and to support a shared plan to find
longer term transformation solutions. This two year all-system deal is testament to
the strong collaboration that has developed in our health system, with providers and
commissioners collaborating to address the challenges we will face in the years
ahead. Our aim is to build upon this trust to agree joint approaches to making best
use of resources beyond 2018/19.
This partnership approach to addressing financial pressures is also demonstrated by
the pooling of NHS and Council budgets within the Better Care Fund, to maximise
the impact of our joint resources at the interface of health and social care. Liverpool
health and care commissioners are currently exploring the opportunities that could
arise from further integration of commissioning.
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2.3

Our Environment

NHS Five Year Forward View
The NHS Five Year Forward View (5YFV), 1published in October 2014, set out the
key opportunities and challenges facing the NHS and the need to take a longer term
approach to planning to ensure the NHS remains clinically and financially
sustainable. The Forward View highlighted three key aims:
• Better Health - improving health and wellbeing;
• Better Care – improving quality and the experience of care; and
• Better Value -maximising efficiency and financial sustainability.
The NHS planning Guidance: ‘Delivering the Forward View: NHS Shared Planning
Guidance 2016/17 – 2020/21’ 2 tasked health and care systems to develop placebased plans. In March 2017 NHS England published The Next Steps on the NHS
Five Year Forward View, which provided further clarity and focus on particular areas
of care – cancer, mental health and GP access; the need to manage demand and
ease pressure on hospitals, with a focus particularly on supporting frail and older
people. One Liverpool is informed by and incorporates the strategic approaches and
must-dos set out in the Next Steps.
Health & Care Partnership for Cheshire & Merseyside
The NHS Five Year Forward View established a network of health and care system
partnerships across the country. The rationale for these partnerships is to accelerate
the implementation of the NHS 5 Year Forward View. One Liverpool partners are
members of the Health & Care Partnership for Cheshire & Merseyside, which
includes 9 local authorities, 12 CCGs, 20 NHS providers, GP Provider Federations
and Place-based Care Systems.
The Cheshire and Merseyside Partnership provides strategic direction for matters
that are better undertaken at a larger scale, including overarching financial stability,
capital prioritisation, acute sector sustainability, prevention at scale, commissioning
at scale, workforce planning, system development and clinical networks. The main
focus for strategic change will be through the development of integrated, placebased systems of care, which are locally-led on a Liverpool footprint and represented
in the One Liverpool Plan.
One Liverpool aligns with the plans of the Health and Care Partnership. We will
ensure that change programmes delivered at scale are recognised, complemented
and supported and that there is no duplication of effort or in resources to deliver.

1

https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEARFORWARD-VIEW.pdf
2
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3 Healthy Liverpool Legacy
Healthy Liverpool was the CCG’s five-year transformation programme to transform
health and services in the city. The programme was established to enact the
recommendations of the Mayoral Health Commission 3. Healthy Liverpool’s vision
was to improve the health of people in the city; supporting more people to stay well
for longer and providing the very best treatment and care when needed. A review of
has been undertaken to understand its impact in improving outcomes and to identify
lessons learnt to inform how we can effectively plan and deliver well in Liverpool.
The review of outcomes undertaken indicates that Healthy Liverpool has been
successful in achieving a range of clinical service improvements, particularly
programmes which have held back demand for hospital services. We have had less
success in tackling the long term challenge of premature mortality and reducing
health inequalities, with preventable mortality continuing to increase, and the
inequalities gap as wide as ever.
Now is the time to build upon the system collaboration and maturity that has
developed through Healthy Liverpool and to use this learning and the good progress
we have made as springboard to go further and faster in achieving system
integration and better outcomes for our city.

4 Our Vision, Aims and Objectives
The vision for One Liverpool is a whole-system vision for all partners with a role to
play in delivering our objectives:
Partners in Liverpool will come together to create a ‘One Team’ ethos and a
place-based system change for better health, reduced inequalities and
maximising the impact from our shared resources
Our Aims
One Liverpool has three transformational themes:

3

•

A radical upgrade in population health and prevention

•

Integrated community services, bringing communities to life

•

acute and specialist services sustainability

http://liverpool.gov.uk/media/8680/healthcommissionerport2.pdf
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Outcome Ambitions
We will continue to strive for ambitious improvements in health outcomes for the
people of Liverpool. Our ambitions are to:
1. Reduce Avoidable and Early Deaths
2. Increase Healthy Years of Life
3. Reduce health inequalities
4. Improve Quality of Life and Ability to Self-care
5. Reduce Demand for Hospital Services
6. Establish Seamless, pro-active care; integrating services across health and
social care
7. Improve the delivery and experience of care
8. Achieve parity of esteem between mental and physical health
9. Ensure children have a good start in life
10. Ensure a financially sustainable health and care system for the city
System partners are working together to set measurable targets for our shared
outcome ambitions, some of which are already set through the operational planning
process and others soon to be determined. The measures we will use to measure
success are:
Outcome
Ensuring children have a
good start in life

Measure
Improving the infant mortality rate
Improving levels of school readiness with a higher
percentage of children with a good level of
development
Improving levels of childhood obesity (ages 10-11)

Reducing premature mortality
from Cancer, CVD and
Respiratory Disease and
improving healthy life
expectancy

Improving the healthy life expectancy rate
Improving the premature cancer mortality rate
Improving the premature CVD mortality rate
Improving the premature respiratory mortality rate

Reducing health inequalities

Reducing the gap between Liverpool and England
for the key premature mortality indicators

Achieve parity of esteem
between mental health and

Increasing the proportion of people with a Mental
health condition receiving a list of physical checks
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physical health

to 60% by 20/21
Increase the proportion of people accessing IAPT
services to 25% by 20/21
Maintain the dementia diagnosis rate at 70% of
expected

Improving quality of life and
ability to self-care

Improving the average EQ5D Quality of Life score
to the Right Care peer average of 70% by 20/21
To maintain the upward trajectory of the
proportion of people who report they are in control
of their Long Term Condition, achieving 68.8% by
20/21
Social care measure

Reduced demand for hospital
services

Seamless proactive care,
integrating services with
health and social care

Achievement of the
demand management of
activity plans for planned
and unplanned care by
20/21 (see appendix 3
&4)

Unplanned: reduction
in falls, CVD,
Respiratory, Mental
Health, alcohol and
avoidable admissions
Planned: reduction in
Gastro, MSK, CVD
duplicate diagnostics
and Procedures of
Limited Clinical Priority
Reducing delayed discharges by 20/21
Reducing permanent admissions to care homes
Increasing the number of people still at home 91
days after discharge from reablement services

Principles:
Working with our partners, we propose a set of principles to guide our approach to
system collaboration:
•

We will empower people to take more control of their health: supporting
people to stay well; enabling people to do more for themselves and ensuring
that no decisions ‘about me are made without me’.

•

We will focus on whole-person care: integrating our response to all of a
person’s needs - physical, psychological and social.

•

We will break down the barriers to integrated care: working in unity with
our partners to achieve seamless care; putting the interests of people above
the needs of organisations.
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•

We will simplify complexity: improving access to the right care in the right
place and providing care navigation for people who need it.

•

We will plan for the right care in the right place: delivering more hospitalbased services in our communities.

•

We will maximise community assets: making full use of the rich and
diverse assets that exist in our city neighbourhoods, recognising that health
and wellbeing is influenced not only by health and care services, but also
social, cultural and economic factors.

Values
We propose a set of core values to guide our conduct and interactions with each
other, with staff and people:
•

Accountability: We will accept responsibility for our actions. We will make
decisions through evidence and sound systems and processes, and we will
deliver our intentions.

•

Equity: We will be fair in our interactions with patients, public, staff and
partners.

•

Integrity: We will act with honesty and transparency in all our actions. We are
committed to a teamwork environment, where everyone is valued,
encouraged to contribute and recognised for their efforts.

•

Listening: We will actively listen and act upon feedback from our
communities, staff and partners.

•

Collaborative: We will ensure our partnerships are positive and constructive,
in the pursuit of shared goals.

•

Progressive: We encourage innovation and continuous improvement in all
services.

•

Value: We will target our resources in the most effective way to ensure
maximum value. We will tackle inappropriate care; address unwarranted
variation in clinical practice and use evidence of to find better ways of
delivering care and support services for specific patient groups
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5 Our Strategy – One Liverpool
Despite having excellent community and hospital services, a thriving VCSE sector
and high quality social services, we are not solving the city’s intractable health
challenges; particularly preventable deaths and years of healthy life, and we are not
making inroads into health inequalities.
We know that individuals and families with the most complex needs experience
multiple interventions from different services and agencies and yet all too often
remain trapped in repeating cycles of intervention. People’s lives and associated
health problems are increasingly complex and require services to work together in
order to be effective, but all too often individual organisations offer services in
isolation.
Health and social care organisations in Liverpool have a unique opportunity to create
a ‘One Team’ ethos and a place-based system change to achieve better health
outcomes, uniting primary care, social care, community, physical and mental health
services and the voluntary sector.
In addressing the challenge of health inequalities, our actions must be universal, but
with a scale and intensity that enables us to tackle high levels of disadvantage in
some parts of our city, informed by the principle of proportionate universalism 4.
In order to achieve this there’s a need for fundamental changes in how we
commission and provide health and social care and we want to forge a new deal with
wider partners and with our population.
We are working together to develop and implement the One Liverpool plan, which
sets out how we will harness the collective influence and resources of the NHS,
Liverpool City Council, the housing sector and other public partners, VCSE
organisations and the people of Liverpool to pull in the same direction, working to a
clear vision and aims to improve health and wellbeing.
•
•
•

•
•

4

One Liverpool will be about Liverpool people and the place, above the needs of
organisations;
One Liverpool will scale up our ambitions around prevention, early intervention
and self-care;
One Liverpool will improve and re-shape primary, community and social services,
building upon the Healthy Liverpool community model of care, as the cornerstone
of place-based care;
One Liverpool will implement the vision for high quality, single services for our
acute and specialist hospitals;
One Liverpool will find solutions to address the clinical and financial sustainability
challenges we face as a whole health and care system.
http://www.parliament.uk/documents/fair-society-healthy-lives-full-report.pdf

203

One Liverpool has three transformational aims, which will frame how we prioritise,
deliver and invest in order to deliver our objectives for better health.

6 Radical Upgrade in Population Health and Prevention
“If the nation fails to get serious about prevention then recent progress in
healthy life expectancies will stall, health inequalities will widen, and our
ability to fund beneficial new treatments will be crowded-out by the need to
spend billions of pounds on wholly avoidable illness.” Simon Stevens, Chief
Executive, NHS England
Good health and wellbeing are about more than healthcare. A good start in life,
education, decent work and housing and strong, supportive relationships all play
their part. Economic prosperity is integral to closing the health gap. It can create
jobs for local people, bring benefits to their children, help their family to stay well and
as people get older, help them to live at home for longer. Good health is also a
product of the decisions we make about what we consume and the way we live our
lives 5. But more importantly, good health is an investment in a vibrant economy, with
positive consequences on downstream health and social care costs and broader
social and economic impacts.
In any system of care, primary prevention is the most efficient way to reduce cost
and improve outcomes. We know that 40% of the NHS workload is potentially
preventable, yet the proportion of health expenditure directed at prevention is around
4% 6. Recent study shows that that every pound invested in prevention yields a
return of £14 7.
A consistent message from Liverpool people in recent years of engagement has
been strong support for more preventive approaches, more co-ordination across
partners and partnership with patients. There has been a call to address non-medical
issues which influence health, particularly social isolation, stress, anxiety and
poverty.
The big challenge is how we harness resources across the city to address
inequalities in healthy life expectancy and reduce the burden of disease. We believe
that the most efficient way to do this is by investing more upstream and putting in
place structural interventions that influence healthy choices and reshape people’s
physical and social environment to support wellbeing.

5

Public Health England. Strategic plan for the next four years. Better outcomes by 2010. April 2016.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/516985/PHE_Strategic_plan_2016.pdf
6
Changes in health in England, with analysis by English regions and areas of deprivation, 1990–2013: a systematic analysis
for the Global Burden of Disease Study 2013. Newton, John N et al. The Lancet , Volume 386 , Issue 10010 , 2257 - 2274
7
Masters R, Anwar E, Collins B, et al. Return on investment of public health interventions: a systematic review. J Epidemiol
Community Health 2017;71:827-834.
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We also believe that a life-course approach is central to this aim, recognising that
health outcomes in early childhood play a significant part in health outcomes in
adulthood and older age.
Liverpool’s health and care system has a multitude of assets, including outstanding
facilities and people who are passionate about delivering good care, but we are not
maximising our collective potential to address the intractable health problems in our
city. It is beyond the ability of any one organisation or sector to influence the wider
determinants of health so we are calling for a much greater degree of integration.
The role of Liverpool City Council is crucial, along with other public services,
business, academia, and most importantly the people of Liverpool as engaged
participants.
The One Liverpool approach to prevention will integrate the Liverpool Mayoral
Inclusive Growth Plan, the aim of which is to harness the support of local
businesses, employers and residents to maximise the value of the Liverpool Pound
and to see the distribution of work, prosperity and opportunity spread more fairly.
The Inclusive Growth Plan has six aims, all of which have the ability to positively
impact upon the health of our population:

Our collective actions will include:
•

Preventing ill health by delivering healthy public policies and changing behaviour
to increase healthy lifestyle choices. Our ‘Health in all policies’ approach aims to
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make every individual’s default decision healthy, including supporting parents to
make healthy choices for their children.
•

Developing a chronic diseases prevention programme which delivers prevention
at scale.

•

Developing an integrated pre-birth – 19 healthy child programme, incorporating a
programme of action for the first critical 1001 days and working with partners to
maximise school readiness. Our aim is for all our children to be safe, healthy,
active and happy; that they have a voice and to demonstrate our ambition by
becoming a UNICEF Child friendly City.

•

Strengthening arrangements to protect the health of the population to prevent
and control infectious diseases, including antimicrobial resistance; screening and
immunisation; emergency preparedness and air pollution.

What do we want to achieve?
•

To reduce health inequalities within the city, and between Liverpool and the rest
of England

•

To increase healthy life expectancy, and particularly amongst those with the
poorest healthy life expectancy

•

A measurable improvement in mental and physical health and wellbeing

•

More people moving into economic activity and employment

•

Reduction of avoidable spending on downstream NHS and social care services.

•

A sustained reduction in the infant mortality rate, narrowing the inequalities gap
within the city and between Liverpool and the rest of England

•

Increase the proportion of children at a good stage of development for school

•

Reduce the prevalence of obesity among children in Reception and in Year 6

Prevention needs to be everybody’s business and we have to find ways of
resourcing and supporting up-scaled prevention programmes in the face of
continued pressures in our health and care system. This will require creativity and a
long term commitment to improving healthy life expectancy.
Our action now is to develop an integrated, One Liverpool population health
plan which sets out our ambition; the measurable changes we want to achieve;
evidence-based integrated programmes of delivery and how we will come
together to do this.
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7 Integrated Community Services
Community services play a vital role in people’s lives, with around 100 million
community contacts taking place nationally each year, ranging from universal public
health functions such as health visiting and school nursing, social care and primary
care. There has been a long standing ambition to shift more health care from
hospitals to settings closer to people’s homes.
Our Community Model of Care, jointly agreed by Liverpool CCG and Liverpool City
Council commissioners, was introduced in 2015 and is the basis for the integration of
community based, health and social care services within the city. The model
recognises the limitations of statutory services in delivering better outcomes and
articulates a focus on prevention; self-care and an asset based approach.

The ongoing transformation of community-based care incorporates primary care,
community, social care, mental health and acute services, the city’s VCSE
organisations and other key players such as housing associations, schools,
business, the Police and Fire and Rescue Service.
By creating effective and resilient community services, for all ages - children, young
people and adults, we will enable a shift of care from our hospitals to care delivered
closer to home, reducing demand for acute services and providing more upstream
support to keep people well.
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Implementation of the model of care through the establishment of integrated
neighbourhoods and interventions including telehealth, has had considerable impact
on managing demand for hospital based care and improving quality and experience
for patients and carers. Although we have made good progress, we now need to
increase the pace of implementation and ensure the model of care is systemised
across the city.
At the heart of the community model are integrated Community Care Teams (CCTs),
which bring together Community Nursing, Primary Care, Social Care, Mental Health
and other professionals to deliver a joined-up approach to the delivery and planning
of care. We have established a neighbourhood-based approach in all 12
neighbourhoods across the city. Our neighbourhoods have been designed around
natural communities within the city, but also reflect where individuals are registered
with a general practice, which we consider to be cornerstone for effective care coordination. We will deliver high quality list-based GP services, with practices working
“at scale” as part of the integrated community model of care and delivering a
consistent and universal offer for all. Success in delivering the community model will
be predicated on general practices collaborating to deliver this care on a population
basis.
The newly established ‘Liverpool Provider Alliance’ provides the basis for providers
to work together in new ways to take this forward with renewed energy and with
pace.
The Provider Alliance vision is to work together as one team to provide the best
possible services for our communities. From cradle to grave, we will look to
improve health and wellbeing and promote greater independence.
Building on progress made in Liverpool and informed by the evidence base from
integrated care, providers in Liverpool will focus on the following areas to improve
local health outcomes.
• We will empower those with long term conditions to take more control of
their own health. 80% of people using health services are now cared for in low
acuity setting, where the overwhelming control is with the person/child/family. We
will enable people to do more for themselves, helped along by people who are
sensitive to the strengths and circumstances of that individual and through
relationships developed over time that are based on behaviour change. We will
maximise the use of technology, scaling up the use of teleheath to ensure
Liverpool remains at the forefront of deployment nationally and internationally.
• We will provide whole-person care through a bio psychosocial approach.
Psychological needs and social circumstances are a strong but often overlooked
driver of a person’s health needs and their use of public services. There is
overwhelming evidence that developing an integrated response to people with both
mental and physical health problems, in particular supporting people with common
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mental health problems alongside a physical long-term condition could
dramatically improve outcomes and reduce cost. Addressing people’s
psychological needs can enhance their motivation to make healthier choices and
take more control over their own health, particularly for long term conditions. A key
initial focus will be on the homeless population, severe mental illness and people
with complex alcohol problems. Local data clearly demonstrates that these groups
experience poorer outcomes than the general population including significantly
higher levels of premature mortality, high use of emergency care, and difficulties in
accessing services.
• We will break down existing barriers between primary, community, hospital,
mental health and social care, to create a streamlined experience for patients
and avoid duplication. The integrated model of care is not about the ‘bolt-on’ of
other services to providers existing service portfolio, but a genuine integration of
functions and services in order to deliver significant benefits for patients. This will
require aligned infrastructure, clinical governance and resources. We believe that
such an approach will enable providers and commissioners to achieve significant
efficiencies by deploying existing staff and teams differently, shifting resources to
more preventative interventions, and stopping ineffective interventions.
• We will maximise community assets. We are clear that to improve health and
wellbeing we will need to deliver much more of a ‘social model of health’ that
addresses the broader influences on health, social, cultural, environmental and
economic factors. Liverpool CCG has commissioned a range of non-medical
programmes that the provider alliance will build upon, developing the existing
neighbourhood structure to actively engage health and social care teams with their
local communities, involving other agencies to actively work together to improve
the health and wellbeing of communities.
• We will make the health care system simpler, particularly for those with
complex needs. We will stop the practice of different specialists treating patients
in isolation to their total needs by co-ordinating care through designated Care Coordinators within the locality integrated care team. Innovative approaches will be
implemented to provide more specialist and targeted support where it is clear that
the universal care offer is not delivering positive outcomes.
• We will pull specialist services out of hospital settings to be delivered as
close to the patient/community as possible. Following on from the successful
integrated diabetes pathway, we will work with clinicians from local acute and
specialist trusts to redesign stroke, cardiology and respiratory pathways. Hospital
specialists will work with community care teams to ensure people are getting timely
specialist access and assessment.
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Provider Alliance Priorities for 2018/19
The Provider Alliance has identified six priority themes for 2018/19:

Proactive care at
neighbourhood
level

Early specialist
assessment

Priority pathway
redesign and
implementation

Mental health
and physical
health
integration

Maximise
community
assets

Support self
care and a new
deal with local
people

Proactive care at a neighbourhood level - actions:
• We will review the effectiveness of the community care teams and develop a
revised model through engaging stakeholders
• We will roll-out a new model of community care teams from April 2018
• We will specify the role of hospital specialists in community care teams
The implementation of the community care model will be based on the
neighbourhood approach already adopted, which recognises that there are very
different health and social care needs within the city. The basic building blocks of our
model are the three North, Central and South Liverpool localities and the integrated
community care teams that sit in 12 established neighbourhoods across Liverpool,
each covering populations of 25-55,000.
General practice is the cornerstone of integrated neighbourhoods as it the central
point for cradle to grave care. Furthermore, the significant intelligence held on GP
information systems can be used to proactively care for patients and to target
resources and services to those in need. Our approach to integrated
neighbourhoods is set out below:
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Early specialist assessment - actions:
• We will specify the role of hospital specialists in the community care teams.
• Working with general practice and hospital specialists, we will pilot
specialist outreach for intensive disease management support in respiratory
and heart failure by April 2019
• Working with general practice and hospital specialists, we will pilot postdischarge specialist outreach for CVD and respiratory by April 2019
Merseyside has a number of well-established NHS Trusts with strong relationships
with the public and services, networks and partnerships that have been developed
over a decade or more. Mersey Care, Royal Liverpool University Hospital and
Aintree University Hospital already have touch points with cohorts of patients who
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have the most complex physical health, mental health and social needs in the local
population. If harnessed through the community care teams, these specialists give
us the predictive capability to develop a model of care that anticipates and
proactively co-ordinates care for these high-end users of services. The Provider
Alliance will integrate clinical specialist input so that people can be treated closer to
home, re-aligning secondary care specialist community teams to our
neighbourhoods, and establishing clearer pathways for patients to access specialist
advice, assessment and intervention. Outpatient clinics will be reduced and
increasingly run in primary care settings. We will also develop clearer thresholds
throughout the system to access specialist care.

Priority pathway redesign and implementation - actions:
• Provider alliance clinicians will redesign and implement a shared frailty
pathway by October 2018
• Provider alliance clinicians will redesign and implement a new urgent care
pathway by March 2019, taking into account the review of urgent care
treatment centres
• Provider alliance clinicians will redesign long-term respiratory and
cardiovascular disease pathways by March 2019.
Provider alliance partners will work together to create shared care pathways through
close working between the core NHS providers in Liverpool, developing our
capability to plan care pathways prospectively as a system rather than reactively as
individual providers. Working together to develop and specify optimum care
pathways, we will be articulate what they do for each patient group, how they do it,
why they do it in that way, to what effect and how it fits, cost effectively, into
everything else the health economy is trying to achieve.
Intelligence, such as that offered through Right Care identifies priority pathway areas
for community-based opportunities including:
• Gastro-intestinal pathways, largely relating to the impact of alcohol consumption
and complex needs
• Frailty, specifically admissions and mortality from falls in the over 65s and
admissions for those with dementia.
• Long term respiratory and cardio-vascular disease
• End of life
• Urgent care
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We have a strong foundation to build upon in the extensive clinical development
work that has already been done in, many of which are ready for implementation.

Mental health and physical health integration - actions:
• We will implement collaborative care between Mersey Care community
mental health teams and GP practices in Liverpool
• We will establish a network of ‘behaviourists’ linked to GP practices in
Liverpool
• We will increase the use of Mersey Care Life Rooms for patients in primary
care
• We will integrate IAPT (talking therapies) and long term conditions services
for people experiencing common mental health problems
Through integrating physical and mental health interventions we can significantly
reduce emergency admissions and offer a much better experience of care. We will
provide holistic mental health and wellbeing services in community settings based on
a bio psycho-social model. The service will enhance clinical collaboration across
primary and secondary care through consultants aligned to practices and a new link
worker role based in primary care, using community assets and the expertise of
service users to co-produce interventions.
We will create a new ‘behaviourist’ role in community care teams, to break down
barriers between the agencies working with people with complex needs; forming
close relationships with their patients and building their confidence to change their
behaviour. The behaviourists will be based in GP practices, forming strong
relationships with the primary care team and being a ‘first port of call’ for advice on
patients with mental health problems.

Maximising community assets - actions:
• We will establish networks of local voluntary and third sector organisations
linked to the community care teams
• We will pilot enhanced liaison between hospitals and the housing sector to
avoid hospital admission and facilitate discharge
• We will involve voluntary and third sector organisations in the redesign of
local care pathways
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We believe that public sector organisations can make better connections with
communities and tap in to the strengths that are already there. We need to develop
greater insight into what makes those communities ‘tick’ and find ways to enable
these things to support wellbeing. We will also connect more effectively to
employers, housing providers, the police, education and voluntary and faith
organisations.
The Provider Alliance will develop a value network of voluntary and third sector
organisations to support health in Liverpool.

Self care and developing a ‘new deal’ with local people - actions:
• We will engage with local people together about self care
• We will increase the use of Mersey Care’s Life Rooms and other wellbeing
centres to support self care and recovery from illness
• We will enhance self care and control with the Behaviourist role in
community care teams
Personal behaviour is a more powerful driver of good health than medical systems,
doctors, hospitals or GP surgeries, and in a period of severe pressure on the public
pound the NHS must become more adept at influencing people to use services
responsibly and take more control over their own health.
The Provider Alliance will help re-write the script that defines the relationship
between services and patients, to enable people to play a more active role in looking
after their own health. We will offer patients opportunities to co-produce new
pathways. Behaviourists will encourage behaviour change through motivational tools
and techniques. We will provide assistive technology and innovative digital Apps
where our patients prefer this approach. Through “neighbourhood collaboratives” we
will work with local organisations who can add specific expertise, including the
voluntary sector, housing associations and charities. Life Rooms and Recovery
College offer life opportunities, encouraging independence and health and wellbeing.
We plan to expand on these models in view of the resounding success they have
achieved in improving outcomes.
Our action now is to develop a One Liverpool Integrated community services
operational delivery, designed to bring our communities to life. The plan will
be developed in full partnership between commissioners, service providers,
the VCSE sector and the people living in each of our 12 neighbourhoods.
Delivery will be led by Liverpool Provider Alliance.
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8 Acute and Specialist Services Sustainability
Liverpool is exceptional in the number of acute provider trusts operating within the
city and in the diversity of specialist provision. This complexity is a strength but also
a challenge, due to the fragmentation, duplication and variation in services. Our
commitment is to achieve the highest standards of care in our hospitals and to
address these issues in partnership.
In order to achieve clinical and financial sustainability for our hospital system we
have to identify further ways to deliver better hospital services at lower cost and
address a range of clinical challenges, particularly with regard to workforce capacity
and skill shortages. One Liverpool will address how we maintain good access to
hospital care, with the right skills, 7-days a week, 24-hours a day. Trusts in the city
have a good track record of providing high quality care; however, going forward,
national clinical standards will be difficult for each organisation to meet
independently.
Healthy Liverpool has been a catalyst for clinical and corporate collaboration,
facilitating moves to streamline and improve our hospital system. Aintree University
Hospitals NHS Trust (AUH) and Royal Liverpool & Broadgreen University NHS Trust
(RLBUH) came together to deliver major trauma services and joint venture
partnerships have been established for both Vascular and Clinical Laboratory
Services. The Royal Liverpool, Aintree and Liverpool Women’s hospitals have also
collaborated to deliver a single IT system and Electronic Patient Record (EPR).
These positive changes to date have demonstrated that further joint working is
essential to improve patient outcomes and to sustain clinical services.
In 2015 the city’s clinicians and NHS organisations agreed the Healthy Liverpool
hospitals adult acute vision for a: “Centralised University Teaching Hospital Campus
with a single service, system-wide delivery, delivered through centres of clinical and
academic excellence”. This translated into a plan to reconfigure services across the
city’s two adult acute hospitals, to establish a combined workforce delivering
standardised patient pathways; establishing consistent, high quality services
delivered to best practice standards and single clinical leadership. Such collaboration
between hospitals has been generally supported in community feedback, providing
the benefit to the patient is clear. These intentions have developed into a proposal by
the Royal Liverpool and Broadgreen University Hospital Trust and Aintree University
Hospitals FT to create a new single organisation, to be established from April 2019.
This new organisational form will be an enabler for future clinical service changes to
deliver significant patient benefits as well as supporting financial sustainability.
Orthopaedics is the first major service to be prioritised for single, system wide
reconfiguration, paving the way for the integration of other adult acute services over
the next few years.
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Alongside these plans, a new city centre health campus is beginning to take shape
on the site of the new Royal Liverpool Hospital, where the new Clatterbridge Cancer
Centre will also be located. The campus is focus for research and development,
attracting new investment and clinical expertise to the city, and creating exciting
opportunities for cutting-edge treatments and clinical trials, bringing significant
benefits for local patients.
In 2016, Healthy Liverpool commenced a review of women’s and neonatal services,
which concluded that due to the changing and increasingly complex needs of
patients and the clinical risks inherent in the delivery of services on an isolated site,
that women’s and neonatal services be re-located to a new hospital on the same site
as the new Royal Liverpool Hospital. This programme continues after the conclusion
of Healthy Liverpool, with North Mersey commissioners aiming to present proposals
to the public through a formal public consultation later in 2018.
One Liverpool hospital service improvement programmes will incorporate Getting It
Right First Time (GIRFT) 8, the national approach to bring about higher-quality care in
hospitals, at lower cost, by reducing unwanted variations in services and practices.
The patient flows into Liverpool’s hospitals extend to the wider North Mersey and the
Cheshire and Mersey population. This is recognised by the Health and Care
Partnership for Cheshire and Merseyside which is co-ordinating an acute
sustainability programme on behalf of the whole footprint, focusing on emergency
care, cardiology, stroke, elements of elective care and maternity services. The local
hospital programmes within the One Liverpool Plan will align closely and avoid
duplication with Cheshire and Merseyside programmes.
Our action now is to develop a One Liverpool Acute Sustainability and
Specialist Services operational delivery plan, to ensure our hospital services
remain clinically and financially fit for the future. Delivery will be led by an
alliance of acute and specialist providers and will align with the Cheshire and
Merseyside acute sustainability programme.

8

http://gettingitrightfirsttime.co.uk/

216

9 National Service Improvement Priorities
The NHS England Next Steps on the NHS Five Year Forward View provided
strategic direction for the main national service improvement priorities, from 20172019, including cancer, mental health, primary care and urgent and emergency care.
The One Liverpool Plan will set out how we deliver these priorities locally,
encompassing our three aims and across all physical settings of care.
9.1 Primary Care
General practice is the bedrock of effective community provision in Liverpool, as this
is where the vast majority of people receive their care. However, we know that
general practice is under strain due to increasing demand and acuity and we
recognise that it needs to undergo substantial change to be sustainable and to
continue to meet the needs of patients. There are currently 92 general practices
within Liverpool, serving a registered population of circa 515,000 within 3 localities
(Central, North and South). Our strategy is informed by the NHS General Practice
Forward View, 9 published in April 2016, which set out a plan to stabilise and
transform general practice. The GP Forward View makes it clear that if general
practice fails, the NHS fails, yet we spend less on general practice than on hospital
outpatients, so it sets out a package of investment and reform for primary care
through to 2020, including more convenient access to care, a stronger focus on
population health and prevention, more GPs and a wider range of practice staff,
improved primary care estate and integration with community and preventive
services, hospital specialists and mental health care.
Sustainability
We will deliver high quality list-based GP services, with practices working “at scale”
towards an integrated community model of care and delivering a consistent and
universal offer for all. This will be achieved by developing a better mix of skills,
recruitment and retention of the primary care workforce. We will:
•
•
•
•
•

9

Increase the number of doctors coming into and remaining in General
Practice
Establish and maximise the potential of new roles in primary care, including
physician associates, clinical pharmacists, paramedics and medical assistants
Maximise the opportunities to promote self-care and an enhanced role for
community pharmacy
Work with Neighbourhood Collaboratives to promote the use of social
prescribing
Increase capacity and resilience in primary care through greater collaborative
working, through primary care hubs

https://www.england.nhs.uk/wp-content/uploads/2016/04/gpfv.pdf
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•

Implement digital solutions to support seamless care

Accessibility
We know that issues relating to accessing GP services can have a knock on effect
across the whole system including our A&E departments, which are experiencing
unprecedented levels of demand. Although we have invested in improved access
this is an issue raised consistently in public feedback. We are committed to
improving access and ensuring effective connections to other services so patients
receive the right care in the right place. We have designed a new model of care to
transform access for patients, 8am-8pm 7 days a week. This model has the following
features:
•

•

•

City wide GP-triage across neighbourhood footprints with each practice
contributing a proportion of their appointments into a pooled appointment system
for telephone consultations.
Availability of routine and same day GP appointments at practices and Primary
Care Hubs, enabling increased same day access to routine and urgent primary
care seven days a week, and a single access pathway for adults and children.
GP streaming at the front of A&E, diverting people who don’t need A&E services
to same day appointments with their own GP or within the Primary Care Hub,
ensuring that our A&E departments are able to focus on more seriously ill
patients.

Quality
We place a high priority on the development and sustainability of high quality primary
care across the city and to that end the CCG as commissioner has invested in the
Liverpool Quality Improvement Scheme (GP Specification) for improved outcomes,
including:
•
•
•
•
•
•

Reduced A&E attendances and avoidable hospital admissions
Reducing unnecessary outpatient referrals into secondary care
Improvement in early detection, particularly heart disease, cancer, diabetes and
hypertension
Participation in developing the Liverpool Community Model of care
Increasing uptake rates for cancer screening and vaccinations
Sharing resources, information and expertise to release capacity

During 2018/19 we will agree and start to implement a plan for primary care
investment and transformation over the three years to 2021.
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9.2 Mental Health
Poor mental health and wellbeing is a significant problem in Liverpool. It impacts on
individuals and families, and more widely on communities and the economy. Our
communities consistently tell us through engagement that people want greater
priority given to mental health issues. Children who experience poverty are up to five
times more likely to have a mental health difficulty and in adulthood are almost five
times more likely to attempt suicide.
The vast majority of people receiving treatment for mental health problems are seen
within primary care, but models of primary mental health care are currently underdeveloped. We need to develop integrated models of primary mental health care to
address problems at an earlier stage and prevent a greater number of people
requiring secondary mental health care.
For people with serious mental health issues, they often spend more time than
necessary in acute inpatient units and there are too many unplanned out of area
treatments due to a local shortage of inpatient beds.
The NHS Five Year Forward View identified mental health as a priority, with an
ambition to achieve parity of esteem between mental health and physical health
care. In 2016 the Five Year Forward View for Mental Health (FYFVMH) 10set out key
objectives for adult mental health, focusing on improving access to psychological
therapies; improving crisis care; meeting the physical health care needs for people
with serious mental illness; improving access to individual placement support and
integrating physical and mental health.
Our vision is for a mental health system in Liverpool that is focused on
empowerment, self-care and recovery, with services that are responsive and
accessible for people when needed. To do this Liverpool will have an integrated
system, working as one across the NHS, social care and the VCSE sector. We will
adopt a bio-social approach to reflect the complex health needs of our population
and reflective of the fundamental change we want to see between services and the
people who use them. A number of mental health high impact changes have been
identified:
Supporting People in Crisis
Liverpool has nearly 3.5 times as many A&E attendances for psychiatric disorders
compared to the England average, with demand increasing each year. Patients
experience delays in Mental Health Act assessment and a shortage of acute mental
health beds. Our priorities for addressing mental health crisis include:
•

10

Core 24 hour mental health liaison services in our two adult acute hospitals,
out of hours provision and a systematic approach to Mental Health Act

https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
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assessments, to reduce the number of people attending A&E, and to improve
the experience for those patients who do attend.
•

Early Intervention in Psychosis: supporting people experiencing a first
psychotic episode with more intensive, personalised care over the initial 3year critical period

•

Crisis Resolution Home Treatment: ensuring crisis response services are in
place in the community to support people at home and to prevent
unnecessary hospital admissions.

•

Mental Health Triage: continuing to invest in mental health diversion schemes,
including the successful street triage scheme, to reduce the number of people
detained in police custody.

•

Individual Placement Support: we have made a clear commitment to
eliminating out of area placements for non-specialist acute mental health care
by 2020/21.

Common Mental Health Issues
A review of need in Liverpool clearly demonstrates the link between deprivation and
common mental health issues. Although our current service model (IAPT –
Improving Access to Psychological Therapies) is now delivering improved access
and recovery, we could achieve much better outcomes by integrating mental health
and physical care, offering a broader range and choice of medical and non-medical
mental health interventions, accessed through primary care.
We will integrate mental health services in all of the city’s 12 community services
neighbourhoods, with an offer of proactive care for patients with complex and
ongoing needs. Mental health services will integrate with community, primary care
and VCSE services to support people to stay well, with greater support to GPs to
lead delivery of multi-disciplinary mental health support in primary care.
Children and Young People’s Mental Health
Mental disorders represent the single largest category of burden of ill health in
children adolescents and young adults, hugely outweighing the onsets of other
health care related problems. At any one time in the UK 10% of children aged 5-16
has a mental health problem. Demand for mental health provision for children and
young people is high in Liverpool due to deprivation and other wider determinants of
health affecting families and communities.
In Liverpool children and young people’s mental health services are delivered
collaboratively by the NHS and the VCSE sector through the CAMHS pathway,
guided by the principle of early help by increasing the focus on early intervention and
preventative services whilst ensuring specialist services remain in place at levels to
meet need.
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Our offer needs to be one of ‘no wrong door’ - meaning that access to services
needs to be straightforward, timely, joined up and integrated for families and
professionals alike. In line with the all-age model of community care, Mental Health
and Emotional Wellbeing services will be integrated into neighbourhoods, further
developing the psycho- social model of delivery.

9.3 Cancer
Cancer is Liverpool’s biggest killer and cancer incidence is increasing due to an
ageing population and because more people are being referred and investigated with
symptoms that are suspicious of cancer.
We also know that over 40% of cancers could be prevented by changes in lifestyle.
Liverpool has a low uptake of cancer screening, but if we could increase rates we
could prevent some cancers; detect more cancers early and improve survival.
Cancer disproportionately impacts more deprived communities and we have not yet
closed the gap with the rest of England. The good news is that more people are
living with and beyond a diagnosis of cancer; our survival rates are getting better,
and more people are living with the effects of a cancer diagnosis and consequences
of treatment for cancer.
The NHS Five Year Forward View identified cancer as a priority, and a national
strategy ‘Achieving world class cancer outcomes; a strategy for England, 201520’ 11sets out 96 recommendations to achieve improved outcomes from cancer.
The Operational Planning Guidance 2017-19 highlighted the requirement to:
•
•

Improve year survival for all cancers combined by 2020
Offer all patients a definitive diagnosis of cancer, or all clear, within 28 days
by 2020

The Liverpool health and care system will come together to achieve a number of key
outcomes:
•
•
•

•

11

Our population will know and understands the risk factors for cancer; and people
are empowered to make positive choices around lifestyle;
The Liverpool population is healthier; there is less smoking, less alcohol
consumption, less obesity, and more physical activity within the population;
People are less scared by cancer. People know local treatment services are
good; and can access services and be seen promptly with the signs of suspected
cancer;
Cancer services are excellent; a single team delivers cancer services for each
cancer type in the city. Cancer services meet national standards; patient

https://www.england.nhs.uk/wp-content/uploads/2016/10/cancer-one-year-on.pdf
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•

•
•

satisfaction is high; and services can demonstrate through audit they achieve
good results;
People, their families and carers are empowered and supported to take control of
risk factors; and to live well beyond their diagnosis of cancer; to access the
services that they need; and self manage;
We make increasing use of digital/ technological approaches;
There is more ‘virtual’ working to agreed pathways, supporting clinical decision
making and helping develop faster, patient centred, coordinated pathways.

We will know if we are making progress by seeing:
•
•
•
•
•
•
•

A stabilisation in the increasing incidence of cancers;
More people participating in cancer screening programmes;
More cancers diagnosed at earlier stage, at either stage 1 or 2;
Reduced numbers of people diagnosed with cancer via an emergency
presentation;
Delivery of cancer waiting times targets, through well coordinated, effective
cancer services and pathways;
High levels of patient satisfaction;
Increased wellbeing and recovery; and evidence that people can live well after a
diagnosis of cancer.

9.4 Urgent & Emergency Care
Liverpool has a relatively large number of healthcare providers and sites at which
patients can access urgent and/or emergency healthcare. Whilst the city is not
unique, this multiplicity of provision contributes to a local urgent care system that is
fragmented and offers a bewildering array of access points and service options,
often leading to attendance at A&E as the default position
Our vision is to put in place urgent and emergency care pathways that are
recognisable and clear to patients, the public and healthcare professionals, providing
the right care in the right place, first time.
The NHS England Urgent and Emergency Care Review (2013) 12and subsequent
strategies identified five key strategic aims for urgent and emergency care systems
to achieve:
•

Providing better support for people to self-care;

•

Helping people with urgent care needs to get the right advice, in the right place,
first time;

•

Providing highly responsive urgent care services outside of hospital so that
people no longer choose to queue in Accident & Emergency (A&E) Departments;

12

https://www.nhs.uk/NHSEngland/keogh-review/Pages/urgent-and-emergency-care-review.aspx
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•

Ensuring that people with serious or life threatening emergency needs receive
treatment in centres with the right facilities and expertise to maximise chances of
survival and a good recovery;

•

Connecting urgent and emergency care services to enable to the overall system
to become more than just the sum of its parts.

In 2017 the Urgent & Emergency Care Delivery Plan provided more detail on key
deliverables, setting out a timetable from 2017-2019 to deliver a transformed urgent
and emergency care system. Key areas of change are:
Integrated 24/7 urgent care access, clinical advice and treatment
This service, which includes NHS111 and GP Out-of-Hours services, will move from
an ‘assess and refer’ care model to a ‘consult and complete’ model. As part of this
NHS 111 online will establish an online triage service that enables patients to enter
symptoms and receive tailored advice or a call back from a healthcare professional.
The introduction of an integrated Urgent Care Clinical Assessment Service (IUC
CAS) as part of NHS111 will streamline and improve patient access to urgent care
services. This will see over 50% of callers to 111 transferred to a clinician, in place
by April 2018, to provide advice, a prescription or an appointment. The IUC CAS will
also provide support to lower acuity 999 calls, to be dealt with by ‘hear & treat’
advice.
GP Access
Partners will open up additional access to pre-bookable evening and weekend
appointments, to be in place by October 2018 to support continued provision of
urgent care in Primary Care settings.
Urgent Care Treatment Centres (UTCs)
In line with national strategy UTCs will enable a standardised, high quality urgent
care offer to patients of all ages. Open for at least 12 hours per day 365 days per
year, UTCs will be medically led, with a multidisciplinary team treating minor illness,
injury, offering diagnostics, including x-ray. UTCs are designed to provide a clear,
nationally consistent, service offer, combining both “walk-in” access and booked
appointments, whilst also providing an alternative location for ambulance services for
patients who don’t need to go to A&E. This new model of out of hospital urgent care
delivery means that in 2018/19 we will be reviewing options for how this could be
delivered locally, incorporating a review of walk-in centre provision.
Improvements in Ambulance response and long ambulance handovers
The implementation of the Ambulance Response Programme (ARP) will ensure
prioritisation of time critical response for the most life threatening conditions as well
as setting response time standards for all responses. This will allow NWAS to offer a
more clinically focused response for patients. Revised national targets are expected
in 2018/19.
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Improving flow for patients who require urgent or emergency care in hospital
A new model for ‘front door’ streaming, provides other options for treatment,
including Primary Care, Frailty and Ambulatory Emergency Care pathways, and
improved Mental Health liaison response, to optimise care and eliminate
unnecessary delays.
Optimising Hospital to Home pathways
Community health and social care partners are working together to implement local
Better Care Fund plans, including the eight high impact changes for discharge, to
reduce the assessment of longer term care needs in hospital and to ensure patients
are able to return home safely. All Health and care system partners will work
together across the city to:
•

Support people to access the right services to meet their urgent and emergency
healthcare needs.

•

Develop workforce plans to support better services; aligning skills and
competencies of staff to meet need, providing opportunities to integrate services
and proactively manage peaks in demand.

•

Deliver the NHS constitutional standards in respect of the 4-hour emergency
access standard and ambulance ARP performance standards.

10 High Impact Priorities
In support of the work by the Provider Alliance to develop detailed delivery plans,
Liverpool CCG has undertaken a review of clinical and non-clinical interventions that
have the capacity to deliver high impact change to achieve our outcome ambitions.
The review incorporated the Commissioning for Value approach which is embedded
in NHS RightCare, the NHS England programme committed to delivering the best
care, making the NHS’s money go as far as possible and improving patient
outcomes. Local RightCare data 13 shines a light on variation and performance and
supports local health economies to have discussions to agree a starting point for
change. NHS RightCare has a three stage, evidence-based methodology, of ‘Where
to look’, ‘What to change’ and ‘How to change’ which provides a robust process for
service redesign and prioritisation.

13

https://www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2017/01/cfv-liverpool-jan17.pdf
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The review doesn’t encompass all the options available for consideration, particularly
around interventions that address the wider determinants of health. However, it does
incorporate national clinical priorities, other ‘must do’s we are charged as a system
to deliver and areas that respond to what we know about local health need.
The review and ranked the importance of priorities against a set of criteria, including
commissioning planning and strategy, quality, outcomes & performance and
affordability and finance. The outputs of the review are not commissioner intentions,
but intended to inform the joint development of detailed delivery plans. However,
there are significant areas of transformation that are already in progress and which
need to be delivered in 2018/19, including:
•
•
•
•

Local proposals for Urgent Care Treatment Centres and improved primary
care access ;
Review of Child and Adolescent Mental Health Services (CAMHS);
Review of Continuing Health Care
Consultation on proposals for the women’s and neonatal services delivered
by Liverpool Women’s Hospital

The action now is for partners to develop operational delivery plans for each of
our aims, informed by national service improvement priorities and locally
determined priorities to deliver the greatest impact in improving health
outcomes and future sustainability.
The operational delivery plans will be specific for years one and two and
outline higher level deliverables for year three. This will ensure we have the
ability to review, refine and refresh our plans in response to evaluation and to
changing requirements.
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11 Delivering the CCG’s Core Responsibilities
NHS Liverpool Clinical Commissioning Group (CCG) is responsible for planning and
buying most NHS services for the people of Liverpool. The CCG’s Constitution sets
out our duties and how we make decisions. Going forward, our intention as
commissioner for the majority of health services in Liverpool is to take a strategic
approach to drive improved outcomes and maximum value, in order to release funds
to support prevention and new integrated models of care.

11.1 Integrated Commissioning
Integrated commissioning is where commissioners pool budgets across health and
social care, with the aim of cutting across organisational boundaries, improving
health and well-being and providing better value for money.
In order to support the One Liverpool aims we will consider the benefits and options
for further integrating commissioning across health and social care.
Liverpool was an early pioneer of integration, with one of the first Section 75 pooled
budget agreements in 2008 and a number of joint appointments.
Liverpool CCG and Liverpool City Council have a positive track record in integrated
commissioning, including the Better Care Fund, which is facilitating community
services integration; programmes such as the Integrated Community Reablement
and Assessment Service (ICRAS) and the enhanced care home programme;
prevention programmes including Liverpool’s Physical Activity Partnership; and
Special Educational Needs & Disability (SEND) services and Mental Health &
Emotional Wellbeing services for children and young people
The direction of travel in Liverpool is for larger, integrated providers, so it is important
that we have strong, integrated commissioning in order to hold providers to account
for the improved health and wellbeing we want for our population. We will also need
to consider how we address issues where the scale of commissioning is greater than
Liverpool, on a North Mersey or a Cheshire and Merseyside footprint.
Liverpool CCG and Liverpool City Council are already working to develop options for
the future shape of integrated commissioning, guided by shared objectives for
improved outcomes and opportunities to reduce fragmentation and improve
efficiency.
We will produce a joint commissioning plan from 2018/19, setting out the
scope of our shared programmes, aligned with the One Liverpool Plan.
We will also review with other CCGs and with the Cheshire and Merseyside
Health and Care Partnership where it would be appropriate to commission
some health services across a bigger footprint.
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11.2 Our Commitment to Quality
We define quality care as safe, effective, positively experienced, timely, effective and
efficient care, recognising finite resources and the need to use them well to
maximise impact. A health and care system that achieves major gains in these areas
would be better at meeting patient need. Patients would experience care that is
safer, more reliable, more responsive to their needs, more integrated and more
accessible and they would be more likely to receive a full array of preventive,
services and also acute and chronic services. This is our ambition as a system and
this underpins this strategy.
We recognise the ‘3 lines of defence’ model as applied to the control of quality with
providers, with Trust Management being the first line of defence, CCGs (as
Commissioners) being part of the second line of defence and regulators such as the
CQC or NHSI being part of the third line of defence.
The Kirkup Report 14, published in January 2018, reviewing the period October 2010November 2014, highlighted significant quality issues, patient harm and a poor
culture within Liverpool Community Health NHS Trust. Much remedial work has been
undertaken and the services provided by Liverpool Community Health have
improved greatly in terms of quality. The findings stated that commissioners did not
take adequate steps during that time period to identify quality problems and that a
number of other external organisations could have identified the problems afflicting
the trust earlier had they looked critically at the information available to them.
As a system we will consider how integrated working can support the right conditions
to ensure that this could not happen again. Healthcare professionals - their ethos,
values and behaviours remain integral to delivery of quality, with organisational
leaders ultimately responsible for quality of care. Our aim is that an integrated health
and care system will create a positive environment for providers and commissioners
to better focus collectively on quality and address shortfalls in the provision of care in
a timely and proportionate way. We will work together to further develop an open and
transparent culture; to ensure we learn from things that do not go as we would have
expected and we improve our joint systems and processes to further support
continuous improvement in quality. We need also to further develop how we listen
and act upon the insight gained from service users, patients and the public.
Partners will agree a single set of quality measures to underpin our shared
aims, which could include new measures to test whether the system is
behaving in a way that aligns with our shared principles and values.

14

https://improvement.nhs.uk/news-alerts/independent-review-liverpool-community-health-nhs-trustpublished/
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11.3 Managing Risk
Partners manage risk at organisational level across a spectrum of common themes –
quality; safety; sustainability and business risks associated with running an
accountable organisation - financial, ethical, reputational and information technology.
Whilst organisations will continue to have their own risk frameworks One Liverpool
provides an opportunity to adopt an integrated approach to managing the wholesystem risks that impact on all, but which no single organisation can fully influence or
mitigate. Amongst the shared risks to be addressed:
•
•
•
•
•
•

Financial sustainability
Quality and safety
Achieving constitutional standards
Public and stakeholder support for system change
Achieving system outcome ambitions
Workforce sustainability

We will develop a system approach to managing our shared risks. This action
is linked also to ensuring the system has an effective governance
infrastructure in place.

11.4 Delivering for Today - 2018/19 Operational Plan
Each year NHS operational plans are refreshed, informed by annual planning
guidance 15. The guidance for 2018-19 puts an increased focus on the development
of system-wide plans to support greater collaboration, in order to improve services
and manage budgets at system level.
The November 2017 budget announced additional NHS revenue funding for
2018/19. The planning guidance, issued jointly by NHS England and NHS
Improvement, sets out how these funds will be distributed and the expectations for
commissioners and providers in updating their operational plans for 2018/19.
The guidance protects investment in national priorities, including mental health,
cancer services and primary care. This means a continued commitment to deliver
the cancer waiting time standards, achievement by every CCG of the Mental Health
Investment Standard, service expansions set out by the Mental Health Taskforce
and General Practice Forward View commitments, which are set out in section 9.
Commissioners are required to submit a full suite of operating plan returns
demonstrating performance targets for NHS constitutional standards and other
operational measures. The key operational performance targets for 2018/19 are set
out at Appendix 2.

15

https://www.england.nhs.uk/wp-content/uploads/2018/02/planning-guidance-18-19.pdf
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For activity planning purposes we have gone beyond 2018/19 and created a three
year activity plan that reflects the impact of the schemes that could be taken forward
in the One Liverpool plan. The 2018-2021 draft activity plan is at Appendix 3.

12 Financial Sustainability
NHS Liverpool Clinical Commissioning Group begins 2018/19 in a relatively stable
position following delivery of an in-year break even position in 2017/18 in accordance
with NHS England Business Rules. It has however been a difficult 18 months for the
CCG requiring significant increase in level of cash releasing savings (£13m and
£22m, in 2016/17 and 2017/18 financial years respectively) in order to achieve its
financial requirements.
The pie chart below shows how the CCG’s resource allocation plans to be spent in
2018/19. In line with most health economies, the vast majority of expenditure is with
the ‘Acute’ Sector, with almost equal amounts for community, primary care,
prescribing expenditure, mental health and continuing healthcare.

2018-19 Planned Programme Expenditure
Acute

10.4%
4.5%

Mental Health
Community

11.4%

48.0%
Continuing Care

4.0%

Primary Care

10.8%

Other Programme
9.8%
Prescribing

Financial Challenges
The NHS continues to face a period of unprecedented change and financial
challenge, which drives the need for both commissioners and providers to deliver
both improved productivity and quality, and to ensure that resources are targeted as
effectively as possible to maximise value.
Liverpool’s health and social care economy continues to face a significant financial
challenge; and across Cheshire and Merseyside this challenge is estimated to be
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£900 million by 2021, with an estimated £352m required for the North Mersey Health
& Care system between 2016/17 and 2020/21financial year, which represents a
significant challenge to the sustainability of the entire health and social care system,
requiring significant transformation and reduction in costs.
NHS provider organisations in North Mersey are also currently experiencing a range
of financial pressures demonstrated by the relative financial position in 2017/18 (as
at month 10) and is subject to change by the end of the financial year given the
relative year to date position compared to forecast outturn performance.
Surplus/(Deficit), provider positions
include STF
Full year
Plan

Aintree University Hospital NHS Foundation
Trust
Alder Hey Children's NHS Foundation Trust
Liverpool Community Health NHS Trust
Liverpool Heart and Chest Hospital NHS
Foundation Trust
Liverpool Women's NHS Foundation Trust
Mersey Care NHS Foundation Trust
St Helens And Knowsley Teaching Hospitals
NHS Trust
The Clatterbridge Cancer Centre NHS
Foundation Trust
The Royal Liverpool and Broadgreen
University Hospitals NHS Trust
The Walton Centre NHS Foundation Trust
Total providers

£m
(2.4)

Forecast Varianc
e
£m
£m
(3.2)
(0.8)

Month 10
YTD
Variance
£m
(0.6)

0.0
(1.4)
1.7

0.0
(1.4)
1.7

0.0
0.0

0.1
0.1
0.0

(1.8)
2.3
0.4

(1.5)
2.3
0.4

0.3
(0.0)

0.0
(0.0)

0.8

0.9

0.0

0.1

(3.4)

(10.1)

(6.6)

(12.9)

0.8
(3.0)

0.8
(10.2)

0.0
(7.2)

0.0
(13.3)

Financial Resources
The CCG receives its funding based on a national formula, which takes into account
the demographics and relative needs of our local population. In 2018/19 the CCG will
have a total recurrent ‘resource’ allocation of £888.1 million which we expect to rise
to £918.3million by 2020/21. The following table summarises our allocations for the
next three years including the ‘delegated’ primary care commissioning budget from
NHS England and Running Cost Allocation.
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Financial Year

Recurrent Allocation*
(£m)

2018/19

888.1

2019/20

902.7

2020/21

918.3

* Includes recurrent programme, primary care commissioning and running cost allocation.

The CCG currently receives more funding than the formula would allocate and as
such the CCG is ‘over target’ which means that we receive minimal levels of ‘growth’
funding in each financial year to fund inflationary and other funding pressures. The
following table summarises the respective ‘distance from target’ for the next three
years and the impact on the growth allocation to the CCG.
Liverpool CCG

2018/19

Estimated registered population

530,479

Total CCG Allocation Growth %

2.78%*

CCG Allocation Growth £

£12.4m

Final closing CCG Distance from
Target – Over / (Under)

+3.54%

Financial Targets
The key requirements of business rules for CCGs for 2018/19 are below:
•

CCGs have been required to deliver a minimum of a ‘cumulative’ 1 percent
underspend in 2017/18 and 2018/19. However, all CCGs are required to aim for
an ‘in-year’ breakeven position, with expectations set for the minimum level of
improvement in deficit CCGs.

•

For 18/19, all CCG’s are expected to plan against fixed in-year control totals. The
control total for each CCG has been set by NHS England to take account of the
business rules, the 2017/18 expenditure profile and the additional funding
allocation for 2018/19 for each CCG.

•

As NHS Liverpool CCG current cumulative underspend is equivalent to 2% (circa
£16.4m excluding 17/18 0.5% national headroom element) the requirement for
the CCG is to maintain as a minimum its ‘in-year’ break even position for 18/19
financial year.

•

As in previous years, CCGs should also plan for a minimum 0.5% contingency to
manage their in-year pressures and risks;

•

However in a change to previous assumptions, based on updated planning rules,
the requirement for CCGs to hold a 1% ‘headroom’ (consisting of a combination
of the national risk reserve 0.5% and the requirement to use a further 0.5% of
CCGs’ allocations solely for non-recurrent purposes) has been lifted and can
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support

the

overall

financial

plan

of

the

CCG.

These ‘Rules’ have been extended as the basis for planning assumptions for future
financial years and result in the values as per the table below:
Business Rule

2018/19

2019/20

2020/21

£m

£m

£m

Cumulative
Surplus *

16.4 (2.01%)

16.4 (1.98%)

16.4 (1.94%)

In-Year Surplus /
(Deficit)

0

0

0

0.5% Contingency

4.4

4.5

4.6

* excluding national risk reserve of 0.5%

Financial Outlook
Based on the allocations described above and other, more detailed planning
assumptions, the CCG’s financial outlook over the next three years is summarised
below. Expenditure assumptions include an assessment of financial savings being
required in each of the financial years based on the following planning assumptions:
2018/19

2019/20

2020/21

Tariff Price Inflation

2.1%

2.1%

2.1%

Tariff Efficiency

(2.0%)

(2.0%)

(2.0%)

Prescribing Inflation / Growth

5.4%

5.4%

5.4%

Activity Growth (as applicable)

1.0%

1.0%

1.0%

Continuing Care Price Inflation (as per
LA)

3.0%

3.0%

3.0%

Continuing Care Activity Growth

2.0%

2.0%

2.0%

Current planning assumptions have been extended as the basis for future financial
years and provide the overall headline assumptions from a CCG planning
perspective.
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Total ‘Programme’ Revenue Resource Limit
2017/18 *

2018/19

2019/20

2020/21

Recurrent (CCG Resource Allocation +
Delegated Primary Care)

£854.9m

£877.6m

£892.3m

£907.9m

Non-Recurrent

£2.5m

£2.5m

£4.0m

£4.0m

Total

£857.3m

£880.2m

£896.4m

£911.9m

* 2017/18 – Based on confirmed allocations for comparison purposes (does not include additional in-year non
recurrent allocations of £6.1m above plan)
Expenditure
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2017/18 *

2018/19

2019/20

2020/21

Acute

£419.7m

£428.0m

£436.9m

£446.1m

Mental Health

£84.3m

£86.2m

£86.3m

£86.5m

Community

£91.5m

£95.7m

£95.6m

£97.2m

Continuing Care

£33.2m

£35.1m

£36.1m

£37.8m

Delegated Primary Care Commissioning

£72.5m

£75.0m

£77.2m

£79.9m

Prescribing

£86.6m

£91.5m

£96.5m

£101.7m

Other Primary Care

£20.2m

£25.3m

£27.2m

£27.2m

Other Programme

£37.0m

£39.2m

£36.3m

£31.2m

Contingency

£4.5m

£4.4m

£4.5m

£4.6m

Non-Recurrent Headroom (1%) *

£7.8m

n/a

n/a

n/a

Total Programme Costs

£857.4m

£880.6m

£896.6m

£912.2m

* In 17/18 Non-Recurrent Headroom includes both the 0.5% ring-fenced for national system risk reserve and 0.5% for local
transformation purpose, no longer required from 18/19 onwards
Cash Releasing Efficiency Savings Requirements
2017/18

2018/19

2019/20

2020/21

£22.1m

£6.4m

£9.0m

£14.2m

2017/18

2018/19

2019/20

2020/21

Running Costs Allocation

£10.6m

£10.5m

£10.4m

£10.4m

Running Costs Expenditure

£10.5m

£10.1m

£10.2m

£10.1m

Difference

£(0.1)m

£(0.4)m

£(0.2)m

£(0.3)m

Required Level of Savings Requirements

Running Costs
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In order to achieve our ambitions we need financial resources to flow differently
within the local health and care system. From a whole-system perspective we need
to do further work to identify the scale of the financial gap through to 2020/21 and to
agree shared solutions. The One Liverpool plan for an upgrade in prevention, new
models of integrated community care and streamlining hospital services will help
close the gap, although they will, in part, be dependent on non-recurrent investment.
Our action now is to produce an integrated financial plan setting out the
actions we will take to address the financial gap.

13 Enablers
We have identified a number of enablers that will be crucial in supporting an
integrated partnership to achieve our shared aims.

Workforce
The health and care workforce is the most important enabler in the delivery of One
Liverpool’s aims and ambition. We need to take a strategic approach across all parts
of the health and care workforce to ensure that people are trained and equipped to
deliver new models of care and that we have the right skills and flexibility to adapt to
changing population and service needs.
Workforce constraints present the greatest risk to clinical sustainability locally. We
know there are significant skill shortages, some of which are common to all areas of
provision and others specific to particular settings of care. For example, a particular
challenge is the high turnover of care workers and nursing staff in social care
settings.
The key pressures are generally well understood across the system and a range of
approaches are being developed to tackle the challenges, including aligning our
efforts with the workforce programme led by the Health and Care Partnership for
Cheshire and Merseyside. However, there is not yet a unified, strategic approach to
workforce planning for Liverpool.
There is an opportunity now to develop a fully integrated workforce plan that
takes account of the development, recruitment and retention needs of the
whole health and care workforce.
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Leadership and Governance
Improving health outcomes is a complex challenge which is bigger than the
contribution of any single organisation. We will need to establish effective system
leadership and clear lines of accountability to unite local organisations to deliver One
Liverpool. A One Liverpool governance system will enable integrated leadership,
based upon collaboration and the principle of subsidiarity.
Current integrated governance arrangements include the Provider Alliance, with
membership from all organisations who are involved in joint community service
delivery (GPs, social care and the voluntary sector) and pathway partners (acute
trusts, UC24 and care homes) who are linked to or impacted by community services.
The Provider Alliance reports to the Integrated Care Partnership Group established
by Liverpool City Council, and the Joint Commissioning Committee that reports to
the Health and Wellbeing Board. We will also need to consider the partnership and
governance arrangements for Liverpool place-based prevention and hospital
sustainability programmes. Current integrated governance structures are
represented below:

Partners will review current governance arrangements to ensure they are
effective in supporting the integrated partnership and delivery of the plan.
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Estates
The One Liverpool vision is for long-term sustainability of the city’s hospitals,
community and wider public estate, ensuring our shared assets are used more
effectively and flexibly to accommodate the changing needs of services as they are
redesigned.
Liverpool is fortunate to have an established infrastructure of good quality
neighbourhood health facilities delivering primary and community services, as well
as a unique range of hospitals; with eight NHS trusts serving the city’s population.
Recent investment in significant capital improvements - the new Alder Hey, the
Royal Liverpool hospital and the Clatterbridge Cancer Centre, provide opportunities
to shape the city’s hospital estate infrastructure for the next twenty years.
Despite investment, there are significant number of challenges with existing
community and acute estate - under-utilisation, a legacy of high levels of
maintenance, some estate which is no longer fit for purpose, and under-utilised
opportunities for capital release through surplus land and property.
The Liverpool Strategic Estates Plans, developed in 2015, is currently being
refreshed. Its focus predominantly is on improvement and full utilisation of
Liverpool’s community assets to support the delivery of more care by integrated
neighbourhood teams and creating the space to address the current over-reliance on
services in hospital settings. The plan will also support the establishment of local
Urgent Care Treatment Centres (UTCs) for the treatment of minor injuries and illness
and the associated review of walk in centres.
The NHS General Practice Forward View, published in April 2016, stated the need
for improvements to provide the capacity and flexibility to transform primary care, as
a key driver for new community models of care. Despite investment in new
neighbourhood health facilities across the city, approximately 20% of primary care
estate is not fit to provide modern healthcare. Bids have been submitted for capital
investment through the Estates and Technology Transformation Fund for two new/
improved facilities in the north and south localities of the city. We will also ensure
that any practices in need of modernisation will fully utilise improvement grant
funding available through NHS England.
The Liverpool Strategic Estates Plan will set out short, medium and long-term
plans to support new models of care and sustainability of the city’s health and
care public estate.
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Digital Transformation
Liverpool is a leader in digital care and innovation, with significant progress made in
information sharing, assistive technology, digital maturity and advanced analytics to
support patient outcomes. Our plans are to deliver a connected health and social
care economy driven by key technologies to support both healthcare professionals
and service users to make the best use of our resources. The digital programme has
three core ambitions:
•

Digitally Empowered Individuals

•

A Connected Health and Social Care Economy

•

Exploiting the Digital Revolution

In 2016, NHS England launched the Global Digital Exemplar (GDE) Programme. In
Liverpool City we have four GDEs - Royal Liverpool, Alder Hey and Mersey Care,
which is testament to our commitment to digital transformation in recent years. Our
GDEs are working closely together to spearhead future innovation and best practice.
A robust approach to Information Governance and the technical capability to share
electronic patient records are the essential foundations for safe integrated and paper
free services. The iLinks programme has developed a unique, large scale
collaboration of information sharing involving 164 stakeholder organisations that has
enabled over 8 million shared records to be accessed. This programme will continue
to drive interoperability, reducing the use of paper in the system and supporting
common standards for a single information exchange.
Digital transformation can only succeed through access to local expertise, sources of
funding and a digitally capable workforce. The local system is accessing NHS,
national and European funding and working with local SMEs’ to innovate and support
the local economy to grow.
The NHS Five Year Forward View and Personalised Health and Care 2020 (National
Information Board) set out the need to develop patient facing digital services.
Liverpool has developed a person held record system and is currently working with
national agencies to develop capabilities to allow patients digital access to records,
apps and other services online via a verified identity.
A ‘digital no wrong door’ programme is working to deliver easy to use digital tools to
support self-care, to access online support or make appointments for front line
services.
IT and data systems form the spine of the NHS and are fundamental to its everyday
operation. Ensuring that the local IT infrastructure is both secure and fit for purpose
to support and increasingly digitised service is essential. By designing infrastructure
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to expand and respond to future demands and maintaining high levels of security
with updated cyber threat detection the programme will ensure that we continue to
enhance digital services whilst keep services and data safe.
Strategic plans for digital transformation are already embedded in the North Mersey
Digital Roadmap which we will continue to implement.

Public Involvement
One Liverpool partners will work together to involve and inspire patients, public, staff
and partners to get involved in shaping our plans. We will also talk to people about
how we can help them to take better control of their own health and wellbeing.
The extensive engagement conducted through Healthy Liverpool provides useful
insight which has supported the development of One Liverpool and provides a strong
basis for future conversations.
We will up our game in the scope and intensity of engagement in support of One
Liverpool; sharing information widely, offering opportunities for face to face
conversations and using a wide range of channels to seek views.
We will also seek to reassure people that our plans are locally-driven and ambitious
for better health.
Partners will work together to develop proposals for conversations to inform
One Liverpool, engaging staff, local people and other stakeholders.
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14 Next Steps
The One Liverpool Plan is just the first step in the process to establish an effective
integrated system of care. We will act with focus, pace and with a clear roadmap to
establish an integrated partnership for transformation. The diagram below sets out
milestones in 2018/19 to establish detailed plans and new ways of working.
Q1

Q2

Q3

Q4

System Agreement for
One Liverpool Plan

Operational Delivery
Plans for the 3 aims

Review of Governance

Integrated Workforce
Plan

Agree outcome
ambition measures

Operating Model for
Delivery

Integrated Financial
Plan

Joint Commissioning
Plan

Resource Plan for
Delivery
Strategic Estates Plan
Public Engagement
Strategy

15 Conclusion
One Liverpool sets out how Liverpool health and care system partners will deliver
real changes in health outcomes, building upon the achievements and lessons learnt
from Healthy Liverpool.
One Liverpool represents a change in the way partners will work together to make
things happen and we will forge better relationships with patients, public and
stakeholders.
We will bring renewed energy, pace to system integration in order to deliver the
changes we have committed to make, for improved healthy years of life, better
services and a sustainable health and care system.
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16 Appendices
Appendix 1 – Summary of Healthy Liverpool Outcomes
Healthy Liverpool’s vision was to improve the health of people in the city; supporting
more people to stay well for longer and providing the very best treatment and care
when needed, underpinned by a number of ambitious outcomes, to:
•

reduce avoidable mortality by 24%

•

increase the measurement of quality of life from 65-71% for people with long-term
conditions

•

reduce avoidable hospital admissions by 15% by 2018/19

•

be in the national top 10 for patient in-hospital experience

•

be in the top 5 for out of hospital experience

A review of progress in achieving the key outcome ambitions of Healthy Liverpool
has been undertaken in order to understand where we have achieved progress in
outcome improvement and to identify lessons learnt.
Outcome 1
Deliver a 24.2% reduction in premature avoidable mortality by 18/19*
Although this outcome is no longer directly measurable, we can use the measures
for premature deaths from cancer, CVD and respiratory disease as a proxy.
The premature cancer mortality rate in Liverpool decreased between 2010/11 and
2014/16 by 9%, but has increased slightly since and the gap to England narrowed
slightly; 28.2% in 2010/11 to 27.1% in 2014/16.
The premature CVD mortality rate in Liverpool has decreased by 21%, but has
plateaued in recent years. The gap to England has reduced by 32.1% to 24.5%
The premature respiratory mortality rate in Liverpool has increased by 10% since
2009/11 and the gap with England has widened from 43.2% in 2009/11 to 49.1% in
2014/16.
The preventable mortality rate in Liverpool increased between 2013/15 and 2014/16,
although the gap with England has narrowed from 35% in 2009/11 to 33.5% in
2014/16.
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Outcome 2
Deliver a 15% reduction in avoidable emergency admissions (against expected
growth) by 18/19
Avoidable emergency admissions reduced by 11% between 15/16 and 16/17 and we
have seen a further 2% reduction in 17/18 YTD month 9. Comparing 15/16 with the
12 months to Dec 2017, the following specific decreases have been observed:
o Alcohol specific emergency admissions are down 18% (291 less
admissions)
o CHD emergency admissions are down 12% (211 less)
o Chest pain admissions are down 10% (239 less)
o Stroke emergency admissions are down 9% (81 less)
o Emergency admissions to hospital from people in care homes are down
2% (57 less)
o Emergency admissions for falls are down 9% (223 less)
o Overall bed days are down by 5% between 15/16/ and 16/17. However,
complex case bed days are up, attributable to deaths in hospital, care
home patients, hip and back fractures, stroke and mental health.
Outcome 3 and 4
Improve patient experience in hospital and primary care to the top 10 in
England
The rate of patients reporting a good or excellent overall experience of primary care
has remained at 88.6% between 2014 and 2017. Liverpool benchmarks 1st out of 11
Right Care 16Peers for overall experience of primary care and is ranked 31st out of
207 CCG’s.
Current hospital overall patient experience shows most trusts improving between
12/13 and 16/17 surveys, with all achieving above the national average.
Outcome 5
Improve the quality of life of people with long term conditions to 71% by 18/19
The average Quality of Life score for Liverpool has increased from 65.1% in 12/13 to
67.7% in 16/17, whilst England has decreased from 74.3% to 73.7% in the same
period. However, Liverpool still ranks bottom of 11 Right Care Peers in 16/17.
16

NHS RightCare is a national programme using medical evidence to help local health economies
understand how money is spent to deliver the best care and to focus on areas of greatest opportunity
to improve healthcare.
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Appendix 2 - Operational performance targets for 2018/19
Indicator

March 2019
Target

Referral-to-treatment (RTT), % completed within 18 weeks

92%

Referral-to-treatment (RTT), no. waiting more than 52 weeks

0

Diagnostics tests, % waiting more than 6 weeks

1%

Cancer waits, % seen within 2 weeks of referral

93%

Cancer waits breast symptoms, % seen within 2 weeks of referral

93%

Cancer waits, % first definitive treatment within 31 days

96%

Cancer waits, % treatment within 62 days

85%

AED, the % waiting less than 4 hours

95%

Mental Health, the 5 of people diagnosed with dementia out of expected

70%

Psychological therapies, % of people accessing IAPT out of expected

4.8%

Psychological therapies, % of people moving to recovery

50%

Psychological therapies, % of people waiting less than 6 weeks

75%
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Psychological therapies, % of people waiting less than 18 weeks

95%

Early Intervention Psychosis (EIP) receiving care package within 2 weeks of referral

55%

% of children and young people with a mental health condition seen by an NHS funded community service

33%

% of the population with access to evening and weekend appointments

100%

E-referral coverage

92%

Number of personal health budgets

100

% of children waiting less than 18 weeks for a wheelchair

100%

% of people with learning disabilities with a health check

18.6%
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Appendix 3 – Draft 2018-2021 Activity Plan
First Outpatient Attendances (Acute)
Three-year Impact
Growth
Cancer
Colorectal
Planned Care Allergy
Advice & Guidance
Gastro
Double Count

19,248
-660
-108
-6,957
-5,270
481

Follow-Up Outpatient Attendances (Acute)
Three-year Impact
Growth
Cancer
Colorectal
Planned Care Allergy
Gastro
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31,629
-74
-241
-10,522

Day Case and Elective Spells (Acute)
Three-year Impact
Growth
Cancer
Colorectal
Planned Care MSK
PLCP
Gastro

3,939
-308
-360
-371
-6,149

Non-Elective Spells (Acute)
Three-year Impact
Growth
Respiratory
Enhanced CRT
Pulmonary Rehab
CVD
AF (Stroke Adm)
Cardiac Rehab
Chest Pain
Diabetes
Heart Failure
Syncope
Community
Care Homes
CCTs
Telehealth
Mental Health EIP
Liaison
Childrens
Paediatric Asthma
Double Count
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5,391
-257
-673
-14
-15
-1,307
-262
-174
-99
-140
-545
-279
-82
-370
-172
445

A&E Attendances (All Types)
Three-year Impact
Growth
Respiratory
Enhanced CRT
Pulmonary Rehab
CVD
AF (Stroke Adm)
Cardiac Rehab
Diabetes
Heart Failure
Community
Care Homes
CCTs
Telehealth
Mental Health EIP
Liaison
Childrens
Paediatric Asthma
Double Count
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11,376
-257
-673
-14
-15
-262
-174
-140
-545
-276
-82
-192
-854
445
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That Governing Body:
 Notes the resource limit and
expenditure assumptions required in
order to deliver Business Planning
Rules in respect of surplus,
headroom and contingency
 Notes
the
CCG
expenditure
assumptions in each of the
respective programme areas
 Notes
the
required
savings
assumptions for the financial year.

Relevant
standards/targets
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 Approves Delegation of Budgets to
Senior Management Leads (with
subsequent delegation to next level
of hierarchy as appropriate) with sign
off achieved before the start of
financial year.
 Approves
submission
of
final
financial planning returns on the
basis of the assumptions included
within this paper to NHS England
with identified risks and mitigations.
Financial Duties
NHS England Business Rules

FINANCIAL PLANNING UPDATE 2018/19
1. PURPOSE
The purpose of this document is to update the Governing Body on the
relevant requirements and assumptions in respect of delivering the
required CCG Financial position for the 2018/19 financial year in line with
NHS England Business Planning Rules
The document includes relevant resource and expenditure assumptions
in order to achieve this and a proposed targeted approach to setting
expenditure budgets in order to achieve the required financial position.
This updates the previous financial planning paper presented to the
finance, procurement and contracting committee in November 2017 and
February 2018 based on earlier planning assumptions.
2.

RECOMMENDATIONS

The Governing Body is requested to note the following key elements:
 The notified ‘Resource Limit’ assumptions and ‘Business Rules’
elements in respect of surplus, headroom and contingency.
 The CCG expenditure methodology in each of the respective
programme areas that has been developed with senior
management leads and budget holders during 2017/18 financial
years
 The current value of savings requirements based on existing
methodology of circa £6.4m
The Governing Body is requested to approve the following key elements:
 Approves Delegation of Budgets to Senior Management Leads
(with subsequent delegation to next level of hierarchy as
appropriate) with sign off achieved before the start of financial
year.
 Approves submission of final financial planning returns on the
basis of the assumptions included within this paper to NHS
England with identified risks and mitigations.
3.

BUSINESS RULE REQUIREMENTS

CCG Business Rules as per Planning Guidance
The key requirements of business rules for CCGs for 2018/19 are as per
below
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• CCGs have been required to deliver a minimum of a ‘cumulative’ 1
percent underspend in 2017/18 and 2018/19. However, all CCGs are
required to aim for an ‘in-year’ breakeven position, with expectations
set for the minimum level of improvement in deficit CCGs.
• For 18/19, all CCG’s are expected to plan against fixed in-year control
totals. The control total for each CCG has been set by NHS England
to take account of the business rules, the 2017/18 expenditure profile
and the additional funding allocation for 2018/19 for each CCG.
• As NHS Liverpool CCG current cumulative underspend is equivalent
to 2% (circa £16.4m excluding 17/18 0.5% national headroom
element) the requirement for the CCG is to maintain as a minimum its
‘in-year’ break even position for 18/19 financial year.
• As per previous years, CCGs should also plan for a minimum 0.5%
contingency to manage their in-year pressures and risks;
• However in a change to previous assumptions based on updated
planning rules, the requirement for CCGs to hold a 1% ‘headroom’
(consisting of a combination of the national risk reserve 0.5% and the
requirement to use a further 0.5% of CCGs’ allocations solely for nonrecurrent purposes) has been lifted and can support the overall
financial plan of the CCG.
Business Rules Implications for Liverpool CCG
Business Rule
Cumulative Surplus (exc 17/18 0.5% National Reserve)
In-Year Surplus
0.5% Contingency (*1)

Financial Value 2018/19
£ 000’s
16,466 (2%)
0
4,441

Determination of contingency based on below methodology
*1 - 0.5% Contingency = 0.5% of Total Recurrent Resource Allocation

4. CCG RESOURCE ASSUMPTIONS
February 2018 Planning Guidance
NHS England issued updated planning guidance in early February 2018,
updating the requirements of the ‘Next Steps on the NHS Five Year
Forward View’, and the approach to post-Budget service prioritisation
agreed by the NHS England Board in November 2017.
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Underlying 2018/19 CCG programme allocations remain unchanged
from those published in January 2016.
Baseline values have however, been amended to take account of locally
agreed adjustments and transfers and national adjustments for NHS
Property Services market rents funding, specialised services
identification rules and HRG4+ impact.
On top of these allocations, CCGs have been allocated an additional
£600 million of core programme funding. This has been distributed in
proportion to a CCG’s fair share of total target allocations.
Target allocations have also been updated from those published in 2016
to reflect
a) updated GP registered lists (including age / gender mix) and
population projections
• October 2017 GP registrations form the basis of the target allocations
instead of October 2015 registrations.
• October 2017 registered populations are projected forward to 2018/19
using the latest available subnational ONS population projections
(2014-based sub-national population projections (SNPP) instead of
the 2012-based SNPP).
b) Allocation Formula - data updates and improvements
•

Maternity. The numbers of births, which form a basis of the target
shares for maternity services, have been updated from 2014 to 2016
and now use more accurate and complete ONS data.

•

Health inequalities. Data on early mortality (standardised mortality
ratios for those aged under 75, SMR<75) are used in the health
inequalities/unmet need adjustment. SMR data at small area (MSOA)
level are now available for the years 2011-2015, hereas data for
2008-2012 was used in the previous set of published allocations.

•

Market Forces Factor. The purchaser provider matrix which feeds into
each CCG’s MFF index has been updated.

•

Expenditure weights. The expenditure weights, used to assign the
shares of each formula within target allocations, have been updated
from 14/15 data to 16/17 data and are broadly similar.

Resources
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The 2018/19 resource limit assumptions for the CCG are as per the
below table, including a comparison with the 2017/18 financial year.
2017/18
£ 000’s
782,388

2018/19
£ 000’s
796,326

0

6,269

782,388

802,595

b) Primary Care Co-Commissioning

72,547

75,041

2,494 (3.44%)

c) Running Cost Allocation

10,562

10,506

(56) (0.53%)

Total Notified Recurrent Allocation

865,497

888,142

14,864

2,491

2,550

(86)

0

867,902

890,692

Notified Recurrent Allocation
a) i) Programme Baseline Allocation
ii) 18/19 Additional Allocation

Non-Recurrent
Draw Down
Total In-Year allocation

Allocation Growth
£ 000’s
12,426 (1.59%)

a) i) Baseline Allocation Programme Expenditure
Clinical Commissioning Groups receive their resource allocation based
upon a national formula, and includes allocation growth (as per above
table) in each financial years.
Initial CCG Programme Allocation (January 2016)
Other Recurrent Adjustments (Specialised Services & Cataract Services)

781,914
474

Revised CCG Recurrent Programme Allocation (February 2018)

782,388

18/19 Programme Allocation Growth

12,426

HRG4+ impact (*1)

1,455

Specialist Services - Identification Rules Adjustments (*1)
NHS Property Services (Market Rent Allocation) (*1)
IM&T (*1)
18/19 Recurrent Programme Baseline Allocation

(3,032)
89
3,000
796,326

(*1) – Previous Non-Recurrent Allocations for HRG4+, Identification Rules, Market Rent, IM&T have
been amended to be included within the recurrent baseline for 18/19. There have been minor
changes to HRG4+ and IR values from previous allocation adjustments.

ii) 18/19 Additional Allocation
The November 2017 budget announced additional NHS revenue funding
of £1.6 billion for 2018/19, which will increase funding for emergency &
urgent care and elective surgery. In addition, for other core frontline
services such as mental health and primary care, the Department of
Health & Social Care (DHSC) is making a further £540 million available
through the Mandate over the coming financial year.
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Of this, £600 million has been added to CCG allocations for 2018/19,
which for Liverpool equates to £6.269m.
Operational plans are currently being updated to reflect the priorities as
agreed by NHS England in November 20017 with specific deliverables
required in 2018/19 in accordance with ‘Next Steps on the NHS Five
Year Forward View’ published in March 2017.
Key Deliverables being in the following areas
• Mental Health
• Cancer
• Primary Care
• Urgent & Emergency Care
• Transforming Care for People with Learning Disabilities
• Maternity
Distance from Target
Using the existing funding formula, Liverpool CCG’s programme
allocation is higher than its target allocation (and as per above has been
adjusted for population and data updates for 2018/19)
A CCG’s ‘distance from target’ describes the relationship between the
current resource allocation and the target allocation (that is derived from
the application of the national formula). Being ‘over’ target refers to
funding levels in excess of this formula, ‘under’ target relating to funding
levels being lower than the value derived from the formula.
Relative ‘Distance from Target’ (DfT) then has a subsequent impact on
the levels of ‘growth’ funding in future financial years as ‘Over’ target
CCG’s receive low / minimum minimal levels of ‘allocation’ growth in
each respective year in order to bring CCG’s to resource parity over a
defined time period. ‘Under’ target CCG’s would conversely receive
higher than the average
Resource allocation information beyond 2018/19 financial year is not yet
confirmed, however indicative values are as per the below table but are
subject to high levels of uncertainty given current economic conditions
within the UK.
Liverpool CCG
Estimated registered population
CCG Growth Allocation £
CCG Growth Allocation %
Final closing CCG Distance from
Target – Over / (Under)
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2017/18
527,962 (*1)
£12.500m
1.62%

2018/19
530,479
£12.426m
1.59%

+3.47%

+3.54%

(*1) – Actual Population as per October 2017 as per allocation tables

b) Primary Care Co-Commissioning
As per the commissioning resource allocation information above, the
CCG receives a defined resource allocation from NHS England in
relation to its delegated primary care budget
The allocation includes growth as per the below table in the respective
financial years reflecting the relative distance from target.

Primary Care Commissioning Delegated Budgets
Allocation Growth £000’s
Per Capita Growth %
Distance From Target

2017/18

2018/19

72,547
6,190
9.33%
(5.61%)

75,041
2,494
3.23%
(4.92%)

c) CCG Running Cost Allocation
As per the Recurrent Resources table above, the CCG’s Running Costs
Allocation has reduced to £10.506m for the 2018-19 financial year. The
equivalent per head is £21.75 (with indicative values of £21.60 and
£21.46 for 2019-20 and 2020-21 financial years respectively).
Running cost allowance (RCA) have been calculated in the same way for
the period 2016-17 to 2020-21, based on ONS population projections
and adjusted for Military personnel and Cross border flows (patients who
are registered with one CCG and who live in a different CCG)
d) Non-Recurrent Resources
i) GP Forward View
Additional funding from NHS England of £2.238m (on top of existing
primary medical care allocations) to enable CCGs to commission and
fund extra capacity to ensure that everyone has access to GP services,
including sufficient routine and same day appointments at evenings and
weekends to meet locally determined demand.
For Liverpool CCG in 18/19, this equates to £3.34 per head of population
(weighted) increasing to at least £6 per head extra recurrently from
2019/20 for those improvements in general practice (£4.020m)
ii) Additional Allocations for
• Paramedic Funding £248k

256

• HSCN (Health and Social Care Network) £64k
5.

CCG EXPENDITURE PLAN ASSUMPTIONS

Ring fenced Expenditure
Delivery of Business Rules as per section 2 requires an in-year break
even position (and therefore matching of resource to expenditure within
the respective financial years)
Programme Expenditure Baseline Methodology
The CCG’s has developed a robust methodology in order to generate an
appropriate baseline expenditure plan for review within the organisation.
The methodology adopted is based upon the following key steps
a) Baseline established using 2017/18 Forecast Outturn Expenditure
as at December 2017 (Month 9)
Use of the Month 9 Forecast Outturn Expenditure Values as a starting
point to reflect current agreed contract values, performance issues and
in-year commitments for the CCG. This assumes delivery of the 2017/18
required expenditure position in order to deliver business rules for the
financial year.
b) 2017/18 Non-Recurrent Expenditure Adjustments
i) Non-Recurrent Allocations received in 2017/18
Adjustment of the 2017/18 forecast outturn values for non-recurrent
allocations received (and corresponding equivalent expenditure). The
value of these allocations at month 9 equated to £8.575m and £86k in
relation to draw down adjustment.
ii) Less Non-Recurrent Expenditure and Prior Year (16/17) incurred in
17/18
Adjustment for non-recurrent expenditure items within the 2017/18
financial year, including known non-recurrent commitments (including
voluntary / community sector agreements) and prior year expenditure
relating to 2016/17 that has been incurred in 2017/18 financial year as
reported (including contract performance, resolution of outstanding
issues etc)
c) 2018/19 Adjustments
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i) Tariff / Price Uplifts
Application of known tariff / price uplifts to contract values in line with
guidance/ contract agreements as per below
• NHS England Planning Guidance reflecting national tariff changes
provide the basis for general approach being a +2.1% inflationary
uplift, offset by a -2.0% efficiency savings reflecting a net 0.1% uplift
to the majority of contracts in 2018/19 financial year
• +3% has applied to other areas such as CHC providers etc but will be
subject to price negotiation and us currently being modelled
• Core Primary Budgets have been uplifted by 5.9% (average of
previous year increases) in the absence of further guidance at the
time of this report
ii) Activity Growth
Application of growth to contract values / forecast outturn as appropriate,
reflecting known contract agreements for NHS provision such as ‘Acting
as One’ contract agreements at 1% increase in activity and financial
equivalents.
Baseline planning assumption regarding CHC & Packages of care at 2%
with further modelling / forecasting work required to enhance accuracy in
this area.
iii) Prescribing Price & Activity Changes
Baseline planning assumption regarding an increase of 5.4% as a
combination of price / activity changes with further modelling /
forecasting work required to enhance accuracy in this area.
Further assessment of Horizon scanning, recurrent impact of Category M
price changes, Non Cheaper Stock Options (NCSO) impact, local cash
releasing saving initiatives also will be required in future iterations.
d) Other Adjustments
Expenditure assumptions to include
i)

Additional Allocation as per planning guidance (yet to be allocated)
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As per resources section above an additional £6.269m has been
provided to the CCG allocations for 2018/19 to support a range of
deliverables across Mental health, Cancer, Urgent & Emergency Care.
Expenditure plans are currently being developed for the financial year
ii)

Other Planning Assumptions / Full Year Effect of Developments

e) Recurrent Allocation Adjustments
Expenditure assumptions to match recurrent resource allocations for
i)
Primary Care
ii)
Running Cost Allocation
f) Non-Recurrent Allocation Adjustments
Expenditure assumptions to match non-recurrent resource allocations as
per section 3 d) above
The below table and shows the relative movements between the 2017/18
forecast outturn position and current 2018/19 expenditure forecast as per
above methodology
a) 2017/18 Total Expenditure
b) i) Less Non-Recurrent Allocation
b) ii) Add Draw-Down Impact
2018/19 Recurrent Baseline
c) i) Contract Tariff / Price ‘Net’ uplifts
c) ii) Activity Growth
c) iii) Prescribing Growth
d) i) Additional 18/19 Allocation
d) ii) Other Planning Assumptions
e) i) Recurrent Allocation – Primary Care
e) ii) Recurrent Allocation – Running Costs
f) Non-Recurrent Allocation
2018/19 Forecast Expenditure

873,986
(8,575)
86
865,497
2,879
7,179
4,840
6,269
4,547
2,494
(56)
2,550
897,127

Expenditure Forecast
The above assumptions result in the above overall expenditure position,
forming the basis for the budgeted values in 2018/19 financial year.
Current Financial Expenditure Assumptions
Category
Total £
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%

Acute Services
Primary Care (inc Delegated)
Community Services

427,970
100,357
95,715

48.0
11.4
10.8

Prescribing
Mental Health

91,523
86,204

10.4
9.8

Other Programme (inc BCF) including Reserves
Continuing Healthcare & Packages of Care
Running Costs
Total Expenditure Assumptions
Cash Releasing Saving Required for Break Even

50,085
35,100
10,173
897,127
(6,435)
890,692

5.7
4.0
0.6
(0.7%)
0

As can be seen above, these assumptions result in a total assumed
expenditure of £897.1m which exceeds total resources available of
£890.4 by £6.4m and would result in an equivalent level of cash
releasing savings requirements for the CCG within the 2018/19 financial
year.
Key Expenditure Assumptions per Category Heading (as per
supporting Appendices)
Acute - £428m (Appendix One)
• 2nd year of ‘Acting as One’ for North Mersey NHS Providers
• 18/19 Based on M9 FOT plus net tariff (0.1%) for all other
contracts, exception of St Helens & Knowsley NHS Trust and Spire
Hospitals contract with additional growth predicted based on
impact of ‘Acting as One’ to other providers
• Identification Rules have been amended to a recurrent basis as per
allocation changes
Primary Care - £100m (Appendix Two)
• Core Contact assumes 5.9% global sum increase (contract details
have still not been released) and application of other core contract
adjustments (Out of Hours, Temporary residents, PMS Premium)
with the removal of ‘stabiliser’
• Continuation of Quality Scheme (GP Specification) as a key
enabler to support and strengthen the transformation of out of
hospital services. The specification sets out evidence based
pathways and is clear about the standard of care required to be
delivered by General Practice in order to achieve this.
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• Additional Development resources £2 per head, to support
transformation & development of an integrated primary community
system around place based care
• Local Enhanced Services based on 17/18 forecast outturn plus
known changes reflected as appropriate
• Detailed below are the 17/18 and 18/19 planned expenditure for
primary care outside of the delegated allocation but within the
overall spend as per above

2017/18 Budget

2017/18 FOT
(as at 31/01/18)

2018/19
Proposed
Budget

£904,535

£974,326

£1,167,190

GP Specification

£13,992,972

£13,644,644

£12,598,217

£3 Practice Transformation*

£1,553,574

£1,743,762

£0

£826,425

£826,425

£826,425

£0

£0

£1,183,413

GPIT~

£2,308,759

£2,208,277

£2,154,981

TOTAL

£19,586,265

£19,397,434

£17,930,226

Expenditure Area
LQIS Schemes

16/17 Repayment (over 2 years)
£2
Non-Recurrent
Development
Funding^

* 2016/17 includes stabiliser payment to top up OOH deductions on core GMS
contract
^non-recurrent funding to enable practices to establish an MOU to provide services at a neighbourhood
level from 19/20
~GPIT for 17/18 includes non-recurrent allocations for NHS Wifi & HSCN that are not included in 18/19

Community Services - £96m (Appendix Three)
• Community Services Contract with Merseycare Foundation Trust
(Old Liverpool Community Health NHS Trust) contract in line with
’Transaction’ envelope including the addition of £3.6m from
previous 0.5% headroom local transformation resources
• Full Year Effect of Non-Core Liverpool Community Health Contract
Values to successor organisations
• Digital Expenditure in line with planned developments including
enhanced rollout of Assistive Technology & Healthy Imaging
Prescribing - £92m (Appendix Four)
• Based on 2017/18 forecast expenditure as at December 2017 with
adjustments for 17/18 non-recurrent cash releasing efficiency
savings schemes and adjusted ‘No Cheaper Stock Obtainable’ and
Category M pricing assumptions.
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• Increased by 5.4% as per planning guidance assumptions to
accommodate price changes and potential new drugs entering the
market (further modelling work is currently being undertaken)
Mental Health - £86m (Appendix Five)
Based on known contract values and 18/19 expenditure
Mental Health Investment standard
The CCG forecasts to meet the Mental Health Investment Standard
(MHIS) and current planned expenditure is summarised by the
table below

Mental Health Services
(report against Mental Health Investment Standard)

Children & Young People's Mental Health (excluding LD)
Children & Young People's Eating Disorders

Total 2017/18
Outturn
for
MHIS
6,001

Total 2018/19
Plan
for
MHIS
6,422
312

312

Perinatal Mental Health (Community)

1,394

-

Improved access to psychological therapies (adult)

4,999

5,304

A and E and Ward Liaison mental health services (adult)

3,014

2,716

Early intervention in psychosis ‘EIP’ team (14 - 65)

4,029

4,283

Crisis resolution home treatment team (adult)

2,941

3,444

Community Mental Health

22,461

22,484

SMI Physical Health

439

439

Other adult and older adult - inpatient mental health (excluding dementia)

27,729

27,756

Other adult and older adult mental health - non-inpatient (excluding dementia)

20,877

11,679

Mental health prescribing

10,074

10,347

-

9,602

Mental health in continuing care
Sub-total - MH Services (exc LD & Dementia)

104,270

104,788

Learning Disabilities

11,686

12,035

389

3,033

Dementia
Sub-total - MH services (inc LD & Dementia)

116,345

2017/18 Spend of non-recurrent allocations

(2,355)

Recurrent Expenditure

119,856

113,990

Meeting of this standard is a requirement of the planning guidance
and includes initial estimates of additional expenditure
requirements in relation to the planning guidance deliverables –
(current estimate circa £2.5m) in order to exceed allocation growth
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MHIS (including LD
Dementia)
MHIS (excluding LD
Dementia)

Programme
Growth

2017/18
Outturn

2018/19
Plan

Growth
in MH
Spend

MHIS
Achieved

&

2.8%

113,990

119,856

5.1%

Yes

&

2.8%

101,915

104,788

2.8%

Yes

Additional
investme
nt
required
to
achieve
MHIS

Other Programme - £50m (Appendix Six)
Including
•
•
•
•
•
•
•

Clinical Leads
Includes Better Care Fund Elements as per Section below
NHS Property Services
NHS 111
CLARC / Excess Treatment Cost Funding
Engagement & Consultation costs
Safeguarding

Earmarked Reserves - £21m
Including
• 0.5% Contingency
• IM&T Allocation
• Liverpool City Council Queries (pending ADAM reconciliation)
• Clatterbridge Cancer Centre ( Haem – oncology contribution)
• Continuing Healthcare Reserve (18-19 Rates & pending ADAM
reconciliation
• Cash Releasing Efficiency Savings requirements as per below
• Allocation Reserve (Developments as per 18-19 additional
allocation of £6.2m)
• Contract Risk Reserve (Non-Acting As One Providers)
Continuing Healthcare & Packages of Care - £35m (Appendix
Seven)
• Based on 18/19 expenditure assumptions as per above
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• Further reconciliation work is being undertaken with regards to the
ADAM system which underpins the intelligence in this area of
expenditure
Running Costs (Appendix Eight) - £10m
Based on planning assumptions the CCG would be within its running
cost allowance as per the below table for the 2018-19 financial year.
Running Cost Allowance 2018-19

£10.506m

Running Cost Expenditure

£10.173m

Running Cost (Surplus) / Deficit

(£0.333m)

• Based on current establishment for 2018/19
• Extension of Healthy Liverpool ‘Secondment’ until 30th June 2018
whilst structures are reviewed in line with prioritisation workstream
6. BETTER CARE FUND
The below table provides headline values with regards to the Liverpool
Better Care Fund for 2018-19 which are included within the above
relative sections
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STARS
Hospices
Other Voluntary Sector
Enhanced Care Homes
Older Peoples Services
Specialist Rehab
Support For Carers
Partner Baseline

2018/19
£
1,510,000
2,466,066
905,394
489,960
1,898,690
1,291,126
302,051
8,863,287

Community Equipment Store
Care Act
Protection of Social Care
Reablement Provision
Intermediate Care Provision
Tele-Health
Partnership Contributions

3,775,017
1,729,880
10,077,503
9,640,630
3,334,858
2,125,742
30,683,630

Joint Funded Packages *

4,813,892

CCG Total

44,360,809

* Demand Led Expenditure, subject to fluctuation – includes CCG responsibilities
regarding Section 117, complex needs and Mental Health Rehabilitation costs.
Requires agreement regarding approach to risk sharing as part of revised Section 75
agreement
Better Care Fund
Baseline Expenditure
Contribution to Liverpool City Council Services
CCG Demand Led Expenditure
Total CCG Baseline
CCG Minimum Contribution
Contribution Difference Over / (Under)

£ 000’s
15,228
23,968
4,814
44,360
41,397
2,964

Further Planning guidance is anticipated during March 2018 which may
require further revisions
7. CASH RELEASING EFFICIENCY SAVINGS (CRES)
Current expenditure assumptions suggest a £6.435 (0.7%) forecast
shortfall before Cash Releasing Savings assumptions are applied for the
2018-19 financial year. This is lower than previous year savings
requirements (£26.2m for 2017-18) due to the recurrent impact of the
majority of these savings being delivered in the previous financial year.
This does excludes 0.5% contingency held as per NHS England
business rules but given potential for volatility on particular planning
assumptions (particularly regarding prescribing and Continuing
Healthcare / Packages of Care) it is not appropriate to commit the
contingency at this stage to reducing the reduction in expenditure.
Work with Senior Management Leads during the budget setting process
has identified a range of options available to the CCG for the 2018-19
financial year. These are presented as options to reduce the current
expenditure gap
a) IM&T
The CCG has received an allocation of £3m within its baseline as a
result of omissions from its initial resource allocation from PCT transfer.
The CCG has been receiving an IM&T allocation on a non-recurrent
basis and has previously committed to range of IM&T initiatives in
support of the transformation agenda (most notably the Electronic
Patient Record project in 2016/17 and 2017/18)
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There are no commitments yet made for 2018-19 and it is suggested that
based on current plans, that all of the allocation could be held as planned
slippage given the Liverpool IM&T systems relatively advanced position
and whilst other solutions are other fully implemented during the financial
year. This will be kept under review and be further considered for 201920 planning purposes.
b) Prescribing
A significant proportion of the 2017-18 CRES scheme (circa £7.2m)
related to savings within the prescribing budget given the relative
proportion of overall CCG expenditure.
Savings delivered within the 17-18 financial year are currently forecast
around £7.1m, however a number of the schemes are forecast to
produce additional savings in 2018-19 due to the full year impact and
delays to implementation on a small majority of schemes in 17-18.
2017-18 has also been a challenging year as a result of national
direction regarding ‘No Cheaper Stock Obtainable’ and ‘Category M’
pricing impact.
It is therefore forecast that the combined impact of these changes could
result in an additional £1.5m in the 2018-19 financial year.
c) Non-Acting as One Contracts
The CCG has seen additional expenditure incurred on a range of
healthcare contracts outside of its ‘Acting as One’ arrangements,
particularly St Helens & Knowsley NHS Trust and Spire Hospitals.
Should historical trends continue then this would suggest an additional
£2.5m above 2017/18 forecast outturn assumptions. This has been
assumed within current expenditure assumptions (e.g within the current
£6.5m planning gap), but may not materialise to the full extent due to
demand management activities and should be noted that the CCG will
still hold its full 0.5% contingency of £4.4m which under normal
circumstances would be used to cover such instances.
Given that the Acting as One contract still holds for 2018-19 for north
Mersey providers and the CCG is not subject to the same financial risk
for this proportion of expenditure (as it would under an activity based
contract), it is suggested that a reduced additional ‘contract risk’ reserve
is held of circa £0.5m rather than £2.0m to contribute to the planning gap
(and again the full 0.5% contingency being held in reserve.
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d) Other
Subject to confirmation of additional investment requirements as per
above and further refinement of impact assessment of planning
assumptions (in order to meet deliverables as set out in updated
planning guidance), additional cash releasing efficiency savings may be
required for the 2018-19 and will need to be closely monitored as part of
ongoing financial reporting arrangements.
A range of contingency options are currently being considered as further
information becomes available across a wide range of CCG programme
expenditure areas including
• Better Care Fund Contributions
• Continuing Healthcare & Joint Funded Packages of Care
Assumptions
• Clinical Lead Arrangements
• Quality Premium for 2017/18 (Non-Recurrent)
• Advancing Quality Contributions (Non-Recurrent)
The table below shows the proposed approach to the required cash
releasing efficiency savings for 2018-19 financial year and will reduce the
CCG expenditure forecast below its resource allocation in order to
achieve NHS England Business Rule requirements
2018/19 CRES Savings
Savings Area
IM&T
Prescribing
Non-Acting as One

8.

Scheme Details
Planned Slippage
Full year Effect of 17-18 Schemes
Demand Management

18-19 Value
3,000
1,500
2,000
6,500

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. Cash Releasing Efficiency Savings (CRES) Delivery
Delivery of CRES Schemes in line with planned level and remaining
subject to assumptions based on information available at a point in time
(e.g. prescribing )
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Risk – CRES delivery not in line with required planning assumptions.
Mitigation – Reconciliation of CRES delivery on a monthly basis, regular
meetings with SMT / Budget Holders, Programme Leads
ii. Non-Acting as One Contract Performance
Contract Performance exceeds current planning assumptions and
exceeds contingency / risk reserve available
Risk – Expenditure exceeds planning assumptions
Mitigation – Monthly monitoring, contract performance review with coordinating commissioner, planned care and demand management
workstreams.
iii. Continuing Healthcare/ Packages of Care Expenditure
Demand Led expenditure being subject to fluctuation including price and
volume changes
Risk – Planned expenditure remain subject to ongoing validation.
Mitigation – Financial Assumptions include some contingency for price
and volume changes from planned levels. Reconciliation of ADAM
system is currently being undertaken with further development of an
agreed approach to regular validation between all relevant parties
iv. Additional Developments Allocation
Levels of expenditure required to ensure delivery of planning guidance
deliverables exceed allocation.
Risk – Detailed expenditure plans are still being developed and should
they exceed the additional CCG allocation, then this would require an
increased level of cash releasing efficiency savings.
Mitigation – Robust validation of additional expenditure requirements,
working with provider alliance to agree priorities and implementation
plans.
v. Health & Care Partnership for Cheshire & Merseyside
A proposed contribution of 0.25% from C&M CCGs in 2018/19 is
currently being discussed through the System Management Board, and
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is the equivalent of £2.2m for Liverpool. No adjustment has yet been
made within the financial planning assumptions as final details are yet to
be and further governance required to determine how each ‘place’ will be
able to access the ‘transformation’ fund.
9.

STATUTORY REQUIREMENTS

9.1 Does this require public
engagement been carried out?

engagement

or

has

public

Any proposals for disinvestment that arise from the requirement to
deliver savings to meet NHS business rules will be subject to
consultation with affected providers, service users and public. Any
savings proposals that impact patients with regard to prescribing policy
would also be subject to public engagement and consultation.
9.2

Does the public sector equality duty apply?

Yes. The process to review expenditure would comply with the CCG’s
disinvestment policy, which takes into account the public sector equality
duty prior to any decision being taken
9.3 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:
The review process will take into account the impact of decisions on
economic, social and environmental wellbeing.
9.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
The review process will endeavour to mitigate the impact on improving
health outcomes and reducing inequalities.
DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
Supports the achievement of the CCG’s Statutory Financial Duties.
10.

CONCLUSION

The purpose of this report is to provide the Governing Body with an
update on the CCG’s financial planning assumptions for the 2018/19
financial year, and note the next steps in the development of the
expenditure plans with the relevant senior management leads and
delegated budget holders.
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Mark Bakewell
Acting Chief Finance Officer
1st March 2018
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Appendices
2018-19 Planned Expenditure
1)
2)
3)
4)
5)
6)
7)
8)
9)

Acute Contract Expenditure
Primary Care Expenditure
Community Expenditure
Prescribing Expenditure
Mental Health Contracts Expenditure
Other Commissioning (Included Earmarked Reserves) Expenditure
Continuing Healthcare & Funding Nursing Care Expenditure
Running Costs Expenditure
Budgeted Expenditure by Senior Management Lead
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Appendix One – Acute
Category

Cost centre Description

Senior Management
Lead

Budget Holder

Detail

Total 2018/19 Budget
Required

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Royal Liverpool

197,971,423

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Aintree

79,177,319

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Liverpool Women's

43,978,087

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Alder Hey

29,052,372

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

St Helens and Knowsley Hospitals

21,126,469

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Spire - Liverpool

11,499,143

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Liverpool Heart and Chest

6,537,741

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

The Walton Centre

2,740,729

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Southport and Ormskirk

961,236

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Wirral Teaching

901,489

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Warrington and Halton

597,874

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Central Manchester

354,934

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Wrightington, Wigan And Leigh

357,839

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Countess Of Chester

285,294

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Ramsay (Renacres)

209,583

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Salford Royal

194,606

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

South Manchester

236,665

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Clatterbridge 17/18 IR Costs

1,106,637

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Clatterbridge Haemonc

2,777,806

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Fairfield

235,477

Acute

Acute Commissioning

Ian Davies

Ian Davies

North West Ambulance Service

21,044,330

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

One to One

699,864

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

University Hospitals North Midlands Trust

390,093

Acute

Acute Commissioning

Derek Rothwell

Derek Rothwell

Non-Core Contracts (RLBUHT)

1,111,376

Acute

High Cost Drugs

Cheryl Mould

Peter Johnstone

Various

179,495

Acute

Non-Contracted Activity

Derek Rothwell

Derek Rothwell

Non-Contracted Activity

4,200,000

Acute

Winter Resilience

Ian Davies

Ian Davies

Winter Resilience Funding

42,543

Total Acute
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427,970,425

Appendix Two – Primary Care
Primary Care

Central Drugs

Cheryl Mould

Cheryl Mould

Transport of samples etc

66,019

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Clarity Toolkit for Nurses

10,881

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Dr Foster Care Quality tracker

37,200

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Meetings exps/Room hire

5,000

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Primary Care

73,187

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Telecoms - mobiles

4,234

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Training

7,796

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Rail travel

1,556

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Car Mileage

3,102

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Training Travel & Subs

1,084

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Car Parking

11

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Miscellaneous Expenditure

146

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Professional Fees

180

Primary Care

Commissioning Schemes

Tony Woods

Tony Woods

Printing Costs

1,169

Primary Care

Local Enhanced Services

Cheryl Mould

Scott Aldridge

GP Practices

1,167,190

Primary Care

Local Enhanced Services

Cheryl Mould

Scott Aldridge

Primary Care Offer (16/17)

826,425

Primary Care

Local Enhanced Services

Cheryl Mould

Scott Aldridge

GP Specification

12,598,217

Primary Care

Local Enhanced Services

Cheryl Mould

Scott Aldridge

£3 per head non-recurrent (Chair email)

1,183,413

Primary Care

Local Enhanced Services

Cheryl Mould

Scott Aldridge

Realignment to Co-Commissioning per Allocations

(1,671,627)

Primary Care

Out of hours

Ian Davies

Ian Davies

OOHS contract - Urgent Care 24

3,874,092

Primary Care

Out of hours

Ian Davies

Ian Davies

PLT - Urgent Care 24

80,952

Primary Care

Out of hours

Ian Davies

Ian Davies

Registrar Training Fee & Referral Co-ordinator - Urgent Care 24

117,295

Primary Care

Out of hours

Ian Davies

Ian Davies

Clinical Other

9,918

Primary Care

Out of hours

Ian Davies

Ian Davies

Sth Liverpool Treatment Centre - Urgent Care 24

25,000

Primary Care

Out of hours

Ian Davies

Ian Davies

GP @ The Royal - Urgent Care 24

198,632

Primary Care

Out of hours

Ian Davies

Ian Davies

Primary Care GPs in AED @ Alder Hey

655,961

Primary Care

Out of hours

Ian Davies

Ian Davies

Quality Premium - Urgent Care 24

44,072

Primary Care

GP Forward View

Cheryl Mould

Cheryl Mould

GPFV Reception and Clerical Training

2,238,066

Primary Care

Oxygen

Cheryl Mould

Peter Johnstone

BSA Home Oxygen

811,751

Primary Care

Oxygen

Cheryl Mould

Peter Johnstone

Trafford CCG

6,704

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

Pay/agency costs

196,377
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Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

General Practice - GMS

45,161,856

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

General Practice - PMS

1,496,357

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

Other List-Based Services (APMS incl.)

6,157,408

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

Premises cost reimbursements

2,280,551

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

Primary Care NHS Property Services Costs - GP

5,919,222

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

Other Premises costs

725,736

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

Enhanced Services

1,295,713

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

QOF

6,744,178

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

Alignment from LES to match co-commissioning allocation

1,671,627

Primary Care

Co Commissioning

Cheryl Mould

Peter Johnstone

Other - GP Services

3,391,975

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

IM SLA (Merseycare NHSFT)

1,329,049

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

EMIS GPSoC / Vision Support

15,000

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

EMIS Extended Services

64,000

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

EMIS Search & Reports

30,634

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

SMS

38,004

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

Community Of Interest Network (COIN) Licences

355,485

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

EGTON Arrivals / Envisage

99,116

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

Sunquest ICE

30,690

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

Misc GP IT

140,000

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

Phone Lines - Business Continuity

44,356

Primary Care

Primary Care IT

Tony Woods

Dave Horsfield

Wifi Spark

9,975

Total Primary Care
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100,356,649

Appendix Three – Community Services
Category

Cost centre Description

Senior Management Lead

Budget Holder

Detail

Total 2018/19 Budget Required

Community Health

Community Services

Tony Woods

Tony Woods

Lpool Comm HC NFT

59,715,356

Community Health

Community Services

Tony Woods

Tony Woods

Lpool Comm HC NFT - Equipment Provision (CEDAS)

4,775,017

Community Health

Community Services

Tony Woods

Tony Woods

Lpool Comm HC NFT - Community Provision of Telehealth

575,742

Community Health

Community Services

Tony Woods

Tony Woods

LCC (LCH Contract Income Cedas)

(1,036,677)

Community Health

Community Services

Tony Woods

Tony Woods

LCC DFG Contribution

(1,000,000)

Community Health

Community Services

Tony Woods

Tony Woods

Aintree Uni Hosp NHS FT- Diabetes

2,435,747

Community Health

Community Services

Tony Woods

Tony Woods

LCH Podiatry

743,602

Community Health

Community Services

Tony Woods

Tony Woods

Anti coagulation Services (LCH)

1,567,500

Community Health

Community Services

Tony Woods

Tony Woods

Royal Liverpool Community (Non-Core)

3,996,511

Community Health

Community Services

Tony Woods

Tony Woods

Alder Hey Communnity Services (Non-Core)

2,439,310

Community Health

Community Services

Tony Woods

Tony Woods

Specsavers Hearcare Ltd

955,404

Community Health

Community Services

Tony Woods

Tony Woods

Spamedica

758,258

Community Health

Community Services

Jane Lunt

Jane Lunt

BPAS

328,578

Community Health

Community Services

Tony Woods

Tony Woods

Stroke Association

234,554

Community Health

Community Services

Tony Woods

Tony Woods

Injury Care Clinics Ltd

220,400

Community Health

Community Services

Tony Woods

Tony Woods

Other

278,600

Community Health

Carers

Tony Woods

Tony Woods

LCC/BCF Carer Breaks

302,051

Community Health

Hospices

Tony Woods

Tony Woods

Marie Curie - Main Hospice

1,733,102

Community Health

Hospices

Tony Woods

Tony Woods

Marie Curie - Phone Line

17,700

Community Health

Hospices

Tony Woods

Tony Woods

Marie Curie - Lymphodema Service

92,330
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Community Health

Hospices

Tony Woods

Tony Woods

Marie Curie - Lymphodema Garments

79,710

Community Health

Hospices

Tony Woods

Tony Woods

Marie Curie - Pharmacy

244,847

Community Health

Hospices

Tony Woods

Tony Woods

Marie Curie - Oxygen

28,000

Community Health

Hospices

Tony Woods

Tony Woods

Woodlands - Main Hospice

732,964

Community Health

Hospices

Tony Woods

Tony Woods

Woodlands - Grant / Outreach

114,670

Community Health

Hospices

Tony Woods

Tony Woods

Woodlands - Pharmacist

10,560

Community Health

Hospices

Tony Woods

Tony Woods

Woodlands - Drugs, O2, Lymphodema

62,012

Community Health

Intermediate Care

Tony Woods

Tony Woods

Brownlow - Medical Cover @ various

198,000

Community Health

Intermediate Care

Tony Woods

Tony Woods

Dom Care Packages - Acute Wards (LCC)

1,417,617

Community Health

Intermediate Care

Tony Woods

Tony Woods

BCF - Granby Hub (LCC)

2,224,706

Community Health

Intermediate Care

Tony Woods

Tony Woods

BCF - Sedgemoor Hub (LCC)

2,718,532

Community Health

Intermediate Care

Tony Woods

Tony Woods

BCF - Venmore Hub (LCC)

2,336,839

Community Health

Intermediate Care

Tony Woods

Tony Woods

IC Spot purchase (LCC)

1,116,108

Community Health

Intermediate Care

Tony Woods

Tony Woods

Reablement Social Work team (LCC)

460,553

Community Health

Intermediate Care

Tony Woods

Tony Woods

Integrated Discharge Team Whiston (LCC)

103,133

Community Health

Digital

Tony Woods

Tony Woods

Pay/agency costs

416,529

Community Health

Digital

Tony Woods

Dave Horsfield

PT Products for selfcare

15,000

Community Health

Digital

Tony Woods

Dave Horsfield

Carers Technology Assessment

39,000

Community Health

Digital

Tony Woods

Dave Horsfield

Digitally Enabled Community Services

235,374

Community Health

Digital

Tony Woods

Dave Horsfield

IM Interop & Tech support

110,000

Community Health

Digital

Tony Woods

Dave Horsfield

Technological Equality / Accessibility

5,000

Community Health

Digital

Tony Woods

Dave Horsfield

EU Structural Fund Match

100,000

Community Health

Digital

Tony Woods

Dave Horsfield

Identify best practice/EU bids

20,000
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Community Health

Digital

Tony Woods

Dave Horsfield

Product & Service Evaluation

40,000

Community Health

Digital

Tony Woods

Dave Horsfield

Platform Hosting

37,440

Community Health

Digital

Tony Woods

Dave Horsfield

File sharing platform

14,400

Community Health

Digital

Tony Woods

Dave Horsfield

Platform Licensing & Maintenance

73,000

Community Health

Digital

Tony Woods

Dave Horsfield

Development & App support

170,000

Community Health

Digital

Tony Woods

Dave Horsfield

PHR Development Costs

6,250

Community Health

Digital

Tony Woods

Dave Horsfield

Predictive Analyitics

64,446

Community Health

Digital

Tony Woods

Dave Horsfield

Health Practioner Digi Skills Development

28,775

Community Health

Digital

Tony Woods

Dave Horsfield

Service co-design resource/capability

50,000

Community Health

Digital

Tony Woods

Dave Horsfield

LCC Joint Contract Payment (Telehealth Joint Contract
Payments)

350,000

Community Health

Digital

Tony Woods

Dave Horsfield

Telehealth clinical hub

50,000

Community Health

Digital

Tony Woods

Dave Horsfield

Telehealth SMS Lic, equipment & development

30,000

Community Health

Digital

Tony Woods

Dave Horsfield

Telehealth Monitoring Equipment service (Phillips)

1,200,000

Community Health

Digital

Tony Woods

Dave Horsfield

Secondary Care Integration

50,000

Community Health

Digital

Tony Woods

Dave Horsfield

ETTF funding - associated expenditure

1,587,976

Community Health

Palliative Care

Cheryl Mould

Michelle Timoney

Healthy Lung - CHATS

40,000

Total Community Health

277

95,714,526

Appendix Four – Prescribing
Category

Cost centre Description

Senior Management
Lead

Budget Holder

Detail

Total 2018/19 Budget Required

Prescribing

Prescribing

Cheryl Mould

Peter Johnstone

BSA Prescribing

90,130,955

Prescribing

Prescribing

Cheryl Mould

Peter Johnstone

FP47 Prescribing

1,157,216

Prescribing

Prescribing

Cheryl Mould

Peter Johnstone

Charges from CSU

7,692

Prescribing

Prescribing

Cheryl Mould

Peter Johnstone

Computer Software/License

226,840

Total Prescribing

278

91,522,703

Appendix Five– Mental Health
Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

Snr Project Mgr Transformation Monies

35,007

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

Contribution toward YOS Management Post

14,592

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

Mental Health Promotion and Training - MYA

132,499

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

Young Carers - Barnadoes

25,000

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

Therapeutic and Counselling Service - YPAS

772,895

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

GP Champs - YPAS/Brownlow Hill Practice

69,697

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

Refugee & Asylum Seekrs PSS

148,151

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

ADHD - ADHDF

80,348

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

CORC - CORC LTD

3,000

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

Bullying - LCC

11,620

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

ND support for MH hubs - Advanced Solutions

75,528

Mental Health

Child and Adolescent Mental Health

Jane Lunt

Jane Lunt

NHSE Mental Health Crisis Care Expenses

141,275

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Alternative Futures

432,873

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Brothers of Charity

74,278

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Lighthouse Healthcare (Acorn)

776,011

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Four Seasons Healthcare

202,958

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Mental Healthcare UK

249,385

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Equilibrium Healthcare

305,034

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

St Marys

596,205

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

The Priory / Recovery First

976,238

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

LCC insight

25,000

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Autism Initiative (new line Month 8)

42,587

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Abington - Sefton MBC - Joint Funded Patient

42,224

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Elysium (Spinney)

1,095,503

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

NHSE Step Down (provider tbc)

102,362

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Other Care Packages (provider tbc)

35,425

Mental Health

Learning Difficulties - S117

Jane Lunt

Jane Lunt

Queens Drive

600,000

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

Eastway

200,069

Mental Health

Learning Difficulties

Jane Lunt

Jane Lunt

NW TDT

9,150

Mental Health

Learning Difficulties - S117

Jane Lunt

Jane Lunt

Mental Healthcare UK

106,344

Mental Health

Learning Difficulties - S117

Jane Lunt

Jane Lunt

Joint funded IAT patients awaiting reference

125,661
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Mental Health

Learning Difficulties - S117

Jane Lunt

Jane Lunt

LCC - LD - S117

650,947

Mental Health

Mental Capacity Act

Tony Woods

Tony Woods

Mental Capacity Act Funding - LCC/BCF

116,000

Mental Health

Mental Health Contracts

60,408,378

Mental Health Contracts

IAPT (Merseycare) TALK Liverpool

4,984,073

Mental Health

Mental Health Contracts

North West Boroughs (previously 5 Boroughs)

637,318

Mental Health

Mental Health Contracts

BME / CDW Contract (Merseycare)

296,395

Mental Health

Mental Health Contracts

Cheshire And Wirral Partnership

225,602

Mental Health

Mental Health Services - Adults

Derek
Rothwell
Derek
Rothwell
Derek
Rothwell
Derek
Rothwell
Derek
Rothwell
Tony Woods

Mersey Care

Mental Health

Derek
Rothwell
Derek
Rothwell
Derek
Rothwell
Derek
Rothwell
Derek
Rothwell
Tony Woods

PSS Day Care

140,950

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

Alternative Futures- Support @ Sunbeam Place

27,380

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

Alternative Futures- Abbeydale Drive - Annual Grant

127,275

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

LCC - Supported Accomodation

1,175,205

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

LCC - Amethyst Close

23,000

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

IMAGINE - Mainstream Bridge building service

99,456

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

IMAGINE - Daily Rates (£290pp)

105,850

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

IMAGINE - Outreach Project

22,553

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

Womens Health - Info & Support Funding

17,132

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

Ladders of Life - Care & Support Services

82,280

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

Care Act Better Care Fund (LCC)

1,729,880

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

Supported Accommodation for Complex Substance Misuse (LCC)

500,000

Mental Health

Mental Health Services - Adults

Tony Woods

Tony Woods

BCF - Out of city resettlement (LCC)

296,855

Mental Health

Mental Health Services - Advocacy

Tony Woods

Tony Woods

Shap Ltd - Community Wellbeing

90,686

Mental Health

Tony Woods

Tony Woods

Liverpool MHC - Grant funding

21,250

Mental Health

Mental Health Services - Collaborative
Commissioning
Mental Health - NCAs

Tony Woods

Tony Woods

OBDS & Phlebotomy (5BP)

11,746

Mental Health

Mental Health - NCAs

Tony Woods

Tony Woods

Patient Drugs (Lancashire Care NHSFT)

5,205

Mental Health

Mental Health - NCAs

Tony Woods

Tony Woods

NCA Inpatients - Other Areas

71,121

Mental Health

Mental Health - NCAs

Tony Woods

Tony Woods

Military Veterans IAPT (Pennine Care NHSFT)

32,172

Mental Health

Mental Health - NCAs

Tony Woods

Tony Woods

OATS - Pennine Healthcare

29,058

Mental Health

Mental Health Services - Older people

Tony Woods

Tony Woods

Paisley Court - Care UK

1,726,309

Mental Health

Mental Health Services - Older people

Tony Woods

Tony Woods

Community Geriatrician

111,000

Mental Health

Mental Health Services - Older people

Tony Woods

Tony Woods

Enhanced Care Home Model

489,960

Mental Health

Mental Health Services - Older people

Tony Woods

Tony Woods

Social Care Support for HomeFirst (LCC)

1,900,000
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Mental Health

Mental Health Services - Older people

Tony Woods

Tony Woods

1 to 1 fees @ Paisley Court - Care UK

61,381

Mental Health

Mental Health - Others

Tony Woods

Tony Woods

S12 Claims

250,000

Mental Health

Mental Health - Others

Tony Woods

Tony Woods

Counselling - Sign Health

27,572

Mental Health

Mental Health - Others

Tony Woods

Tony Woods

PSS grant - Umbrella Project

26,643

Mental Health

Mental Health - Others

Tony Woods

Tony Woods

Sth Lpl CAB - Advice on Prescription Service

539,072

Mental Health

Mental Health Services - S117 Mental Health

Tony Woods

Tony Woods

Mental Health S117 contribution (LCC)

20,000

Mental Health

Mental Health Services - S117 Mental Health

Tony Woods

Tony Woods

LCC - MH - S117

1,617,619

Total Mental Health

281

86,204,241

Appendix Six – Other Programme including Earmarked Reserves
Category

Cost centre Description

Senior
Management
Lead

Budget Holder

Detail

Total 2018/19 Budget
Required

Other

Clinical Leads

Cheryl Mould

Cheryl Mould

GP Practices

1,300,065

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

Oak Vale Gardens - Contract Beds

1,170,000

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

Oak Vale Gardens - Equipment

39,600

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

LCC - Joint Investments Peripatetic Services

235,290

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

LCC -Care Brokerage Services

130,938

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

LCC - QA & Safeguarding

383,625

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

LCC - Data Information & sharing

163,680

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

LCC - Services @ Bradbury Fields

34,709

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

LCC - Liquid Logic

140,000

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

Protection of Social Care

8,500,000

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

MerseyCare - Spot Purchases

131,400

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

ABI - Spot Purchases

239,440

Other

Commissioning - Non Acute

Tony Woods

Tony Woods

Oak Vale gardens re additional Medical sessions.

81,526

Other

Commissioning Reserve

Mark Bakewell

Mark Bakewell

Commissioning Reserve

27,395,492

Other

Social Grants

Tony Woods

Kelly Jones

Social Grants

80,230

Other

Healthy Liverpool

Carole Hill

Carole Hill

Pay costs

112,534

Other

Healthy Liverpool

Carole Hill

Carole Hill

HLP Seconded Staff

43,878

Other

Healthy Liverpool

Carole Hill

Carole Hill

Engagement HQ Pro Licence

9,600

Other

Healthy Liverpool

Carole Hill

Carole Hill

General Health Promotion

7,200

Other

Healthy Liverpool

Tony Woods

Tony Woods

Insight into Physical Activity

33,406

Other

Healthy Liverpool

Carole Hill

Carole Hill

Books, Journals & Subscr

35,000

Other

Healthy Liverpool

Carole Hill

Carole Hill

BrowseAloud Software

4,738

Other

Healthy Liverpool

Carole Hill

Carole Hill

Engagement Spend

68,080

Other

NHS 111

Ian Davies

Ian Davies

Pay costs

136,557

Other

NHS 111

Ian Davies

Ian Davies

Conferences & seminars

2,445

Other

NHS 111

Ian Davies

Ian Davies

Training exps

360

Other

NHS 111

Ian Davies

Ian Davies

Car mileage

1,500
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Other

NHS 111

Ian Davies

Ian Davies

Call handling - UC 24

169,402

Other

NHS 111

Ian Davies

Ian Davies

NHS 111 admin charges - Blackpool CCG

45,673

Other

NHS 111

Ian Davies

Ian Davies

Recharge of NHS 111 costs

(145,315)

Other

NHS 111

Ian Davies

Ian Davies

NWAS baseline contract

1,251,250

Other

NHS 111

Ian Davies

Ian Davies

NHS 111 Steering Group meetings

1,320

Other

NHS 111

Ian Davies

Ian Davies

Mobile Phones

323

Other

NHS 111

Ian Davies

Ian Davies

Rail Travel

124

Other

Non Recurrent Programmes

Tony Woods

Dave Horsfield

CLAHRC

2,187,286

Other

Non Recurrent Programmes

Tony Woods

Dave Horsfield

CLAHRC

(1,887,286)

Other

Non Recurrent Programmes

Tony Woods

Dave Horsfield

Other research expenditure

75,000

Other

Patient Transport

Ian Davies

Ian Davies

Patient Transport

11,866

Other

Programme Projects

Jan Ledward

Jan Ledward

Advancing Quality

138,346

Other

Programme Projects

Jan Ledward

Jan Ledward

AQUA

40,000

Other

Programme Projects

Tony Woods

Dave Horsfield

CCG IT Comp Maint - Mersey Care

168,324

Other

Programme Projects

Tony Woods

Dave Horsfield

Health & Social Care Informatics iM Service - Mersey Care

677,707

Other

Programme Projects

Tony Woods

Dave Horsfield

Comp maintenance

37,800

Other

Mark Bakewell

Mark Bakewell

Re-charges NHS Property Services

5,976,247

Other

Re-charges NHS Property
Services
Safeguarding

Jane Lunt

Jane Lunt

Dr B Kendall 4 x £300 sessions pw x 46 weeks

78,900

Other

Safeguarding

Jane Lunt

Jane Lunt

M.Goddard

61,800

Other

Safeguarding

Jane Lunt

Jane Lunt

Safeguarding recharge - Halton CCG

341,088

Other

Safeguarding

Jane Lunt

Jane Lunt

LSCB - LCC

100,000

Other

Safeguarding

Jane Lunt

Jane Lunt

WMBC - LSAB

40,000

Other

Safeguarding

Jane Lunt

Jane Lunt

LCC - ISVA Funding

24,000

Other

Safeguarding

Jane Lunt

Jane Lunt

Early Help - LCC

159,066

Other

Safeguarding

Jane Lunt

Jane Lunt

Improving Maternity Experience recharge - Halton CCG

46,951

Other

Safeguarding

Jane Lunt

Jane Lunt

Computer Hardware Purch

86

Other

Safeguarding

Jane Lunt

Jane Lunt

Data Lines - Venture House (MASH)

3,870

Other

Safeguarding

Jane Lunt

Jane Lunt

Mobiles

260

Other

Commissioning Schemes

Tony Woods

Tony Woods

Fees and Charges - CCG Revenue

(29,267)

Other

Commissioning Schemes

Tony Woods

Tony Woods

Fees and Charges - CCG Revenue

(34,524)

Other

Commissioning Schemes

Tony Woods

Tony Woods

Pay costs

845,505

Total Other

283

50,085,381

Appendix Seven – Continuing Healthcare & Packages of Care
Category

Cost centre Description

Senior Management
Lead

Budget Holder

Detail

Total 2018/19 Budget
Required

Continuing Care

CHC Adult Fully Funded

Jane Lunt

Jane Lunt

Prescribed Continuing Care Equipment

101,721

Continuing Care

CHC Adult Fully Funded

Jane Lunt

Jane Lunt

Private Continuing Healthcare Support & Care

12,644,001

Continuing Care

CHC Adult Fully Funded

Jane Lunt

Jane Lunt

Private Continuing Healthcare Support & Care

7,394,399

Continuing Care

CHC Adult Fully Funded

Jane Lunt

Jane Lunt

STARS

1,510,000

Continuing Care

Jane Lunt

Jane Lunt

PHB payments

1,513,302

Continuing Care

CHC Adult Fully Funded
Personal Health Budgets
CHC Joint Funded

Jane Lunt

Jane Lunt

Complex Needs Recharges from Liverpool City Council

1,370,121

Continuing Care

CHC Joint Funded

Jane Lunt

Jane Lunt

Care of others in Various Locations

2,083,236

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Claire House emergency respite

136,630

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Claire House end of life

39,000

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Children's JIMG -LCC

1,906,784

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Breastfeeding peer support programme - LCC

38,000

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Communication, Augmentative, Assistive Technology (CAAT) - LCC

15,000

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Neuro pathways-occ therapy sensory processing disorder pilot (LCC)

80,000

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Children's JIMG - Alder Hey Equip

29,356

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Looked after children

100,000

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Community patients' Saturation Monitors & ventilation equip Alder Hey

13,668

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Occ Therapy Staff (LCC)

320,000

Continuing Care

CHC Children

Jane Lunt

Alison Williams

PERSONAL HEALTH BUDGET (New m8)

2,899

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Zoe's Place

32,500

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Bereavement Service

10,000

Continuing Care

CHC Children

Jane Lunt

Alison Williams

Looked after children (income)

(26,000)

Continuing Care

Jane Lunt

Alison Williams

2016/17 Nurse Assessment SLA (CSU)

357,990

Continuing Care

Continuing Healthcare
Assessment & Support
Funded Nursing Care

Jane Lunt

Jane Lunt

Health Funded Nursing Care costs from LCC

5,243,802

Continuing Care

Funded Nursing Care

Jane Lunt

Jane Lunt

Health Funded Nursing Care costs from Sefton BC

165,064

Continuing Care

Funded Nursing Care

Jane Lunt

Jane Lunt

Health Funded Nursing Care costs from Wirral BC

18,181

Total Continuing Care

284

35,099,654

Appendix Eight – Running Costs
Category

Cost centre Description

Senior Management
Lead

Detail

Total 2018/19 Budget
Required

Running costs

Admin & Business Support

Ian Davies

Pay & Non-Pay Costs

1,116,626

Running costs

Business Informatics

Derek Rothwell

Pay & Non-Pay Costs

1,179,341

Running costs

Governing Body and CCG Costs

Ian Davies

Pay & Non-Pay Costs

1,505,199

Running costs

Primary Care Commissioning

Cheryl Mould

Pay & Non-Pay Costs

639,503

Running costs

Communications & PR

Ian Davies

Pay & Non-Pay Costs

380,117

Running costs

Contract Management

Derek Rothwell

Pay & Non-Pay Costs

753,351

Running costs

Commissioning Support

Derek Rothwell

Pay & Non-Pay Costs

930,642

Running costs

Corporate Costs

Ian Davies

Pay & Non-Pay Costs

915,301

Running costs

Estates & Facilities

Ian Davies

Non-Pay Costs

407,407

Running costs

Finance

Mark Bakewell

Pay & Non-Pay Costs

919,218

Running costs

Commissioning

Tony Woods

Pay & Non-Pay Costs

465,529

Running costs

Quality, Children’s & Safeguarding

Jane Lunt

Pay & Non-Pay Costs

961,185

Total Running
Costs

285

10,173,419

Appendix Eight – Planned Expenditure by Senior Management Lead
Senior Management Lead

2018/19 Planned Expenditure Level

Carole Hill

281,030

Cheryl Mould

185,948,924

Derek Rothwell

476,119,156

Ian Davies

31,892,950

Jan Ledward

178,346

Jane Lunt

45,403,304

Mark Bakewell

27,856,024

Tony Woods

123,012,332

Grand Total

890,692,066
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
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Lead Governor
Senior
Management
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Jane Lunt, Head of Quality/Chief Nurse

Summary

This report highlights work undertaken by
the Safeguarding Children Board and the
Safeguarding Adult Board, and the health
economy contributions in 2016/17

Recommendation

That Liverpool CCG Governing Body:
 Notes the contents of the
Safeguarding Children Board and
Safeguarding Adults Board Annual
Reports 2016/17
Working Together to Safeguard
Children (2015)
Care Act (2014)
Children Act (2004)
Children Act (1989)
Counter-Terrorism and Security Act
(2015)
Human Rights Act (1998)
Mental Health Act (2012)
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Deprivation of Liberty Safeguards
(2009)

Relevant
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Liverpool Safeguarding Children Board and
Safeguarding Adults Board Annual Reports
2016/17
Jane Lunt, Head of Quality/Chief Nurse

Jane Lunt, Head of Quality/Chief Nurse

SAFEGUARDING CHILDREN BOARD AND SAFEGUARDING
ADULTS BOARD ANNUAL REPORTS 2016/17

1. PURPOSE
The purpose of this report is to present the Annual Reports for the
Safeguarding Children Board (SCB) and the Safeguarding Adults Board
(SAB) 2016/17 to the committee for noting; and to highlight the health
economy contribution.
2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the contents of the Safeguarding Children Board and
Safeguarding Adults Board Annual Reports 2016/17.

3.

BACKGROUND

It remains the responsibility of every NHS funded organisation and each
individual healthcare professional working in the NHS to ensure that the
principles and duties of safeguarding adults and children are holistically,
consistently and conscientiously applied, with the well-being of those
adults and children at the heart of practice. For adult safeguarding this
also needs to respect the autonomy of adults and the need for
empowerment of individual decision making, in keeping with the Mental
Capacity Act and its Code of Practice.
CCGs as commissioners of local health services need to assure
themselves that the organisations from which they commission have
effective safeguarding arrangements in place. CCGs are responsible for
securing the expertise of Designated Professionals on behalf of the local
health system. It should be recognised that the Designated
Professionals and Adult Safeguarding Leads undertake a whole health
economy role. Designated Safeguarding Professionals play an integral
role in all parts of the commissioning cycle, from procurement to quality
assurance if appropriate services are to be commissioned that support
adults at risk of abuse or neglect, and children, as well as effectively
safeguard their well-being.
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The Safeguarding Children Board has a range of roles and statutory
functions including developing local safeguarding policy and procedures
and scrutinising local arrangements. In addition to these roles and
functions, the Board also coordinates what is done by each person or
body on the SCB for the purposes of safeguarding and promoting the
welfare of children in the area; and to ensure the effectiveness of what is
done by each person or body for those purposes.
The overarching purpose of an SAB is to help and safeguard adults with
care and support needs. It does this by:
• assuring itself that local safeguarding arrangements are in place
as defined by the Care Act 2014 and statutory guidance
• assuring itself that safeguarding practice is person-centred and
outcome-focused
• working collaboratively to prevent abuse and neglect where
possible
• ensuring agencies and individuals give timely and proportionate
responses when abuse or neglect have occurred
• assuring itself that safeguarding practice is continuously improving
and enhancing the quality of life of adults in its area.

4.

ACHIEVEMENTS AND HIGHLIGHTS FOR 2016/17

Safeguarding Children Board (SCB):
The SCB had 6 priorities in 2016/17 and made progress with all. The
health economy had a contribution to make to all priorities, but of
particular note to the health economy are Priorities 5 and 6, Mental
Health and Emotional Wellbeing, and the First 1000 days.
Mental Health & Emotional Well-being.
The SCB sought assurance that the offer for children and young people
with low to moderate emotional health needs in Liverpool offered an
accessible range of services. The Mental Health and Emotional Wellbeing Partnership was able to demonstrate that children and young
people (and their family) who responded to the service experience
questionnaires reported a positive experience of CAMHS services (this
is services within the comprehensive CAMHS offer and not just
specialist services). The Partnership also increased the delivery of
workforce and skills training and created a wider workforce mental
health training offer, with good uptake. A Self Harm toolkit with
associated training was developed and delivered to the LSCB
partnership workforce and schools.
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2016/17 also saw the establishment of 3 mental health hubs, one in
each locality, hosted by YPAS and the development of a Specialist
Eating Disorder Service at Alder Hey with CAMHS.
Health services and early years’ agencies identify the first thousand
days of a child’s life as critical to childhood development and long term
emotional wellbeing into adulthood. Ensuring that a child’s experience is
positive through effective evidence based interventions, and early
identification of potential adversity with appropriate ‘Early Help’ for a
family in this time period is key.
The key health professionals who work with this age group have been
offered additional training and support in the use of the Early Help
Assessment Tool (EHAT). The Child Death Overview Panel (CDOP)
identified that one-third of deaths in children aged under 2 years as
having modifiable factors, and highlighted sleeping practices as a
recurring theme. A campaign to address this across all agencies was
launched in 2015, and an audit undertaken in 2016 to understand impact
highlighted limited impact and the campaign was relaunched with
greater oversight. A further audit will assess impact of the relaunched
campaign.
Safeguarding Adults Board (SAB):
The SAB had 6 priorities in 2016/17 and the health economy had a
contribution to make to all of them. However, the priorities ‘prevention
and protection’ and ‘partnership working’ are of particular note.
Prevention and protection- this priority focused on ensuring that services
and standards of care improved to prevent abuse and neglect and to
promote people’s well-being. Notable work in 2016/17 was the
development of the Care Homes Improvement Strategy (CHIP), which
has a focused approach to improving care delivery. This included the
commissioning of My Home Life- a leadership support programme for
Care Homes.
A number of audits identified improvements required, initially identifying
falls and medication errors as areas requiring improvement. This work
included the development and dissemination of the Falls toolkit, led by
the CCG Falls lead The work has continued in 17/18, with strong
evidence of impact. 2016/17 also saw the increasing use of
telemedicine, with a launch in 37 care homes in line with the Care Home
Improvement Strategy.
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This has enabled the Homes to have access to nurse led advice and
support when they have health concerns about a resident, and has
contributed to a reduction in unnecessary and unplanned hospital
attendances. This leads to better outcomes for individuals.
Partnership working- the priority focused on exploring the potential for a
Safeguarding Board on a larger footprint to maximise effectiveness and
use of resources. This led to agreement from the 3 key agencies
(Health, Local Authorities and Police) for the development of a SAB
across Knowsley, Liverpool, Sefton and Wirral which came into being on
1st April 2017. The Independent Chair, Sue Redmond, was appointed by
a panel of representatives from the 4 areas in November 2016 to further
aid the development of the new Board.
5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 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.

5.2 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.
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

291

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

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

7.

CONCLUSION
The Governing Body is asked to note the contents of the 2 annual
reports for 2016/17. Both reports have been presented to the
Health & Well-being Board.

Jane Lunt
Head of Quality/Chief Nurse
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Liverpool Safeguarding Children Board
Annual Report
2016/17
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Foreword by Independent Chair: Liverpool
Safeguarding Children Board

More than ever this context requires that services seek different ways to
deliver services within limited budgets. Partnership working and true
collaboration are the only way to address such pressures in order to continue
to meet safeguarding responsibilities. I am reassured by the strong
commitment to working together in Liverpool and the determination of all,
from leaders to frontline staff, to deliver the best possible service so that
children are safeguarded.

Audrey Williamson
I was asked to be the independent chair of Liverpool Safeguarding Children
Board (LSCB), assuming the role, on an interim basis, in November 2016.
Liverpool partnership’s safeguarding arrangements, when last inspected by
Ofsted (2014) required improvement. Although significant work was
undertaken in response to this inspection it was of concern that Ofsted, in
their Joint Targeted Area Inspection (JTAI) June 2016, of the multi-agency
response to abuse and neglect in Liverpool, identified ‘significant and
widespread deficits across the partnership which senior managers and the
local Safeguarding Children Board did not know about’ until the inspection.

Significant improvement activity has been undertaken during 2016/17,
supported by leaders of services. Many aspects of this improvement work are
now demonstrating impact however it is clear that there is more work to do.
The annual report provides an honest picture of where progress has been
made and where more work is needed. LSCB will continue to have oversight
of this progress and support all partners through strong collaborative and
partnership working.

I am pleased that the local authority and partners responded robustly to the
JTAI and that Ofsted (Monitoring Visit January 2017) considered that progress
had been made in several areas however, evaluation of progress
acknowledged that there was still a considerable way to go to improve
services for children and young people. The need to improve the quality of
services is recognised by the local authority and the partnership of LSCB.

As Independent Chair, I would like to thank the Safeguarding Unit in its work
to support the partnership and my work as the independent chair. I would
also like to thank my predecessor, Howard Cooper, for his significant
contribution over three years to improve safeguarding children in Liverpool
through leading the LSCB. Finally I would like to thank all board members for
their continued support but particularly to all who provide services for
vulnerable children and their families. Sadly, without this critical work many
more children would experience greater need and harm.

This annual report acknowledges the challenges faced by partners in their
provision of safeguarding services in Liverpool, ranked as the 7th most
deprived of 326 Local Authorities in England, in the context of a continuing
difficult financial climate, complex health arrangements, different Police
structures and increased demands on the Council. All of these factors can and
do impact on both the demand for services and the challenge in providing
sufficient services and timely interventions.
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Contents:
Section One: Liverpool Safeguarding Children Board (LSCB), its Purpose and the Children it serves
Function and purpose of the LSCB, membership and committee structure; Liverpool, its children and young people, context
and key vulnerable cohorts;

Section Two: LSCB Activity
LSCB Actions; LSCB Key Areas Of Focus Committees and 2016/17 priorities.

Section Three: Assessment and Review
Ofsted JTAI & Improvement Plan; Learning from review: Serious Case Reviews, Child Death Overview Panel; Learning from
Audit: Audit, Section 11 & Section 175; Learning from the Voice of the Child ; Children Missing from Care; LADO;
Independent Reviewing Officer Service; Private Fostering ; Performance data.

Section Four: Learning from the Partnership
Children’s Social Care, Police, Health, Quality Assurance and Safeguarding Unit , MACE, Early Help, Education.

Section Five: Partnership Workforce Development
Section Six: Evaluation of effectiveness
Section Seven: Priorities and Planning 2017/18
Priorities for 2017/18; Partnership Commitment 2017/18

Appendices
Glossary of Terms, Financial arrangements, LSCB and Executive Group attendance, Attendance at training sessions

Liverpool Safeguarding Children Board- Staffing and Contacts
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is achieved. Safeguarding children boards also monitor and evaluate the
effectiveness of what is done by partners, individually and collectively, to
safeguard children. The Board has a lead role in the planning of services for
children and young people. The Board must undertake Serious Case Reviews
and advise the Authority and partners of lessons to be learned. Boards may
also engage in any activity which facilitates or is conducive to fulfilling its
objectives.

Section One: Liverpool Safeguarding Children
Board, its purpose and the children it serves.
1.1 Function and purpose of the LSCB, membership and
committee structure
Under the requirements of the Children Act 2004, the Local Safeguarding
Children Board is the key statutory mechanism for agreeing how the relevant
organisations in Liverpool will co-operate to safeguard and promote the
welfare of children in its locality.

Organisational responsibilities for safeguarding are outlined in Chapter 2 (52)
of Working Together to Safeguard Children: A guide to inter-agency working
to safeguard and promote the welfare of children, 2015

Section 13 of the Children Act (2004) sets out the requirement for the
establishment of an LSCB and specifies the organisations and individuals to be
involved. The core objectives of the LSCB are to:
•

•

Purpose of this Report
Working Together 2015 sets out the requirements for LSCBs to publish an
Annual Report.

Co-ordinate what is done by each person or body represented on the
Board to safeguard and promote the welfare of children in Liverpool
and
Ensure the effectiveness of what is done by each such person or body
for those purposes (s14(1) Children Act 2004)

LSCB is required to develop policies and procedures for safeguarding and
promoting the welfare of children and young people in its area, these include;
•
•
•
•
•
•

Thresholds for intervention in family life
Training for people who work with children
Recruitment and supervision of people who work with children
Investigations of allegations against people who work with children
Safety and welfare of children in private fostering
Cooperation with neighbouring authorities

LSCBs are required to raise awareness, across partners and communities, of
the need to promote and safeguard the welfare of children and how best this
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•

The Independent Chair of the LSCB must publish an annual report on
the effectiveness of child safeguarding and promoting the welfare of
children in the local area.

•

The report should provide a rigorous and transparent assessment of
the performance and effectiveness of local services. It should identify
areas of weakness, the causes of those weaknesses and the actions
being taken to address them as well as other proposals for action. The
report should include lessons from reviews undertaken within the
reporting period

•

The report should be submitted to the Chief Executive, Leader of the
Council, the local Police and Crime Commissioner and the Chair of the
Health and Well-Being Board.

The 2016/17 LSCB Annual report as well as providing information about the
role, function and structure of the LSCB provides detail of:
•
•
•

effective safeguarding arrangements are in place within their agencies and
that their service works in partnership across agencies.

LSCB Priorities and objectives within the LSCB Business Plan for
2016/17;
Partnership work and activity undertaken relating to these priorities
and objectives and;
A review and assessment of the effectiveness of this activity and
further actions that are to be undertaken for 2017/18.

Members should be able to:
• Speak for their organisation with authority;
• Commit their organisation on policy and practice matters and;
• Hold their organisation to account.

The board membership is made up of representatives from:

The Independent Chair
Education: Local schools (Primary and Secondary); FE College: Governors.
Health: NHS England, Liverpool Clinical Commissioning Group, Public Health
LCC Children’s Services: Children’s Services, Children’s Social Care, Careline
Police and other Legal agencies: Police; UK Visas and Immigration Service;
MCRC; National Probation Service
LCC Adult Services: Adult and Community Services
CAFCASS, Lay Member, NSPCC

The Independent Chair of Liverpool LSCB, Audrey Williamson, is held to
account for the effective working of the LSCB by the Chief Executive of
Liverpool City Council. Accountability is ensured and maintained through
regular supervisory meetings with the Chief Executive. The independent chair
also meets regularly with service leads; Director of Children & Young People’s
Services, Director of Adult Services, members of the LSCB Executive Group
and senior managers from Liverpool City Council Children’s Services, National
Health Service England, Liverpool Clinical Commissioning Group and
Merseyside Police. The chair also meets regularly with LSCB members, LSCB
Sub Group Chairs and LSCB Lay members.

LSCB meets quarterly, with an additional Annual Review Meeting taking place
at the close of the year. (Details of attendance at meetings pp7-8.)
The LSCB Annual Review Meeting is an opportunity for partners to review and
reflect upon partnership activity during the year and receive performance
reports as part of the board’s scrutiny and challenge activity.

Meetings consider and review a broad safeguarding agenda including early
help, neglect, child protection and service response. Discussions about
performance management across services and of partner agencies play a key
role in ensuring high level information sharing. Meetings also provide an
opportunity to review and consider any specific cases, or issues, which are of
concern.

LSCB, at its 2016/17 Annual Review meeting May 2017; reviewed activity
based on reports received from partners and officers relating to key
safeguarding activity; considered issues and challenges raised by officers and
partners and, refreshed and agreed priorities and objectives for 2017/18.
Reports from partners form the basis of much of the commentary contained
in this Annual Report.

LSCB Board Members
Board Members represent their agencies and as such must be of sufficient
seniority to do so. Board members have a responsibility to ensure that
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Liverpool Safeguarding Children Board Structure*

LSCB Sub Groups – Comprise of multiagency managers and professionals
and progress LSCB activity of behalf of
the LSCB partnership. Matters are
escalated for strategic consideration or
resolution as necessary.

*Structure as at June 2017
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LSCB Executive Group – Comprises of
multi-agency services leads and has
responsibility for progressing activity
within the LSCB Business Plan. LSCB
Sub Groups report on matters
evaluated and responsive activity
progressed. Matters are escalated for
strategic resolution as necessary

There are 167 educational establishments in Liverpool - 5 nursery schools, 8
infant schools, 8 junior schools, 99 primary schools, 2 primary academies, 15
secondary schools, 13 secondary academies, 12 Special schools, 1 all through
academy and 1 pupil referral unit. There is also 1 primary free school, 1
University Technical College, and 1 Studio school.

1.2 Liverpool, its children and young people, context and
key vulnerable cohorts
Population of Liverpool:
484,578 people were estimated to live in Liverpool in August 2016; 91,941 or
19% were aged under 18; 5,894 or 6.4% of children are aged under 1;
23,268 (25%) are aged 1-4; 26,051 (28%) are aged 5-9; 26,953 (29%) are aged
10-15; 9,775 (11%) are aged 16 or 17.

Vulnerable children and those most at risk of harm
At the end of March 2017 approximately 8% of the child population of
Liverpool, 7,300 children, were in families receiving support from Early Help
or registered as a child in need with Liverpool Children’s Services.
The potential number of children who may be exposed to domestic abuse in
the home; whose parents have mental health issues, or drug or alcohol
addictions; or are absent for a significant amount of statutory education, is
estimated to be between 5 and 13%. A much higher proportion of these
issues however, are prevalent in families supported by local services.
Child Protection and Social Care: in 2016/17 6,932 cases were accepted as
referrals to Children’s Social Care; at the end of the year 385 children were
subject to a child protection plan; 1,137 children were looked after by the
Local Authority; and 455 referrals had been made to see whether a child had
been subject to sexual exploitation.
Health: in 2016/17 4,497 referrals were made to Child & Adolescent Mental
Health Services; 14,066 under 18 year olds attended A&E who had
accidentally or deliberately been injured; 142 child deaths occurred across
Merseyside that were reviewed by the Child Death Overview Panel.

Socioeconomic context and inequality
Liverpool ranks 7th most deprived of 326 Local Authorities in England, but is
characterised by areas of high disadvantage alongside areas of relative
advantage.

Crime & Justice: in 2016/17, 857 under 18s were arrested in Liverpool; 163
children entered the youth justice system for the first time, and 43 under 18
year olds received a custodial outcome.

Approximately one in three children in Liverpool are living in poverty. The
level of child poverty ranges from nearly half of all children in the Princes Park
area living in poverty compared to one in ten in Woolton. Life expectancy is
12 years lower (72) in Kirkdale than in Childwall (84).
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How many vulnerable children in Liverpool receive support from the partnership?
One third of local children in need are looked after by the
local authority. Equivalent to a rate of 12.5 children per 1,000
of the 0-17 population

Nearly two thirds of
children in need were
subject to abuse or
neglect, whilst one in
five cases are due to
family dysfunction, or
family under acute
stress.

12% children in need
are subject to a child
protection plan,
equivalent to a rate of
4.2 children per 1,000
of the 0-17 population.

6% of children in need receive social care
support to meet their needs as a disabled
child, however a further 2.7% of CIN have a
registered disability or learning difficulty.

Approximately 43 in every 1,000
children in Liverpool are supported
by Early Help services, about 4% of
the child population in the city.
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The equivalent of 1 in 20 children in
Liverpool have been referred to Child and
Adolescent Mental Health Services during
the year, approximately 5% of all 0-17 year
olds in Liverpool.

During the year, 857 under 18 year olds were
arrested, equivalent to nearly 10 in 1,000 local
children.

5 in every 1,000 local children have been referred for potential
Child Sexual Exploitation.

5

How has demand changed for the LSCB partnership over time?
2014/15

2015/16

2016/17

2014/15

2015/16

2016/17

Referrals

8120

7531

6932

Assessments

7197

6791

7332

CIN

4150

4129

3318

CPP

449

394

385

The population of children subject to a Child Protection Plan
has also fallen, by 14%.

CLA

990

1040

1137

The number of Looked After Children has risen by 147 since
2015, an increase of 15%.

CSE Referrals

DA Reports with
children in the
relationship
Children
Reported missing

301

216

8887

509

360

5789

805

In the last three years referrals to Liverpool Children’s
Services have fallen by 1,188, or 14.6%.
However, in the same period the number of assessments
completed has averaged approximately 7,100 per year.
Since March 2015, the number of children in need (those on
a CIN Plan, Child Protection Plan, Looked After by the
authority, or subject to an open referral) has fallen 20%.

Referrals for suspected child sexual exploitation have grown
each year to more than double the rate seen in 2015.

455

3990

The number of reported domestic abuse incidents reported
where children are in the household has fallen steadily over
the last three years.

813

The number of children reported missing rose by 58%
between 2015 and 2016, but remained stable the following
year.
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• Developed a new model of workforce development offering a single blended
approach to multi-agency workforce development across the safeguarding
continuum
• Integrated learning from children and adult reviews in safeguarding training
programmes.
• Proactively engaged with frontline staff to better understand challenges and
the impact of LSCB activity.
• Approved LSCB guidance and developed workforce training to address selfharm.
• Commissioned a thematic review of Liverpool child suicides
• Extended support and commissioning of the LSCB Young Advisors
• Committed to funding a LSCB engagement Officer to better and directly
engage with children and young people to capture ‘their voice’ and
perspective on the safeguarding services.

Section Two: LSCB Activity 2016/17
2.1 LSCB and Executive Group Activity
What has the board done this year? During 2016/17 the LSCB and LSCB
Executive Group both met on 5 occasions and as a result the partnership
engaged in a number of activities towards supporting improved safeguarding
practice and services, and to address the areas for development identified by
the JTAI.
• Re-launched Responding to Need Guidance and Levels of Needs Framework.
• Approved and agreed mandatory use, across the partnership, of the online
Multi Agency Referral Form (MARF)
• Further extended the comprehensive and well regarded multi-agency
workforce development programme.
• Initiated delivery of an ongoing series LSCB ‘Spotlight’ sessions to managers
and front-line staff informed by learning from reviews and audit.
• Revised MASH arrangements agreed and Partnership Manager appointed.
• Revised Escalation Processes to better support colleagues in education.
• Established a clear programme of audit, including a revised methodology, to
enable a more focussed analysis on the performance of systems to
safeguard children across the continuum of need.
• Refreshed the quality and assurance framework and revised dataset to
enable a greater analysis on the impact of safeguarding systems.
• Developed more progressive partnership links with the education sector
• Contributed strategically to ensure a robust partnership response to the JTAI
and strategic led improvement plan
• Revised multi-agency arrangements for strategic oversight, monitoring and
implementing proactive practice on child exploitation.
• Commissioned a new LSCB website www.liverpoolscb.org, and improved
mechanisms for the communication of key learning and practice
improvement messages to practitioners.
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What does the board need to do next? Taking into account learning from
review, the findings of the audit programme and the challenges identified by
partner agencies LSCB will need to focus further activity to deliver
improvements in the following areas:
Levels of Need: The partnership still needs to address inconsistencies in the
application of levels of need when referring cases to the front door. Activities
to raise awareness and ensure guidance is used by referring practitioners will
receive significant focus in our training sessions. The LSCB audit programme
will continue to monitor quality and consistency of use of thresholds on
referral.
Multi-Agency Referral Form (MARF): The use of the online MARF has
increased significantly over the course of the year, however further increased
use of the form for referral, where there is no immediate risk to the child, can
reduce pressures on the front door and improve the quality of information
provided for assessment. LSCB will continue to promote the use of MARFs by
practitioners and monitor the quality of this type of referral through the audit
7

Priority One: Neglect

programme. Statistics on the usage of MARFs will be reported to the LSCB and
shared with lead professionals across the partnership. Furthermore, Careline
have committed to developing and maintaining a quality assurance process
to inform improvements in the quality of online referrals.

Child neglect has received increasing focus in recent years with the creation
of new policy and practice initiatives across the country, including parenting
support for families with pre-school-aged children as part of early
intervention services. There is now a widespread acceptance that poor
parental care of younger children limits life chances and is bad for society in
the long term.

Learning from Reviews: LSCB needs to further embed learning from reviews
so that changes to safeguarding practice directly improves outcomes for
children and young people. Evidence of impact will be sought from audit and
improvements in the timely progression of agreed actions will be progressed
by the LSCB executive group.

The aim of the Neglect committee, convened in 2016/17, was to ensure early
recognition of neglect and improve agency responses to children and young
people affected by neglect through strong and effective multi-agency
leadership.

Performance Analysis: Timely and effective provision of performance
information and intelligence from partner agencies needs to be further
developed in order to provide more effective monitoring of progress in
priority areas, and providing analysis to inform strategic decision making to
address areas of concern, or identify impact of interventions.

How have things changed?
Referrals for Neglect and Abuse have risen 7% over the last year. The
proportion of Children becoming subject to a Child Protection Plan (CPP) for
reasons of neglect increased by 95% between June 2016 and March 2017; CPP
for reasons other than Neglect had remained stable during the same period.

2.2 LSCB Priorities and Key Areas of Focus (KAOF)
committees

Children becoming subject to a CPP 2016/17

During 2016/17, the board and its partners committed to developing
responses to safeguarding and monitoring our effectiveness across six priority
thematic areas: childhood neglect; the impact of domestic abuse on children;
the impact of criminality on children; child sexual exploitation; mental health
and emotional wellbeing of children and young people; and safeguarding
children in the first 1,000 days of life.
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The Board and its partners also continued to monitor children missing from
home or care, allegations of abuse against professionals as recorded by the
Local Authority Designated Officer (LADO), and private fostering
arrangements.`
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CPP starts other than neglect
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CPP Starts for Neglect

Priority Two: Domestic Abuse

Assessments with “factors relating to abuse or neglect” rose significantly in
the last three months of the year, from 109 to 175, a rise of 60%.

The Violence Against Women and Girls Strategy Group (VAWG), committed
to review the impact of domestic abuse on children in the household and to
be better informed about children suffering domestic abuse in order to better
respond to reduce the harm to children arising as a result of domestic abuse.

During 2016/17, re-referrals for ‘neglect or abuse’ equated to 64% of all rereferrals. Recording of Neglect as a sub category of Neglect or Abuse is now
in practice from the start of the new reporting year (17/18). Disaggregating
for the 2016/17 cohort was not possible.

How have things changed?

LSCB is not currently in a position to determine the prevalence of neglect
within the growing Early Help cohort. Further work is required to develop
Early Help systems recording of category of need data. It is important that the
prevalence of children in receipt of a service for neglect who are not yet in
receipt of a statutory service (EHAT) is established.

Reported domestic abuse incidents have fallen over the year with 24,636
cases reported in 2016/17, 13% below 2015/16. The number of cases
reported with children in the household has also fallen by 25%, from 15,477
to 11,600. 74% of Multi Agency Risk Assessment Conferences (MARACs)
involve households with children, 49% of whom are known to early help or
CSC. 20% of CIN whose assessment identifies Domestic Abuse as a risk factor
are the victims of the abuse however, in 1 in 10 cases the child is the risk.

The link between poverty and neglect has been well established. In recent
years increased austerity and welfare reforms have had an impact on children
and families as evidenced by an increase in ‘starters’ on CP plans under the
category of neglect. Neglect was responsible for 100% of the 25% increase in
child protection plans issued in 2016/7. To further inform and develop the
partnership’s response to neglect, LSCB has committed to an audit of the
multi-agency response to cases of neglect in 2017/18.

Focusing on DA as a key factor this year has provided a spotlight on the work
between separate children and adult services and how these services do not
always communicate effectively.
Work has started to improve data
collection, monitoring and reporting for example:
•

Whilst much of the local and national preventative work has focused on the
potential for neglect in younger children, recent research by the Children’s
Society shows that parental neglect of adolescents has remained low on the
agenda. Although it is generally accepted that raising adolescents is a test of
parenting skills, there is little formal support available and a lack of sympathy
for those who may struggle with its complex demands especially if their
children become problematic for society (for example by becoming involved
in crime or anti-social behaviour). Cases of concern, including the response to
teenage neglect, have been reviewed by the LSCB Critical Incident Group who
have highlighted the challenge in responding to complex cases. Teenage
Neglect will be a focus of the 2017/18 neglect audit.
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•
•

MARAC data on actions for children has been changed to enable easier
data collection.
The number of actions raised at MARAC and joint work between children
and adult support is beginning to evidence a ‘whole family’ approach.
Changes have been suggested to ensure that cases are not closed at
assessment by Children Social Care before MARAC information is fed back
to Social Workers.

LSCB has committed to undertaking an audit of the multi-agency response to
cases where domestic abuse is present in the home. Learning from this will
inform practice alongside a new Domestic Abuse Strategy to be published by
the VAWG in 2017/18.
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2016/17 has seen the development of a city wide Safeguarding Forum, Open
Space, linking schools and other agencies who support and protect the
welfare of children. Training programme for CRC officers will include EHAT
awareness to increase the completion of assessments where it is identified an
offender has a child

Priority Three: Reducing the impact of Criminality on children
Through the work of the CitySafe board and youth offending services, and in
conjunction with Liverpool Children’s Services, the partnership has sought to
reduce the impact of criminality, whether as perpetrators, or direct/indirect
victims of criminality, on children’s present and future lives so that the effect
of criminality on children is reduced.

The POPs pilot in HMP Liverpool has sought to improve the connection and
support for the families of those in custody including improved entry and exit
interviews with families identified and referred for support.

How have things changed?
During the year 1,349 violent or sexual offences were perpetrated against
under 18s, and there were 163 new entrants to the youth justice system; both
factors showing an increase in the number of children affected compared to
2015/16.

There is further work to do to raise awareness of criminal exploitation as this
has been identified as a gap in knowledge across partner agencies. LSCB are
working to develop a training package in relation to this and the remit of the
Multi Agency Child Exploitation (MACE) strategic group now covers both the
sexual and criminal exploitation of children. The issue of criminal exploitation
presents challenges particularly in relation to cross border working as a
number of Liverpool children have been found to be exploited in other areas
of the country.
Priority Four: Child Sexual Exploitation
The partnership seeks to identify the extent of CSE and to ensure a consistent
response across all agencies in order to protect children. Work ranges from
preventative and protective activity across the whole child population and
includes better support for child victims and the prosecution of perpetrators.
Conscious of the risks to children who are alone, particular attention is paid
to those children who go missing from; care, home, education or health
provisions.
Potential victims of CSE, particularly those from vulnerable groups, are
supported to understand the risks of CSE so that they are more able to keep
themselves safe through better support from families and professionals. As a
result victims of CSE are better protected and receive appropriate therapeutic
support.

Limitations in available data mean that it is difficult to quantify the extent of
the impact of criminality on children within the Liverpool area. Although
statistics are available for the number of child victims and/or perpetrators of
crimes, further work is required to develop effective monitoring of the
numbers of children affected, particularly those in families involved in
criminal activities, or with parents/siblings in prison or on probation.
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currently engaged in delivering this programme with a further 15 schools
registered for the second phase rollout.

How have things changed?
In 2016/17, 455 referrals were considered by the MACSE, a 26% increase on
the previous year’s figure of 360. 16% of referrals were for male children,
showing an increasing trend for the identification of male victims of CSE.

‘Listen to My Story’, a Merseyside wide campaign, designed to raise
awareness of the issue of CSE among professionals, young people, parents
and grandparents and members of the public, was launched in March 2015
and has remained in place during 2016. The focus has been on raising
awareness in the local community, which has included development of a
training programme for taxi drivers, hoteliers and the nigh time economy.

A significant increase in the number of children referred under the age of 10
when compared to the previous year shows awareness raising efforts have
improved the identification of potential cases of exploitation of younger
children.

The LSCB CSE sub group has been replaced with a monthly local MACE
strategic group chaired by the AD Children’s Social Care and DCI Merseyside
Police. The remit of the group has been extended and now covers both sexual
and criminal exploitation of children.
Significant work remains to raise awareness of criminal exploitation as this
has been identified as a gap in knowledge across partner agencies. LSCB are
working to develop a training package in relation to this, and the MACE
strategic group
Priority Five: Mental Health & Emotional Well Being
The Mental Health and Emotional Well Being (MHEWB) Partnership Board
seeks to ensure a comprehensive and accessible set of services for children
with low to moderate mental and emotional health needs so that these issues
do not impact on their future lives. Children with low to moderate emotional
health needs need to be effectively supported by relevant, necessary and
timely interventions and services, so they are better able to overcome mental
health difficulties, and go on to achieve good outcomes.

Work continues to raise awareness of CSE across the LSCB partnership and in
the wider community. A CSE awareness raising drama production ‘On One
Condition’ has been shown across Alternative Education Providers in
Liverpool.

How have things changed?
The number of referrals into CAMHS is increasing year on year. There has
been a 17% increase in referrals from 2014/15 to 2016/17 with an increase in
contacts of 66.4%. 13,274 CYP are estimated to have been seen across the
CAMHS Partnership during 2016/17. As a result, the number of appointments
across the CAMHS partnership has increased by 51.7%.

In addition, young people affected by exploitation have been involved in the
development of a ‘Safe Skills’ resource for primary school age children. This
resource is being rolled out across Merseyside, 47 primary schools are
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mechanisms across providers also has limited analytical and reporting
functions.

89% of children and young people reported positive progress toward their
goals, suggesting children and young people are making improvements in the
areas that are most important to them.

Priority Six: First 1,000 days
Safeguarding children in their first one thousand days, up to the age of two,
is critical to ensure some of the most vulnerable children are kept safe from
harm. The LSCB identified this as a key area of focus as a significant number
of Serious Case Reviews related to children under one year old. In addition,
infant mortality in Liverpool’s is above National averages for those aged 0 to
1 years, this has consistently been the case for a number of years.
Health Services and early years’ agencies identify the first thousand days of a
child’s life as critical to childhood development, and long term good health
and emotional wellbeing into adulthood.
How have things changed?
Partnership agencies have committed to ensuring identification of needs for
younger childhood remain a priority, and whilst the proportion of unborn
children and under 2 year olds subject to a CPP, CIN, or becoming CLA has
remained stable, the proportion becoming CPP and subject to a Single
Assessment in the age group has risen throughout the year.

Reviewed through service experience questionnaires, children and young
people and their parents were overall very positive about their experiences
of CAMHS services.
In support of improved outcomes for children and young people CAMHS have
increased the delivery of workforce and skills training and a wider workforce
mental health training offer. LSCB has developed a Self-Harm Toolkit and
training has been delivered to the LSCB partnership workface and schools.
This year has also seen the development of 3 CYP Mental Health hubs across
3 localities hosted by YPAS, and the development of a Specialist Eating
disorder service in Alder Hey CAMHS.
Although awareness raising activity and responsive services have been of
benefit, funding and provision of resource sufficient to meet increasing need
and demand remains a challenge. The quality of data and reporting
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Child deaths reviewed by CDOP for those aged 0-under 2 have increased from
26 in 2014/15, to 31 in both 2015/16 and 2016/17, with one third of those
reviewed identified as having modifiable factors.
Merseyside Child Death Overview Panel has previously identified unsafe
sleeping practices to be a recurring theme in child mortality cases under 2,
and launched a campaign in December 2015 using materials designed by
Lancashire CDOP.
Audits have been undertaken to determine the effectiveness of the campaign
and the compliance of agencies with the safe sleep pathway. A sample of
Midwifery and Health Visitor records were audited to assess practitioner
compliance with safe sleep practice guidance.
The audit found that:
-

87% of sampled cases did not receive any antenatal safer sleep
information.
22% only evidenced the use of the assessment tool contained within
the safe sleep pathway.
69% had a safe sleep assessment completed at birth – 40% of these
were reviewed.
In only 25% of cases was the information given by the community
midwife prior to discharge from their service.

In response to the findings, a task and finish group has been committed to
disseminate the findings of the audit, re-launch the multi-agency safe sleep
protocols, and undertake a further practitioner audit to assess its effective
implementation.
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What wasn’t?
There are serious and widespread deficits across the partnership, which
senior managers and LSCB did not know about until inspection included
failings to protect some children and young people from harm at the ‘front
door’, including those at risk of being sexually exploited and who are missing
from home and care.

Section Three: Assessment and Review.
The evaluation of the effectiveness of the LSCB and its member agencies is an
ongoing process that all partners must engage in. Throughout the year
external inspection, self-evaluation and LSCB reflection have informed the
partnership and allowed it to remain flexible in adapting to service challenges
and the changing needs of vulnerable children. This learning from evaluation
is needed to identify strengths to build on, and weaknesses to address, in
order to ensure that the partnership and all agencies continue to improve the
services delivered to protect children from abuse and harm.

•
•

JTAI and Ofsted monitoring visits

•

In June 2016 the partnership was subject to an Ofsted Joint Targeted Area
Inspection focussing on Neglect and Abuse (CSE). The findings from this
inspection were published in August 2016. A monitoring visit was undertaken
in January 2017 to check progress made against the identified weaknesses.

•

•

What was positive?
• There is a strategic commitment and clear ambition to improving
services for children across the partnership
• The police have good working relationships with local authority
partners and other services that operate across the area.
• Members of the LSCB demonstrate a whole systems approach to
safeguarding
• The availability and quality of multi-agency training are generally good
and linked to board priorities.
• The implementation of an integrated early help strategy is a
partnership priority.
• Careline’s 24-hour service provides good continuity and
communication between daytime and out-of-hours services.
• The NPS manages high-risk perpetrators of child sexual exploitation
and MAPPA is used effectively for the very high risk cases.

In response to the JTAI findings and monitoring of progress, LSCB engaged in
activity to address deficits and weaknesses, and provided scrutiny and
challenge as part of a partnership improvement board which strategically lead
implementation of activities in the Liverpool JTAI Improvement Plan.
The partnership undertook activity acknowledged in Ofsted’s monitoring visit
of January 2017, which found improvements including:
•
•
•
•
•
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Ineffective performance management and quality assurance.
Ineffective management oversight means that statutory child
protection enquiries are not consistently undertaken by children’s
services or jointly investigated by the police.
Police record keeping shows limited evidence of recording of strategy
discussions or meetings on Police systems
A lack of clarity about section 47 strategy meetings, child sexual
exploitation meetings and MACSE meetings – interventions are taking
too long and children remain at risk.
Sporadic use of MARFs and confusion regarding thresholds
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Improvement in the quality of performance management information.
Strengthened arrangements for carrying out child protection
enquiries.
Joint investigations being carried out promptly by social workers and
police officers.
Better use being made of strategy discussions and meetings to share
information and to plan and coordinate multi-agency responses.
Increasing use of the Multi Agency referral form (MARF)

•

•

Clearer distinction between operational and strategic responses to
child exploitation so that risks to children and young people are
identified more quickly and responsive action taken.
Better responses, provided by the local authority, for children who go
missing.

Impact of this activity is able to be evidenced; MARF usage has increased with
online referrals significantly increasing from August 2016. Analysis of receipt
showed a rise from 198 MARFs in August 16, to 341 in February 2017. This
increase in usage has been maintained through to March 2017.
MARF analysis has shown that usage of the MARF provides an improvement
in the quality of information provided by agencies which, in turn, supports
more effective and appropriate assessment and response. Increase therefore,
in usage of the MARF, is important and welcomed. Further evidence that the
MARF promotes better sharing of information at referral has been provided
via the LSCB audits conducted in October 2016 and February 2017.

LSCB has had particular regard and responsibility for improvement activities
in respect of understanding Levels of Need (LON) and extending appropriate
usage of the Multi Agency Referral Form (MARF).
Increased usage of the MARF:
•
•
•
•
•
•

LSCB approved mandatory usage of the MARF (introduced August
2016).
Focused briefing sessions, on use of the MARF, were delivered with
colleagues from Education and Health.
A MARF feedback loop has been established providing analysis on
agency use of the MARF, reported to the LSCB Executive group.
MARF analysis reported to agency workforce development leads to
facilitate better use of the MARF by agencies.
Audit of MARF quality as part of LSCB monitoring programme.
LSCB Executive monitoring MARF Quality Assurance process at
Careline.

Since April 2016, the proportion of vulnerable children supported by tier three
rather than tier four services has increased from 43% to 56%. The higher
proportion of children being supported at level 3 indicates more appropriate
application of levels of need and better identification of needs requiring
support and intervention.
There has been a significant increase in partnership engagement following
development of the LSCB training and workforce development programme.
The revised programme seeks to better raise awareness of LSCB levels of need
guidance, provide consistency in practitioner understanding and application
of levels of need and appropriate intervention sought, ensure more
appropriate referrals to Children’s services, and further develop partnership
practice and work to safeguard children and young people. The introduction
of ‘Spotlight On’ sessions, and improved communication of safeguarding
learning opportunities, has seen attendance at training by multi agency
practitioners increase 36% since 2015/16.

Levels of Need are understood and embedded across the partnership:
•
•
•
•
•
•

Revised RN LON framework agreed by board July 2016.
LON pocket guides provided for FL staff across the partnership
Undertaken BI work to better understand challenges to agencies
LSCB Audit Group audited application of thresholds at the front door
in October 2017.
Audit of cases stepped down to Early Help by Careline.
Providing challenge to Workforce development leads on the quality of
referrals.
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Although Ofsted’s monitoring visit found that progress to improve services for
children and young people had been made, note was made that ‘there was a
still considerable way to go’. Through continued activity LSCB is working hard
to ensure that required improvements are made.
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•
•
•

3.1 Learning from Reviews
LSCB Critical Incident Group
The LSCB Critical Incident Group (CIG) has responsibility for considering cases
referred to them to review agencies’ contact and interventions with a child
and family and consider whether a case satisfies the statutory criteria for
initiation of a serious case review. The group, consisting of senior managers
from multi-agency settings, advises the independent chair of LSCB of their
recommendation as to whether a Serious Case Review (SCR), or other review
or actions, should be initiated. The final decision to initiate an SCR rests with
the independent chair of LSCB.

•
•
•
•

Serious Case Reviews
LSCBs are required to undertake reviews of serious cases in specified
circumstances. Serious Case Reviews are initiated by LSCBs so that
professionals and organisations protecting children are able to reflect on the
quality of their services and learn from their own practice and that of others.
Good practice should be shared so that there is a growing understanding of
what works well but conversely, when things go wrong there needs to be a
rigorous, objective analysis of what happened and why, so that important
lessons can be learnt and services improved to reduce the risk of future harm
to children.

During 2016/17, The Critical Incident Evidence Committee considered 11
cases against Serious Case Review criteria involving 18 children. Cases
involved; 13 boys, 4 girls, and one unborn child. 7 children were under 2 years
of age, 5 children were of primary school age and 6 were of secondary school
age. Reasons for referral to the CIG group included suicide (2); unexplained
death (2); sexual assault (2); neglect (9); physical harm (1); FGM (1); parenting
capacity (1).
The most common features and identified risk factors in the cases referred
for CIG consideration were:
•
•
•
•
•
•

Serious Case Reviews are undertaken to learn lessons and improve the way in
which local professionals and organisations work together to safeguard and
promote the welfare of children.

Parental learning difficulties
Current or recent Domestic Abuse
Poor home conditions/ living environment
Neglect was a referral reason in 9 of the 11 cases
Parental Mental Health issues, Parental learning difficulties, and birth
before age 20 coincided in a number of cases
Language barriers and cultural considerations

The LSCB must always undertake a Serious Case Review (SCR) when the
following criteria are met under Regulation 5 of the 2006 LSCB Regulations:
abuse or neglect of a child is known or suspected; and, either
(i) the child has died; or
(ii) the child has been seriously harmed and there is cause for concern as
to the way in which the authority, their Board partners or other relevant
persons have worked together to safeguard the child.

On review of cases these cases and the outcomes of reviews, areas of
weakness that may have contributed to the outcome included:
•

Poor quality of information sharing, poor attendance at meetings.
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Poor multi-agency working
Poor application of thresholds
Timeliness of interventions including referral to Careline, assessment
by Careline, escalation from Early Help to CP
Concerns over parental engagement with services
Poor agency management of EHAT
Professional over optimism on parenting capacity.
Concerns about parenting capacity/supervision/behaviour
management.
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Management of Concerns in relation to Child Sexual Exploitation:
Where the SCR criteria has not been met, the LSCB can also undertake
smaller-scale multi-agency case reviews. Whatever the type of review, the
principles are still the same with the aim being to share information, identify
good practice and establish the key lessons that will help to improve
safeguarding arrangements. The type and range of reviews undertaken by
Liverpool SCB is clearly outlined in the LSCB Learning & Improvement
Framework.

Previous systems have focussed more on intervention following an assault
rather than preventing the assault in the first incidence. Preventative
approaches to Child Sexual Abuse should be strengthened in frontline
practice.
Safeguarding Children in Migrant Families and the Use of Professional
Interpreters:

LSCB initiated one serious case review during 2016/17 (Reported to LSCB June
2017).

Professional interpreters should always be utilised within safeguarding
practice- children for whom there are safeguarding concerns should not
undertake this role.

Serious Case Review – Child S: Learning and practice issues identified through
the review process is summarised:

Effective Information Sharing to prevent Delay and Drift:
Practitioners attending meetings on behalf of their agency should ensure
agency information is collated ahead of meetings and that involved colleagues
are updated after meetings.

Early Intervention – the offer of Early Help and Support:
It is important that children have the opportunity for a cognitive assessment
to enable greater understanding of the extent of their developmental delay
i.e. is the delay specific to learning or more global in respect of cognition? This
should be a multi-agency provision and is critical to the assessment of risk and
vulnerability when working with children.

For children that need help – every day matters. Safeguarding work should
always be carried out in a timely manner to ensure that children are kept safe,
are well cared for and are protected from abuse.
The Importance of ensuring Assessments are comprehensive and take into
account all issues affecting parenting capacity:

Assessments should not be solely educationally based and the multi-agency
workforce should have sufficient cultural competence to undertake this work.

Limitations in using the domains of the Framework for the Assessment of
Children in Need and their Families along with perceived parental compliance
resulted in a professional acceptance the parents could protect Sam.

Assessments should address issues of Equality, Diversity and the Impact of
Adverse Childhood Experiences (ACE’s):
A holistic multi-agency assessment of the child, which includes greater
understanding of early adverse childhood experiences would enhance the
assessment, contribute to improved planning and intervention and enable the
provision of specialist trauma support for children.

The Importance of Professional Challenge and Use of Escalation Procedures:
Formal escalation processes should be utilised where practitioners have
concerns that they can’t resolve.

Practitioners can be encouraged to take consideration of ACE in their
assessment, planning and intervention.

312

17

22 (25%) of non-neonatal cases had modifiable factors including cross border
communication, smoking in household, safety and supervision within family
home, co-sleeping/unsafe sleeping, bereavement support; alcohol and
substance misuse, delay in medical advice being provided, lack of clarity in
agency advice provided, parental mental health, failure to act upon clear signs
of deterioration

Action agreed in response to SCR Child S include:
•
•

•
•
•

Changes to practice in relation to the management of CSE concerns
implemented.
Single pathway for Child Exploitation (including Criminal and Sexual
exploitation) and a daily Multi Agency Child Exploitation meeting
MACE.
Local protocols and procedures for Child Exploitation revised and
updated.
LSCB Spotlight session on local pathways for sharing concerns about
Child Exploitation developed for delivery in 2017.
Understanding and assessment of Adverse Childhood Experience
(ACE) incorporated into workforce development activity.

Domestic violence was identified as a feature in a significant number of
families where child deaths have occurred.

3.2 Learning from Audit
Three Multi Agency Audits were undertaken during 2016/17. Each audit leads
to the development of a detailed action plan to address issues raised, and the
LSCB Audit sub group is responsible for monitoring the implementation of
actions by partners.

SCR Summary - Newsletters
LSCB SCR Summary Newsletters are developed for all completed reviews to
ensure agencies are familiar with the features, findings and learning identified
during LSCB Review Activity. Professional Development Group members are
accountable for disseminating learning within their agency and Features,
findings and learning has been included in the both LSCB Learning and
Improvement Framework (LIF) and integrated into the LSCB ‘Learning from
Reviews’ Training session.

Emotional Wellbeing April 2016
Liverpool LSCB identified Emotional Well Being (CAMHS provision Tier 2/3) as
a business priority for 2014-15. The audit, Undertaken in February 2016, and
the report was published April 2016, key findings included:
•

Child Death Overview Panel (Merseyside)
•

Merseyside Child Death Overview Panel (CDOP) involves all five Merseyside
LSCBs; Liverpool, Knowsley, St. Helens, Sefton and Wirral.

•

In 2016/17, Merseyside CDOP reviewed 142 child deaths. 53 neonatal deaths
(ages 0-27 days) were reviewed and 89 non-neonatal deaths (ages from 28
days up to 18 years) were reviewed.

Application of LSCB Levels of Need at the Front Door October 2016

21 (40%) of neonatal cases had modifiable factors including co-sleeping,
smoking, service provision issues, high maternal BMI; treatment delay,
substance misuse, delay in booking.
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Communication of details of children subject to a child protection plan
between CAMHS and Children’s Social Care needs to be reviewed to
ensure that accurate details are in place for open cases to CAMHS.
Transition from child to adult services, and from Social Worker to Social
Worker was hampering consistent service and quality of support to
children and young people.
Some very good practice is evident, but there are still concerns about the
regular and appropriate sharing of information between agencies

Undertaken in October 2016, the audit sought to review the quality,
appropriateness and timeliness of referrals to Careline; to identify if the
guidance as set out in LSCB document Responding to Need Guidance and
18

Levels of Need Framework was being applied; and, review the
appropriateness and timeliness of the response to these referrals/contacts.
Key findings included:
•
•
•
•

•
•

S11 and S175 Audit
It is the duty of the LSCB to hold agencies to account in terms of their
safeguarding arrangements and practices. The principle means by which this
is achieved is through self-evaluation by partner agencies in Health, police,
and local authority services (Section 11 Safeguarding Audit), and by individual
education settings, such as schools, alternative providers, and nurseries
(Section 175 Safeguarding Audit).

A significant proportion of referrers were not using the Responding to
Need Guidance and Levels of Need Framework.
Consent is being sought and obtained; however where consent was not
obtained the referring agency was clear on why and the efforts taken.
Several referring agencies commented that no feedback was provided to
them on the outcome of the referral.
Referrers were not always following up with written details; however:
sufficient information is being provided to Careline to make an informed
decision,
Referrals were timely and appropriate and outcomes considered
appropriate by referrers.
All agencies need to ensure accurate recording of referrals to other
agencies noting the level and depth of information provided to partners.

Section 11 was issued under the Children Act (2004) and has been reinforced
in Working Together to Safeguard Children 2015. Section 11 places duties on
a range of organisations and individuals to ensure their functions, and any
services that they contract out to others, are discharged having regard to the
need to safeguard and promote the welfare of children.
Section 11 places a duty on:
•

Early Help Step Down by Careline February 2017
•
•

Undertaken in February 2017, the audit sought to evaluate Careline decision
to refer cases to Early Help. Key findings included:
•

•

•
•

•

In most cases the decision to recommend a referral to Early Help is
appropriate, however some cases with clear Level 4 need were not
referred to Social Care.
LON guidance is not sufficiently referenced or clearly used by referrers;
referring via MARF increased the likelihood of guidance being referenced
and improved the quality of referral.
Referrers are not evidencing that they have consulted with agency leads
or referred to EHAT guidance prior to referral.
Many contacts that result in a referral to Early Help are requesting advice
and guidance on how to proceed and may be able to consider an EHAT or
make EHH referral themselves.
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•
•
•
•
•
•
•
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local authorities and district councils that provide children’s and other
types of services, including children’s and adult social care services, public
health, housing, sport, culture and leisure services, licensing authorities
and youth services;
Schools and colleges.
NHS organisations, including the NHS Commissioning Board and clinical
commissioning groups, NHS Trusts and NHS Foundation Trusts;
the police, including police and crime commissioners and the chief officer
of each police force in England
the British Transport Police;
The UK Border Agency.
Housing Authorities (and under Part 1 of the Housing Act 2004)
Probation Service;
Governors/Directors of Prisons and Young Offender Institutions;
Directors of Secure Training Centres; and
Youth Offending Teams/Services

Organisations’ Rating of Compliance: The LSCB Section 11 Audit requires that
organisations rate their compliance with Section 11 requirements against 51
agreed safeguarding standards, arranged into 11 key areas. Collectively,
institutions in Liverpool evaluated their Safeguarding practices as Grade 3,
where 4 is the highest standard and 0 is the lowest:

All self-assessed standards averaged above the minimum standard of grade 3
with the exception of grade 7 “Effective inter-agency working enabling
information sharing to service users”
The three highest self-assessed standards across all agencies were
•

Section 11 standard
1 Senior management commitment to the importance of
safeguarding children.

Grade

•
Grade 3

•
2 A clear statement of the agency's responsibilities towards
children is available to staff.
3 A clear line of accountability within the organisation for work
on Safeguarding and promoting the welfare of children

Grade 3

The three lowest self-assessed standards across all agencies were
Grade 3

•

4 Service development takes account of the need to safeguard
and promote welfare

Grade 3

•

5 Service development is informed by the views of families and
children

Grade 3

•

6 Individual case decisions are informed by the views of children
and families

Grade 3

7 Effective inter-agency working enabling information sharing to
service users

Grade2

8 Staff training on Safeguarding and promoting the welfare of
children for all staff working with or in contact with children and
families
9 Safer Recruitment

Grade 3
Grade 3

10 Effective inter-agency working to safeguard and promote the
welfare of children (S11) & Working Together (2013)

Grade 3

11 Effective inter-agency working and information in order to
ensure safeguarding and promoting children's welfare

Grade 3
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Standard 3 - A clear line of accountability within the organisation for work
on Safeguarding and promoting the welfare of children
Standard 1 - Senior management commitment to the importance of
safeguarding children.
Standard 2 - A clear statement of the agency's responsibilities towards
children is available to staff.
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Standard 8 Staff training on Safeguarding and promoting the welfare of
children for all staff working with or in contact with children and families
Standard 4 Service development takes account of the need to safeguard
and promote welfare
Standard 7 Effective inter-agency working enabling information sharing to
service users

The highest scoring self-assessed agency over all the standards was the Youth
Offending Service; the lowest scoring self-assessed agency over all the
standards was Merseyside CRC.

3.3 Learning from the voice of children
Findings from the LSCB’s Annual Review process, recommendations from
quality assurance and audit programmes, and inspection by Ofsted have all
highlighted that effectively capturing and reflecting upon the voice of the
child has remained a challenge within Liverpool’s partnership.

In response to these findings, the LSCB has planned a series of challenge
events to support services in identifying actions that can be taken to improve
compliance with expected standards.

During 2016/17, the Voice of the Child Committee developed an action plan
to ensure the voice of children is being systematically captured; that
consultation with children is meaningful, that the lived experience, opinions
and feelings of the child are at the core of the support services provide; and
that plans result in improved outcomes for the most vulnerable.

Section 175 of the Education Act 2002 requires governing bodies of
maintained schools and further education colleges to make arrangements for
ensuring that functions are exercised with a view to safeguarding and
promoting the welfare of children. The Education (Independent School
Standards) Regulations 2014 apply a duty to proprietors of independent
schools, including academies and free schools, to ensure that arrangements
are made to safeguard and promote the welfare of children.

The plan aimed to deliver on three key aims:
•

The local S175 audit has been developed by School Improvement Liverpool
who contact each setting to ensure it is completed. A year on year analysis is
completed and shared by School Improvement Liverpool with the Schools’
Safeguarding in Education Focus Group and LSCB. Approximately one in ten
of the 178 settings completing the audit were not fully compliant with the
following standards:
•
•
•

•

Requirements to make Safeguarding information and policies accessible
to parents and the wider community
Effective head teacher and Governor scrutiny and oversight of the
Safeguarding team
A behaviour policy for children referencing situations where physical
contact may be required; and, the school’s safeguarding framework
covers further policies or procedures including the school’s emergency
management plan, medications, first aid, equality objectives and
accessibility plan

•

To support these aims LSCB will appoint (2017/18) an Engagement Officer to
engage with young people and support LSCB Young Advisors to gather the
voice of young people from key vulnerable cohorts.
LSCB Young Advisors: To Improve the LSCB’s communication with children
and young people LSCB have recruited a team of Young Advisors to consult
with children and young people about a range of issues. The LSCB Young
Advisors (YAs) are aged 15 to 24 years and are employed via commissions
received by the LSCB and partner agencies. During the year the LSCB recruited

90% of non-compliant settings already had an action plan in place to address
these areas.
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Develop the LSCB Voice of the Child Committee and work of the LSCB
Safeguarding Apprentice so that the voice of children is being captured on
a single agency basis and is systematically captured on a multi-agency
basis.
Undertake regular audit of agencies engagement with children and young
people and ensure that systems and tools used to illicit the voice of the
child are embedded across agencies and understood by all staff so that
the experiences of children and young people are used as a measure of
improvement.
Be assured that services are responsive to the safeguarding needs and
risks experienced by children and young people in Liverpool.
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a second cohort of LSCB Young Advisors and the group now consists of 20
young people who are active members.

The second commission, “Manifest the Manifesto”, sought to understand
how politically aware Young People are, and engaged with approximately 300
CYP in Liverpool aged 11-19 and found that alongside job relevant education
and, having an opportunity to feed into decision making and being heard were
dominant themes.

In addition, the IRO service has worked with the Participation Service to
ensure children’s rights are represented. They encourage individual children
and young people to participate fully in reviews and conferences and for their
views to be taken into account in planning. They are supported by the
Children in Care Council volunteers and ensure their voice is listened to in
Children’s Services and service developments.

“Some listen, others don't. Often people are disinterested and any
views that break away from the 'norm' are silenced quickly.”
“Opportunities for people to get out of trouble and off the streets prevent them from getting up to mischief, entering gangs etc.

Young Advisors Commissions:

“Allow young people to have a say in what is going on let them
make some decisions not just those who are in power”

Between September 2016 and May 2017 the LSCB Young Advisors progressed
work on three commissions consulting with young people and children across
the city on a number of different issues.

Liverpool Cultural Educational Partnership commissioned the YAs to consult
with young people on access to cultural activities and how they feel about the
arts in general. 100 CYP responded and shared positives of cultural activities
to mental health, social skills and confidence, whilst also noting that a lack of
information or knowledge of the benefits of engaging in arts activities can act
as a barrier.

The first commission came from the LSCB and sought young people’s views
on “What are the current issues for children and young people in Liverpool?”
and “How could services better support children and young people in
Liverpool to feel safer?”
563 CYP between the ages of 12 and 18 responded with many suggestions
calling for greater levels of engagement, more connected services and
information sharing and, most emphatically, a stronger voice for children:

3.3 Performance data
The LSCB Quality Assurance and Performance Management Group aims to
provide regular and effective monitoring and evaluation of multi-agency
front-line practice to understand the extent to which agencies are able to
safeguard and promote the welfare of children. It undertakes this function
through the collation, analysis and evaluation of performance data through
the analysis of a multi-agency dataset. This is to enable partner agencies to
understand the impact of services, the quality of practice and any areas for
improvement required in the services that children, young people and
families receive.

“Police don’t do anything when you tell them [about the problems]”
“Professionals need to spend time with [young people] and ask [young
people] what the risks are to [young people].”
“[practitioners need] to be more connected to the young people in
your organization & understand their life” “listen to what we say.
Education on issues and concerns on how to deal with them in a
positive way. Stop misunderstanding what our concerns are.”
“[It would be better if] agencies talk together so I don’t have to repeat
myself” / “GPs, school and social workers need to talk to each other”
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3,319 children were registered CIN at the end of the year, a rate equivalent to
365.5 per 10,000 0-17 year olds. CIN rates and numbers have fallen steadily
since April 2016, reducing by 964 children during the year, a fall of 22.5%.

LCS Contacts
Leading to referrals

Net change CIN 2016/17
Apr May Jun
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During the year, two thirds of referrals where made by Education (22%),
Health (16%) and Police and other Legal Services (30%). 66% of Early Help
assessments and interventions were undertaken by Children’s Centres, Early
Help Hubs and family services, whilst 28% were by schools, nurseries and child
minders. 90.5% of Early Help contacts and 33.7% of LCS contacts resulted in
no further action.

-300

Reducing CIN numbers reflect a higher number of leavers than starters in the
first 6 months of the year, after September 2016 numbers have stabilised.
Neglect and Abuse (61.8%), and Family Dysfunction (20.5%) account for 4 out
of 5 cases in Liverpool.

Referrals fell by 599, or 8%, when compared to end of year 2015/16. Rereferrals for the year stand at 27%, rising from 24% in 2015/16. Re-referral
rates were above, regional, national, Core City and statistical neighbour rates
in 2015/16.

At the start of the year a CIN rate of 454.7 per 10,000 0-17 year olds was well
above the core city average of 397.5, and a North West average of 380.1, but
close to the Statistical Neighbour rate of 461.5. It is not clear if local decline
in numbers of CIN will be reflected in National or regional trends when
comparative figures become available for 16/17.

Once a referral has been made, a decision has been taken on appropriate
action within one day in 60% of cases, and a decision is made within a week
of referral for a further 30% of cases.

53,292 contacts were received by Liverpool Childrens’ Services (Early Help
and Social Care) during the year, and contacts in March 2017 where 27%
higher than in April 2016. 6,991 (61%) of contacts directed to LCS resulted in
referrals, and 6,665 (96%) of referrals lead to a Single Assessment. This is a
reduction on the previous year of -7%.

318

23

Numbers of children subject to a child protection plan have fallen 11% to 385
at the end of the year, this is due in part to a higher number of cases managed
on CIN plan. Emotional Abuse (45.5%) and Neglect (43.6%) account for 9 out
of 10 cases.
Numbers of Children Looked After have risen 9% over the year, to 1,137 from
1,040 in March 2016, this increase is nearly twice the rate seen during
2015/16 of 5%. The increase in CLA rates in 2015/16 was not matched in
National, local, statistical neighbour or Core City comparators.
CLA March 2015 - March 2017

Despite fewer referrals being deemed as inappropriate (where the level of
need is below level 3 or level 4) and higher conversion rates of assessment to
plans, the number of children who are referred back to services has continued
to be high, with a rate of 27.5% at the end of the year.
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Rising CLA numbers are due to more CLA starters than leavers in each month,
as during the year the numbers entering or leaving care remained largely
stable with no clear upward or downward trend, but the numbers leaving
exceeded the numbers starting in only one month of the year.
Over the course of the last year the combined Early Help Child beneficiary
and CIN population has remained relatively stable at approximately 7,400.
However the population of vulnerable children supported at Early Help has
grown from 43% to 56%.

However, of those cases referred for single assessment during the year, 40%
still took more than 35 days to be completed. LCS has undertaken a
commitment to explore the underlying reasons for these delays and a plan to
take appropriate action will be formulated.
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3.4 Children Missing from Home and Care
Conscious of the risks to children who are alone, LSCB pays particular
attention to working with those who go missing from care, home, education
or health provision. Potential victims of CSE, particularly those from
vulnerable groups, are supported to understand the risks of CSE and are able
to subsequently keep themselves safe with better support from families and
professionals, as a result, victims of CSE should be better protected and
receive appropriate therapeutic support.
Independent Reviewing Officers continue to chair missing from care meetings
for those children who are looked after who have been missing for more than
7 days, or following a missing episode the young person has been assessed as
at high risk. In addition a missing from care meeting or a CLA review will be
held if a looked after child has been reported missing 9 times in a period of 90
days. This strengthens the care planning for these children and builds a better
understanding of the reasons they are going missing from placements. The
LSCB reviewed and revised the protocol for children who run away or go
missing from home or care in December 2016.

This coincides with a period of LCS and LSCB partner agency focus on
improved application of thresholds, and appropriate allocation of contacts or
referrals to Early Help rather than to CSC.
Falling referrals and increased use of EHAT has benefited from workforce
development training on Levels of Need, and changes to the referral process
at the front door with the MARF embedded as the primary referral tool for
non S47 referrals by Health and Education partners.

An operational missing group is held once per month to review high risk
missing cases. This includes:

Early help caseloads increasing at the same time as referrals to social care are
falling indicates the increasing impact of early intervention in supporting
families, including those whose level of need may be complex.

High risk missing cases as categorised by the police at the time of the episode
and repeat missing cases who have been missing or absent more than once
the previous month and are not open to any other social care processes ie:
LAC/CP/CIN/MACE.

Whilst the partnership is improving in its ability to identify and appropriately
refer based on need, this raises further challenges as the remaining cohort
requiring statutory intervention has become more complex, needing greater
levels of support, particularly as the population of looked after children
continues to rise.
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In 2016/17, 813 children were reported missing, similar to the 805 children
reported missing the previous year. However, children will often go missing
multiple times, and missing episodes increased from 1,492 to 1,671 compared
to the previous year. Whilst the number of children recorded missing and
absent from home and care remain stable at approximately 200 per month
the number of missing episodes fell significantly half way through the year
from 501 in quarter 2 to 341 in quarter 3.
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•
•

Identify and manage risk in line with guidance and procedures with the
outcome of rational risk management plans.
Represent Children Services at Multi Agency Public Protection
Arrangement (MAPPA) meetings with the outcome of better information
sharing and the child’s voice being represented in the protection
arrangements.

In 2016/17, the LADO received 158 referrals/contacts regarding allegations or
concerns about the behaviour of adults who work with children compared to
175 in 2015/16. All referrals lead to a strategy meeting or further investigation
with 1 case leading to a criminal conviction.
Stronger inter agency communication with Police has been helped by good
liaison with the MASH team and regular attendance of police at LADO strategy
meetings; and an increase in LADO meetings being held at schools and Alder
Hey Hospital are helping reduce the time between an allegation being
registered and strategy meetings being held.

There has been significant work undertaken regarding return interviews for
children who go missing from home or care which has resulted in the
allocation of dedicated workers to undertake this task for all children in
Liverpool. This has resulted in a substantial increase in return interviews being
completed. Findings from return interviews have resulted in referrals to early
help, MACE and children’s services where safeguarding concerns are
identified. There have also been referrals to other service provision where
appropriate.

The LADO service has now adopted the Haringey Threshold Tier model which
provides agencies with greater clarity about the type of issues they can deal
with themselves, those which they could discuss with LADO and which they
must discuss with LADO. The model gives clear examples of the types of abuse
which may occur and also identifies the actions which should be taken.

3.5 Local Authority Designated Officer (LADO)

3.6 Private Fostering

To ensure that organisations respond to allegations of abuse against those
working with children in accordance with Working Together and relevant
procedures with the outcome that children are better safeguarded, the Local
Authority Designated Officer (LADO) serves to:
•

•

Private fostering is when a child under the age of 16 (under 18 if disabled) is
cared for by somebody who is not their parent or not a ‘close relative’. This is
a private arrangement made between a parent and a carer for a period of 28
days or more. Overarching responsibility for safeguarding and promoting the
welfare of the privately fostered child and for financial support remains with
the parent or other person with parental responsibility.

Resolve any inter-agency issues that may arise in managing the process of
investigating allegations against those working with children with the
outcome of a clear plan of action.
Monitor and evaluate all allegations of abuse made against a person who
works with children with the outcome of a clear plan of action.
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Every privately fostered child and private foster carer has their own social
worker who they will have regular contact with, as well as statutory visits
being undertaken.
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Although private fostering arrangements are rare and only 2 arrangements
were supported by LCS services during the year, local and national research
suggests there are many more private arrangements in place that are not
known to services.

The service has implemented some Strengthening Families measures which
includes the engagement of parents before meetings, use of genograms, and
the use of whiteboards to highlight visually to parents what is said in meetings
and the details of the plan.

3.7 Independent Reviewing Officer Service

There has been work to increase participation of young people in their
meetings with the children’s rights & participation officers

The overall function of the service is review, quality assurance and scrutiny.
This covers all service areas but particularly Safeguarding and Looked after
Children. There are two teams of seventeen Independent Reviewing Officers
and Child Protection Conference Chairs who undertake a combined role
covering all safeguarding and looked after children, including duty cover for
the Local Authority Designated Officer and attendance at MAPPA meetings.

As a response to the Ofsted inspection, development sessions have been held
to improve the detail of Child Protection Plans and the footprint of IRO/chair
activity in child records.

The service undertakes initial & review child protection conferences, looked
after children reviews and specialist strategy meetings including missing
children, sudden death, fabricated illness, female genital mutilation, forced
marriage, honour based violence, channel. The main aim of the service is to
drive forward improvements in outcomes for children by raising standards in
case planning and delivery. This includes safeguarding, permanence, health,
education, identity and social well-being.
Conferences, reviews & specialist meetings have taken place for all children
during a year when numbers of looked after children have risen. All children
have been allocated to an IRO/Chair even when there have been occasional
staff vacancies
The key performance indicator for the Independent Reviewing Officer Service
is the timeliness of reviews. The target for Looked after Children’s case
reviews that were held in time is 100%. Performance has remained at a high
level of 87.4% in 2016/17. This is 2,514 reviews on time, and 361 not on time.
Late referrals also impact on the timeliness of initial reviews. Given the
caseloads that the Independent Reviewing Officer & Child Protection
Conference Chairs hold, performance current performance can be considered
a genuine achievement for the team.
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same plan outcome. Investment has also been increased for family group
conferencing to support this.

Section Four: Learning from the partnership:
4.1 Children’s Social Care

Staffing levels have improved during the year with only 7 social work
vacancies, 4 of which are due to internal promotion, but Liverpool struggles
to recruit experienced workers in certain areas, with particular challenges for
court and care planning teams. This can lead to challenges in case
presentation resulting in a failure to robustly challenge the care planning
processes for children, especially where care orders at home are mandated,
adding to the increase in LAC numbers. Similar issues are experienced by
other Local Authorities across the North West area and a NW pilot to assist
understanding in this area is underway.

Given the scale of deprivation in the region, and the volume of cases that
remain open as CIN/CP and LAC, 2016/17 trends reflect improving assessment
processes and a robust approach to safeguarding children.
Liverpool has seen a decrease in CIN and CP numbers, falling 20% and 14%
respectively since 2015, however, this has coincided with an increase in LAC
numbers, from 990 in 2015, to 1,137 in 2017. Overall, through the year there
were more care entrants than care leavers.
The ongoing increase in Looked after Children places further pressures on
social work services and budgets. Suitable placements for very complex
children are very difficult to find, and the costs for these placements is rising
as a result of increased demand both locally and nationally. Much work has
gone on to reduce numbers of children living at home on care orders, but the
area remains challenging due to judicial opinion locally, compounded in some
cases by CAFCASS and IRO opinion.

Staff turnover is high at 18%, but needs to be seen in the context of internal
promotions, which, whilst a success story, present challenges relating to
backfill. Without promotions, the rate would be approximately 11%,
comparable to national averages. At the same time there has been a
reduction in the use of agency staff from 46 to 18 to the end of the year, those
remaining agency staff include additional resource in CIN teams and fostering
and management posts.

Caseloads for social workers are demanding, Liverpool had an average
caseload of 21 per children and family social worker in September 2016,
compared to an England average of 16.1. However, average caseloads per
team range from 11 to 31 cases due to the levels of complexity and the type
of cases each team holds. As a result Liverpool faces considerable pressure
and has been unable to protect the caseloads of some AYSE social workers as
effectively as it should, the resulting impact on quality of services should not
be underestimated, particularly in the court arena.

There is a clear need to understand why the numbers of section 47 enquiries
that lead to ICPCs has reduced from 86.1% to 54.1%, and what this says about
thresholds for investigation and whether they are effectively understood
across agencies including Careline.
The creation of an Access to resources team (ART) is expected to assist in
improving procurement of placements and the quality assurance of these
placements. This will be an increased area of focus for Independent Reviewing
Officers, who need to ensure that young people’s outcomes are improving
and that placements are delivering to the agreed plan for the child.

Due in part to caseload pressure, cases can remain in the system longer than
they should, and many are moving into proceedings with outcomes of PWP.
Work is underway to strengthen pre proceedings work and achieve
family/kinship resolution to avoid lengthy care proceedings which reach the
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A positive addition in 2016/17 has been increased investment in the Intensive
Outreach team and Family Group Conferencing Service who are working to
prevent care entry. This has positively impacted on over 70 children who have
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not entered care as a result of the wrap around intervention provided. This
service will be enhanced in 2017/18 with a newly commissioned therapeutic
service which will work to prevent placement breakdown in fostering and
residential care, as well as supporting parents to keep children at home.

-

The creation, and appointment of a Partnership Manager, to effectively
coordinate and drive improvements in the MASH and front door safeguarding
arrangements has also had a positive impact. There are now clear standards
and a process map for the integrated front door and there has been greater
partner commitment to proactively engage in delivering an integrated MASH
that focuses on practice, moving away from a group of collocated partners
who lacked coherence in their approach to safeguarding decision making.
There will be a challenge and review of the MASH in November which will be
reported to the board.

-

-

Priorities 2017/18 include:
-

-

The end of 2017 will also see the Careline social work service move under the
whole social care service with direct reporting to the Assistant Director CSC.
This will promote formal accountability, and should bring more consistency to
decision making, whilst improving the quality of the assessment processes
and threshold management. It will be important to review the impact of this
in 2018. As it is expected to provide a significant improvement in aligning
accountability for safeguarding practice.

-

-

Key achievements over the course of the year include:
-

The appointment of a Social work qualified partnership manager to the
MASH.
Supervision of EH hub CSWs by a SW qualified manager.
Transfer of Careline Social work management oversight to AD CSC
Alignment of MACE meetings and strategic MACE with a much clearer
focus on emerging risk and intelligence management
Introduction of a City Region approach to dealing with vulnerable people
including CE
Full implementation of Liquid Logic IT case management, system enabling
more focused and accurate performance reporting
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Commissioning of an independent adviser to deliver Performance and QA
training to staff and leadership team.
Creation of a performance board chaired by DCS.
Proactive engagement with consultants to enhance the challenge to
Leadership and management
Procurement of RIP to deliver an extensive Back to Basics programme for
SW staff October – March 2017/18

-

-
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Ensuring a continued focus on quality of practice and embedding the voice
of the child- plan to change the care plan to reflect the child’s story (Halton
model) to be introduced in 2017
Embedding Strength based practice and revised CP conference processes
that focus on SMART planning and the SOS model of conferencing
Improving partner agencies’ contribution to care plans, with better
engagement and attendance to support meaningful work with families
with children subject to child protection plans.
Increasing the focus on Early Help with particular links to primary schools
and the reduction of Persistent Absence.
Improving the educational outcomes of all children is essential and focus
is required on the protocols of individual schools and the use of FAP to
ensure the partnership truly understand the impact the approaches to
exclusion in the city have on broader safeguarding of children in the longer
term.
Completing the transfer of Careline social work to an integrated
assessment service which may involve the review of the current JIT team
and consideration of investment in Social Work resource for criminal
exploitation work.
Improving the understanding of the transfer/outcome rate of section 47
to ICPC, in order to effect improved decision making for children at risk of
significant harm.

-

high risk of CSE. As a result, there have been a number of examples where
victims have provided information about offenders regarding the exploitation
of others which have allowed the police to carry out search warrants and
make arrests whilst ensuring trust is built with victims, and that they are
safeguarded effectively.

Focusing on outcomes for CLA, particularly in the areas of SDQs/health
assessment and education, requiring the focus of the partnership to
deliver.

4.2 Police

The criminal exploitation of children continues to be the most significant area
of growing risk within Liverpool, and our understanding of the scale and scope
of the challenge is similar to that of CSE several years ago, and we had yet to
develop a full risk assessment process.

The Ofsted JTAI inspection in 2016 identified that risk around children
suffering from CSE was not identified and dealt with as rapidly as it could have
been. At the time MACSE meetings were held monthly, with a weekly sub
meeting to gather case details. In response, a daily MACE meeting is now held
with all partner agencies who have access to relevant information and
intelligence to ensure effective risk assessment is made much quicker. This
ensures threat, harm, risk and vulnerability is identified immediately and a
multi-agency partnership response is actioned on the day, resulting in more
effective protection of children from harm.
Prior to the JTAI, social workers would conduct initial visits to children without
Police in attendance in most cases, a detective would be assigned to visit
dependent upon a social work assessment of the likelihood that a crime had
been committed. To address this the joint intervention team comprising social
workers and police officers is now based together in the police station
allowing for better and faster assessment of need and ensuring action in
respect of child protection is taken more quickly.

Currently, CE issues are raised more often than CSE at the daily MACE
meeting, and ‘County Lines’ in Merseyside is known to be a bigger issue than
anywhere else in the country nationally outside the Metropolitan Police area.
This means young people (mainly males) are being exploited to deal drugs in
areas outside of Merseyside on behalf of organised crime gangs, in some
cases leading to murders being committed by young people from Merseyside
in other areas of the country.
Human Trafficking is an issue that is not yet fully understood in the local area,
further complicated by a lack of intelligence about young asylum seekers and
refugees. This is a clearly vulnerable group as many do not speak English
which often means they may not be aware of the risks of exploitation and
harm they are exposed to.

In addition, the police now have a dedicated detective who is assigned
responsibility for joint visits with social workers on the day, and a process has
been put in place for out of hours visits if required, with a night detective and
uniformed officers available to attend. As a result, the police are now working
in accordance with Working Together more effectively and provide a greater
number of joint visits leading to improved safeguarding and more effective
investigation.

The refugee and asylum seeker populations will likely also have a number of
complex issues stemming from their experiences in their home countries,
with a number suffering the impact of significant adverse childhood
experiences which could include domestic violence, Honour Based Violence,
Female Genital Mutilation, or trauma from witnessing serious crimes such as
murder, rape, or torture. This cohort has the potential to have a significant
impact on public services if they are not supported appropriately and early
on.

The provision and sharing of CSE intelligence has improved following the colocation of ‘Missing From Home’ co-ordinators alongside CSE coordinators,
further improved by the Protect team dealing with those deemed to be at

325

30

which reflects the health economy response to LSCB priorities. It also takes
into account new National Policy requirements and learning from National
and Local Serious Case Reviews and Practice Learning Reviews.

Priorities 2017/18 include:
-

-

-

-

Establishing an effective scoring system for risk around CE is needed, and
a better understanding of the problem would stem from improvements
to intelligence sharing and partnership working similar to mirror the
progress that has been made around CSE.
Supporting the development of an effective programme of education in
schools, from primary school upwards, to ensure children are aware of the
dangers of gang related activity and CE, and what to do to avoid it, report
it and move away from the potential of being a victim of it.
Development of the pan Merseyside Operation Hagrid, a project led by
police in Durham that gives young people the opportunity to develop their
education and work choices via alternative means which can lead to long
term work, and ensure they understand the risks of gang related crime
and benefits of work choices.
Increasing the child protection team by 3 extra staff, provided more
resilience, and extending ability to deal with more CE cases.

Following the JTAI in Liverpool in June 2016, a workshop was held as part of
the Health Sub Group to consider the findings and formulate a plan to address
issues raised. These arrangements included identifying Single Points of
Contact within Health Organisations to increase the information flow and
attendance at strategy meetings across the area.
A MASH Task and Finish Group was also formed from the Health Sub Group
to focus on the specific learning from the Inspection including;
-

4.3 Health

During the year, a particular focus has been placed on both Early Help, and
Neglect, with a commitment to ensuring staff are appropriately trained within
Early Help, and that organisational policies effectively support the early help
offer in the area.

NHS Liverpool Clinical Commissioning Group (CCG) and Liverpool City Council
Public Health have demonstrated a strategic commitment to the LSCB within
the reporting year. This has been evidenced through attendance at the LSCB
and by ensuring that the commissioned providers / services support the work
of the LSCB.

In January 2017 a series of 5 workshops were held for nurses, midwives and
health visitors to attend from across the partnership to consider their roles in
early help and more broadly multi-agency working to safeguard children. The
aim was to understand how good nursing, midwifery and health visiting
practice for multi-agency engagement could be maximised, using relevant
anonymised case study material from real cases for analysis and discussion.
In excess of 130 staff attended. The evaluation was extremely positive about
the sessions, with staff reporting that it would have a direct impact upon their
practice.

The Designated Doctor and Nurse take a strategic and professional lead on all
aspects of the health service contribution to safeguarding children. Across the
range of Liverpool LSCB activities, these designated roles have continued to
support developments during 2017/18.
Health partner activities to meet the requirements of the LSCB business plan
are co-ordinated by the Health Sub Group to deliver the board’s priorities and
bring improvements to safeguarding. The group is guided by a work plan
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Health support to the Joint Investigation Team
Efficacy of MASH Information and the requirement to add analysis of the
case from a Health perspective.
Involvement in the Child Exploitation process and Strategy Meeting
attendance
Supporting the development of Information Sharing in Primary Care.
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As a result of this, further work was undertaken with the health visitors to
promote their engagement with the early help hubs in the city. This included
three locality based awareness raising sessions, in partnership with the Hubs
to identify how health visitors may engage more closely. The result of this has
been co-location of health visitors in the North Hub, with plans for co-location
in the South and Central.

Priorities 2017/18 include:
-

In order to meet neglect standards during the year, the partnership has
developed the following:
-

-

-

-

All provider organisations to assign role of organisational lead for neglect.
Reviewed the training that is offered within organisations to ensure that
it matches expectations in the multi-agency neglect strategy. Any
exception are identified within an action-plan.
Amendments have been made to the organisational training strategy in
respect of neglect so that it is in line with the Intercollegiate Document
2014.
Developed data collection processes to record the number of staff who
have accessed training on neglect.
Provider organisations have committed to audit their referrals for Neglect.
An organisational lead for substance misuse and mental health issues
within safeguarding has been assigned.
Ensuring that appropriate assessment pathways are in plan that includes
consideration of parenting capacity and probable impact on the child.
Reviewed pathways for transitional phase adolescents to adult services
for mental health and substance misuse cases, including a review of
records and onward referral to adult services as required.

-

4.4 Quality Assurance & Safeguarding Service
Within Children’s Services in Liverpool there has been a combined role of
Independent Reviewing Officer & Child Protection Conference Chair since
2015. There are 17 posts based within the Quality Assurance and
Safeguarding Service. The independence of the service function is essential in
order to bring robust and effective challenge, and in June 2016 the Quality
Assurance & Safeguarding Service, including the Independent Reviewing
Officer & Child Protection Conference Chairs, transferred from Children’s
Social Care to the Early Help part of Children’s Services to ensure an
independent focus on the scrutiny and challenge of social care practice..
Each officer has a combined role undertaking both reviews for looked after
children and child protection conferences. Officers also chair specialist
meetings and provide some duty cover for the Local Authority Designated
Officer & Risk Manager. The specialist meetings include Sudden Unexpected
Death in Infancy and Childhood, Forced Marriage, Female Genital Mutilation,
Honour Based Violence, and Channel.

Within the reporting year the CCG in collaboration with NHS England and NHS
Digital have held events locally with Urgent Care providers to support their
readiness to implement the Child Protection Information Sharing System in
2017/18.
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Additional work is required across the Health Economy to meet the
Neglect Strategy.
The work undertaken following the JTAI highlighted gaps related to
Criminal Exploitation. This work is in its infancy and requires
additional attention across the partnership.
Child Protection Information Sharing System implementation across
Urgent Care providers within Liverpool.
The CCG and Health colleagues will continue to support
developments within Liverpool MASH.
The clear embedding of safeguarding in the development and
delivery of the pre-birth to 19 health child programme.
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are informed of current case law and the court’s expectation within care
proceedings.

There has been a slight but steady decrease in the numbers of children subject
to child protection plans from 2015/6 through 2016/17. Liverpool’s Early Help
strategy should help with a sustained reduction where early help provision
can prevent child concerns escalating to child protection conferences.

The IROs and the Participation Team have continued to hold meetings and
events with young people at least four times per year. This links into Children
in Care Council’s way of working and issues are presented at their scrutiny
meetings.

Child Protection Plans are all reviewed at regular intervals in Liverpool with
the aim of ensuring that the plans are still appropriate and timely, or can be
stepped down to child in need plans or escalated for legal advice and
planning.

A continued focus on developing young people to co-chair their own case
reviews is supported by a new referral process to the Participation Officers,
who undertake direct work with children who want to chair their own review
meeting.

The average caseload for an Independent Reviewing Officer in Liverpool for is
typically 80-90, with a combined caseload and some additional specialist
meetings and LADO cover.

Case audits of Child Protection Plans have been completed by managers
leading to themed reports and recommendations. Data from audits shows
continuing gaps in basic practice issues – supervision, planning delays,
statutory visits, core groups, recording, and recording of IRO/Chair
monitoring activity. These issues are being addressed in development
sessions and briefings for staff.

The case load numbers continue to present a risk to the service as they are
higher than the suggested national guidelines. It also has an impact on how
effective the Independent Reviewing Officer & Child Protection Conference
Chairs can be in monitoring the child’s case on a continuous basis between
reviews. This includes visiting children and the recording of activity in the
child’s electronic record.

The service has also begun to make operational changes to provide a more
appropriate conference model in support of the strengthening families’
agenda.

Between April 2016 and March 2017 service officers made 239 formal case
escalations. This is an increase on the previous year as the service prioritized
improving the rate of formal recorded escalations in order to raise the
standards of services and improve outcomes, by raising formal challenge
where advice has not been taken or there are gaps in practice.

The service has three main operational priorities which are maintaining all
reviews and conferences allocated and in time; increased formal escalation of
gaps in practice; and increased recording of activity to monitor and challenge
between reviews and conferences

Improvements in the escalation recording process and timescales for
responses are has prevented drift in resolution within the 20 working day
requirement. However, continuing work is required to ensure consistency
across the team on what issues are being escalated.

Priorities 2017/18 include:
-

During the year, IROs have maintained the link with Her Honour Judge De
Haas Q.C. by attending the regular IRO meetings which she chairs. This has
continued the links to the Family Justice Courts, and has ensured that the IROs
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Further development of the CSC audit programme and progression of
resultant learning.
Supporting and implementing the strengthening families’ model.
Continue development sessions for improving CP Plans through a sharper
focus on risks with clear actions understandable to parents –

-

Developing model CP plans to assist IROs.
Development of detailed practice standards to enhance the procedures
manuals.

Impact of Liverpool’s Early Help is evidenced by increasing numbers of child
beneficiaries of early help assessments and a corresponding fall in the number
of lower complexity CIN referrals and open cases. (There has been a year on
year reduction in the number of referrals to CSC Assessment Services for four
consecutive years). A primary challenge remains the engagement of partner
agencies leading early help assessments and interventions. A further
challenge is the relative lack of financial investment in Early Help. The
continued increase in CLA and Council budget cuts has exacerbated this
challenge.
Priorities 2017/18 include:

4.5 Early Help
The Local Authority and its partners seek to develop a cohesive Early Help
offer embedded within a Whole Family approach, that builds protective
factors and family resilience, thereby enabling families to help themselves,
improve positive outcomes for children and families, and reduce expenditure
of costly reactive services that may no longer be needed due to early
intervention and appropriate support. Early Help happens a cross a
continuum, from universal preventive approaches through to more targeted
help where families are experiencing more complex and multiple difficulties.

-

During 2016/17, the Early Help service produced and implemented its
development plan, with the core aims of:
-

-

-

-

Review and refresh the Multi-agency Work Force Development Strategy:
to ensure practitioners are sufficiently skilled or well supported to engage
and support children and families who are 'just below' the level of need
which requires social care intervention; that they understand the
continuum of need across families and appropriate responses to different
levels of need. And, to improve workforce culture in relation to Early Help
& increase knowledge of Early Help Hubs whilst ensuring practitioners
know what it means to work in the context of families (Whole Families
Approach) whilst remaining child focused.
Refresh Liverpool's existing early help offer to identify gaps in provision
and inform commissioning intentions; to reduce demand for statutory
services such as special school; and, to ensure the early help offer is
proportionate to need across different age ranges
Developing a ‘locality model’ to improve the targeting and accountability
of preventive services.
Analyse impact and effectiveness of early help.
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-

Developing an early help response for domestic abuse through the
deployment of PCSO.
Increasing Early Help activity across the partnership.
Embedding the understanding & application of the Levels of Need across
the partnership.
Reducing the number of families who withdraw consent following the
initiation of an EHA, particularly in those cases that have been stepped
down from Social Care Services.
Enhancing the quality assurance process including increasing audit
activity.

4.6 Multi Agency Child Exploitation (MACE) Group
Due to changes across the region and a rationalisation of meetings, the
governance structures for CSE have been reviewed and refined to ensure
correct representation at varying levels. The revised structure includes a
Strategic Protecting Vulnerable People Group from which a regional MACE
group has been developed, replacing the Merseyside ‘Gold’ meeting. This
meeting will ensure an effective and coordinated response to child
exploitation in the region and will provide strategic oversight against the
objectives outlined in the Pan Merseyside strategy.
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There have been 2 successful outcomes at trial for matters associated to
CSE/child abuse, with one offender receiving 4 years in custody and another
7 years. Both convictions offered an example of good partnership working
with proactive involvement from learning mentors, participation workers,
and the police.

Local arrangements in Liverpool have also been refined due to a restructure
of LSCB, the CSE sub group (previously ‘silver’ group) has been replaced with
a monthly local MACE strategic group chaired by the AD CSC and DCI
Merseyside Police.
There have been significant changes to the previous ‘bronze’ weekly MACSE
meeting which has been disbanded and replaced by a daily MACE strategy
discussion. This MACE multi-agency forum considers all referrals received for
concerns in relation to child exploitation, the majority of which are criminal
and sexual exploitation. This was developed in response to increasing
concerns around children being criminally exploited in the city. Local changes
were agreed in order to address findings from the Joint Targeted Area
Inspection (June 2016), subsequent monitoring visits by Ofsted have provided
positive feedback on the revised structures.

An emerging risk to much younger children has become apparent. Significant
work is now underway to understand how primary age children are being
targeted by criminal gangs and this should form part of a strategic priority for
the partnership, to reduce future risk of persistent absence from school, antisocial behaviour and offending and ultimately care entry and custody.
Significant work has been implemented to ensure that return interviews for
children who go missing from home or care are undertaken. Dedicated staff
have been committed to undertake this task for all missing children in
Liverpool. This has resulted in a substantial increase in return interviews being
completed. Findings from return interviews have resulted in referrals to early
help, MACE and children’s services where safeguarding concerns are
identified.

A daily MACE process is in place to discuss children who are considered at risk
of, or are currently victims of, child exploitation. There is now a clear response
and referral pathway for children thought to be affected by sexual
exploitation, however further work is required to develop a clear and robust
response for children thought to be at risk of criminal exploitation.

Whilst an increase in referrals to the Liverpool MACE is positive and indicates
awareness of CE indicators and behaviours on occasion, following appropriate
investigation, it can be found that some referrals do not relate to CE. Work is
continuing that supports professionals to more accurately respond to
concerns so that the response, support and intervention appropriately
address the needs of all children and young people as they emerge or become
known. As part of this work LSCB, in consultation with a range of partners,
continues to update its Responding to Need Guidance and Levels of Need
Framework.

The introduction of the daily MACE and the move to a strategic monthly MACE
has had a huge impact of the quality of investigations and the strategic
understanding of present and emerging risks this has led to changes in
approach and has also lead to a move away from CSE to a broader focus on
the exploitation of children and some excellent revisions of the CSE tool have
been completed .It is envisioned that by the end of 2017 there will be one tool
for assessing children at risk of exploitation.
The partnership have been made aware that some of the practices linked to
participation in the city will need to be reviewed as they provide opportunity
for young people to meet and target victims in CSE and CE cases. In addition
the practice of education commissioning block placements with providers is
being reviewed as a direct result of the work of the MACE.
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Despite significant work throughout the year, a number of challenges remain
as referrals to MACE continue to increase in both quantity and complexity.
The issue of criminal exploitation has presented challenges for all agencies
involved due to the wider context and culture across the city, further
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understanding of this issue is required in order to effectively support children
who are experiencing it. The issue of criminal exploitation also presents
challenges in relation to cross border working as a number of children have
been found in other areas of the country. Bringing offenders to justice still
poses an issue for partners in Liverpool due to the nature of exploitation as
victims may be reluctant to support prosecution.

4.7 Education
LSCB retains the services of an Education Liaison Officer (ELO) whose role is
to support the interface between the education sector and the multi-agency
LSCB Partnership. This work includes supporting education providers to be
fully aware of multi-agency safeguarding agendas so that they are able to be
fully and actively engage in partnership safeguarding activity; to provide
advice and support across the education sector in safeguarding practice and
policy according to local and national issues; and to represent and interface
with education settings as part of LSCB serious and multi–agency reviews and
processes.

Priorities 2017/18 include:
-

-

-

-

-

Further work to identify common indicators of CE which could be used to
proactively target those who have increased vulnerabilities and who could
become victims in the future.
Further scrutiny of data is needed to identify how many children or young
people, referred to MACSE, have disabilities or special educational needs
in order that specific resources and service provision can be developed as
required.
Improved mechanisms to establish the views of staff dealing with CSE
issues and the views of children and families affected by CE will be
developed in order to inform future service commissioning and better
service delivery. Data and performance indicators will continue to be
refined to ensure the effectiveness of systems in place to manage cases
of CE identified.
Strategic groups with overview of child exploitation will continue to drive
the ‘Bringing Offenders to Justice’ in partnership with Merseyside Police
and CPS.
Review and implementation of an enhanced communications strategy to
further raise awareness with professionals, children and young people,
parents and carers and the wider community including local businesses
about all issues of exploitation relative to children.

During the year, the ELO has developed a city wide Safeguarding Forum, Open
Space, which links schools together and to other agencies who support and
protect the welfare of children, this network enables colleagues to build
strong links, receive short, speed learning, CPD and staff wellbeing
opportunities. Worked with partners to develop Multi-Agency Practice
Guidance and an increased training offer to support children and young
people who self-harm.
Despite effective partnership work throughout the year, a number of
challenges remain, including: extending partner engagement across the
education sector; addressing the limited supervision of front line practitioners
within education settings; and developing understanding amongst
practitioners of risk and vulnerability in relation to levels of need below
statutory thresholds.
Priorities 2017/18 include:
-

-
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Working with individual schools to offer support and guidance with MARF,
including understanding levels of need, how to write a quality MARF, how
to escalate concerns appropriately, understanding capacity / volume at
the front door
Working with individual schools to review cases, and embed Levels of
Need across education

-

-

Developing a Crisis Pathway for supporting schools following critical
incidents.
Working closely with Alternative Education Providers to ensure they are
adhering to their Protocol and offer support and guidance for
safeguarding policy and practice
Developing a regular reporting pathway to Head Teacher Associations and
LSCB Executive / Board
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successfully delivered. This was well received and attended by 136 multiagency practitioners.

Section Five: Partnership Workforce Development
Training

Spotlight Sessions

Training opportunities offered by the LSCB are designed to meet the diverse
needs of staff at all levels within the wide range of organisations that work
with children, young people or adult family members in Liverpool. The
training programme is supported by a Multi-Agency Training Strategy, and
focuses on areas of practice prioritised in the Board Business Plan. Resources
are updated frequently to ensure learning from local and national case
reviews is fully integrated into the training materials.

Introduction of monthly sixty minute “Spotlight On..” sessions has proved to
be highly popular. Each session offered a sixty minute multi-agency briefing
on a different relevant subject matter (with accompanying LSCB Practitioner
Guidance resource) and was delivered by a specialist agency partner. Issues
discussed included:
•

Over the course of the year, the range of multi-agency training opportunities
available to the workforce has increased and additional sessions have been
offered in relation to:
-

•
•
•
•

Child Trafficking and Safeguarding Foreign National Children
Raising Awareness of Domestic Violence and Abuse
Understanding the Impact of Domestic Violence and Abuse
Working with Children who Self Harm

•
•

In partnership with CAMHS, and the LSCB Education Liaison Officer, a new
training pool has been established to deliver ‘Working with Children who Self
Harm’. This course has been developed to support practitioner awareness of
LSCB Practitioner guidance to support working with children who self-harm.

Evaluation
Evaluation of training provided by attendees is largely encouraging, and 96%
of respondents found that the LSCB session was current, relevant to their role
and informed their professional practice. 73% of respondents found that
attending the LSCB session had a positive impact on actively developing their
agency/team policy, procedure and practices. 91% of respondents found that
attending an LSCB sessions informed their own practice which specifically
enabled them to safeguard and improve the outcome for a child, young
person or their family more effectively.

Attendance
In total 72 multi-agency workforce sessions have been offered with attendees
totalling 2,103 front line multi-agency practitioners. Details of attendance by
agency is provided in appendix 2.
In partnership with Savera UK and Afta Thought, two conference style events
‘Recognising and Responding to concerns about Harmful Practices’ were
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Bruising in non-mobile babies and children not independently mobile
(Alder Hey Rainbow Centre)
Understanding Psycho Active Substances – New Drugs (Addaction and
Young Addaction)
Making a referral using the MARF (Careline)
Working with Gypsy Roma and Traveller Communities (EMTAS)
Introduction to Attachment Theory (Children’s Services Fostering
Team)
Talking about LGBT+ (YPAS)
An introduction to Foetal Alcohol Spectrum Disorders (LJMU)
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Evidence suggest that there continues to be a need to inform and develop
the workforce in relation to:
•
•
•
•
•
•

building agency confidence in understanding and applying the
Levels of Need
understanding and utilising local pathways, policies and
procedures to safeguard children and young people
further utilising the support available through the Early Help
Hubs
improving quality and timeliness in completing the multi-agency
referral form (MARF)
Improving arrangements for information sharing and multiagency working
Utilising Escalation procedures

Priorities for developing the workforce training offer will include new
opportunities for learning and development in relation to:
•
•
•
•

Child Criminal Exploitation
Working with resistant families
Safeguarding Children with a Disability
Safeguarding Children during the critical period of conception to
aged 2yrs.
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Section Six: Evaluation of effectiveness

address criminal exploitation of children receive appropriate development to
achieve a strong local response.

The Ofsted inspection and subsequent monitoring visits have been invaluable
in highlighting strengths, weaknesses, and areas that have seen
improvement. Assessing the overall effectiveness of the LSCB and its member
agencies is an ongoing process that all partners must engage in. Throughout
the year self-evaluation and LSCB reflection has continued to inform the
partnership and allow it to remain flexible in adapting to service challenges
and the changing needs of vulnerable children.

Ofsted findings state that the local authority’s approach to quality assurance
is not yet sufficiently well developed or embedded. Efforts to address this are
already in place, and inspectors found encouraging evidence of better use of
internal data systems and performance monitoring to inform practice.
The partnership relies on effective communications and the sharing of
information in a timely manner. These improvements need to be embedded
and shared across the partnership. However, key vulnerable cohorts, such as
children with disabilities, or children exposed to the effects of criminal
activity, amongst others, are not yet effectively cited.

Capacity at senior level in the key agencies to provide strong leadership is
critical and it is clear that the local authority has at times been stretched at
this level. LSCB will seek assurance that there is sufficient capacity across the
three key agencies to provide such leadership, particularly within the Local
authority which retains responsibility for the lead in safeguarding.

Findings from the LSCBs Annual Review process, recommendations from the
quality assurance and audit programmes, and inspection by Ofsted have all
highlighted that effectively capturing and reflecting upon the voice of the
child remains a challenge within Liverpool’s partnership. The YA Commissions
tell us that being heard and being a part of the decision making process are
important to young people - that this is difficult to evidence within the
systems delivered to protect the most vulnerable should be of concern.

Whilst the partnership is improving in its ability to identify and appropriately
refer based on need, this raises further challenges as the remaining cohort
requiring statutory intervention becomes more complex, needing greater
levels of support, particularly as the population of looked after children
continues to rise. Despite fewer referrals being regarded as inappropriate,
and higher conversion rates of assessment to plans, the number of children
who are referred back to services has continued to be high.

Local services are working hard to improve the effectiveness of services they
deliver but are facing continuing challenges of complexity and scale. For
services to be more effective at a time of increased financial restriction it is
critical that agencies work more collaboratively and efficiently and support all
staff, through effective workforce development strategies, to respond to
need and harm as it arises.

Progress to this end can be seen in the continuing growth of Early Help
services. That early help caseloads are growing at the same time as referrals
to social care are falling, shows the impact of early intervention as level three
services effectively manage need by supporting families.
As highlighted by Ofsted, systems to protect children from sexual exploitation
and children missing from home or care have been significantly improved.
However, a further challenge for LSCB and partners is to ensure systems to
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For 2017/18 LSCB will prioritise activity in response to the following areas of
concern:

There remains, however, a need for these arrangements to maintain multiagency partnership practices for safeguarding children. There are also
important proposals for local and national practice learning reviews to replace
SCRs, and reform CDOP. In addition, the Act contains important proposals on
social work regulation and continuing support for care leavers.

Neglect has continued to present as a growing area of concern both nationally
and locally. Increases in child protection plans for neglect, higher proportions
of referrals for neglect, and its identification as a contributing factor in a
majority of serious cases identify it as a significant issue for the partnership.

Three key agencies, police, clinical commissioning groups, and the council, will
become responsible for developing and agreeing a local safeguarding plan.
The current expectation is that local plans will be drawn up by April 2018 and
agreed for implementation by April 2019.

LSCB and partner agencies have committed to further develop their
understanding of neglect through improved monitoring systems and by
conducting a multi-agency audit of our response to cases of neglect. Further
commitment to the roll out of a neglect assessment tool has been made, and
the NSPCC developed Graded Care Profile will be implemented during
2017/18 with dedicated resources and staffing funded by LSCB to ensure it is
embedded in practice.

During development of the new safeguarding arrangements, LSCB will need
to maintain the current strengths of the partnership and ensure that focused
activity continues to respond to safeguarding the vulnerable children and
young people of Liverpool.
In Liverpool there is clear evidence of the strength of commitment to
collaborative working, and strong, positive relationships across the
partnership. However, as this report sets out, the scale of challenge to
safeguard children effectively remains considerable, and to further progress
towards improved safeguarding services LSCB must continue to challenge the
quality of service provision, and monitor and support partners to address
areas of practice that require improvement as identified by external
inspection.

Domestic abuse is a presence in the lives of many households with vulnerable
children. It has been highlighted as a significant contributory factor in several
serious case reviews (70%) and CDOP referrals.
As Domestic Abuse also provides the background to a significant number of
Children In Need and Early Help supported households, the partnership needs
to continue efforts to identify those children affected and develop strategies
to reduce the harm done to them through both direct and indirect exposure
to abusive behaviour.
In addition to these growing areas of concern, the safeguarding policy
landscape is also undergoing significant change. Following approval of the
Children and Social Work Act 2017, national legislation requires the
establishment of new local safeguarding arrangements, and key partners
within Local Authorities or across larger areas will have the option to replace
LSCBs with new arrangements.
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Section Seven: priorities and planning for 2017/18.
LSCB priorities 2017/18
Within Children’s Services, agencies have committed to:

LSCB and LSCB Executive group members, following review of 2016/17
activity, have agreed LSCB priorities for 2017/18:



Careline will develop MARF analysis and improve compliance with
quality assurance processes.



Early Help will increase audit activity to improve quality assurance and
practice; progress an Early Help Domestic Abuse pathway with police
and community services.

2. The voices and experiences of children and young people are fully
embedded in practice and service planning.



3. Learning from reviews is embedded through the delivery of robust
action plans which enable early and appropriate intervention, with
a particular focus on Children affected by Domestic Abuse;
Neglect; and Child Exploitation.

CSC will commit to more multi-agency learning; share the Voice of the
Child tool kit; develop a single strategy for CE; increase partner
resources available at the integrated front door (MASH); and reduce
re-referral rate.



Education partners will commit to engaging fully in multi-agency work
to support Voice of the child; share LSCB Priorities within LPHA and
decide how these will be actioned/addressed by Education; and,
clarify guidance on which staff across education should attend multiagency training,



The Further Education Sector will commit to implementing a robust
system of identifying students in need and refine referral systems to
relevant organisations; actively engage with partners, and work
collaboratively to support students; ensure that priorities are
cascaded to college managements; and assign relevant staff to receive
training from LSCB.

LSCB Priorities
1. Children in Liverpool are safeguarded and protected from harm,
including abuse, neglect and exploitation.

Partnership Commitment
To support delivery of the priorities LSCB and its partners have committed to:







Being consistent in our approach to protecting children and
developing a safe community and safe culture to protect children.
Embedding the importance of the voice of the child, families, and
practitioners throughout the safeguarding system.
Holding individual agencies to account, and strengthening scrutiny to
promote self-awareness and agency learning.
Sharing good practice across the continuum, and using examples of
frontline good practice to drive policy making.
Better and more effective communication through a communications
strategy and improved system resources.
Development in the use of an agreed neglect assessment tool.
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Within Health, agencies have committed to:


NHS will make Primary Care Commissioners and Providers for
Liverpool GP Practices aware of new LSCB priorities; explore how best
to support managers to enable the workforce to work effectively
within Liverpool frameworks; create learning communities of
practitioners to absorb learning from reviews and change practice.



CCG will develop KPI monitoring and reporting from providers;
maintain robust links with public health; ensure suitable
representation on sub-groups/evidence committees; use the Health
sub-group as a conduit to share information from LSCB to focus workplans on LSCB priorities.

Across the wider partnership, agencies have committed to:


NSPCC will attend the daily MACE meeting and contribute to the CE
agenda; place dedicated staff in each early help hub 1 day a week;
dedicate resource to sessions to review SCR action, escalation policy
and threshold guidance for Levels Of Need; staff to shadow Careline
service to better understand practice; and, future staff inductions to
include EHAT training.



Community Services will ensure understanding of Levels Of Need
guidance is consistent across staff; develop and deliver interventions
to meet areas of identified need e.g. Protect Team; use partnership
information and analysis to inform service change and commissioning;
develop capacity and voluntary/community organisations to engage
effectively in Early Help and Specialist provision.



Voluntary/Faith Sector partners will communicate LSCB priorities
across the sector; and, facilitate access to learning events and training
opportunities.

Within Police and other Legal services, agencies have committed to:


Police will improve their internal communication strategy to
disseminate learning and information; continuous improvement of
Child Protection process through constant review.



MCRC will develop a model for the whole family approach; recognise
effects of criminality and its impact on children in assessments; reflect
a broader awareness of Domestic Abuse in relationship to children;
supervision and appraisal to focus on the learning outcomes and effect
of practice from the training received; better partnership work
through learning via a staff presence at MASH and the development
of Early Help relationships.
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You can find further detail on what the partnership is doing to meet these
commitments in the LSCB Business Plan 2017/18.
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Appendix One: Glossary of Terms
CAFCASS Children and Family Court Advisory and Support Service
CAMHS Child and Adolescent Mental Health Services
CCE Child Criminal Exploitation
CCG Clinical Commissioning Group
CDOP Child Death Overview Panel
CE Child Exploitation
CIG Critical Incident Review Group
CIN – Children In Need/Child In Need
CLA/LAC – Children Looked After/Looked After Children
CSE – Child Sexual Exploitation
CP/CPP – Child Protection/Child Protection Plan
CSC - Children’s Social Care
CYP – Children and Young People
EHAT Early Help Assessment Tool
FGM Female Genital Mutilation
ICPCC Initial Child Protection Case Conference
IRO Independent Reviewing Officer
JTAI – Joint Targeted Area Inspection
LSCB Liverpool Safeguarding Children Board
LA Local Authority
LADO Local Authority Designated Officer
MAPPA Multi Agency Public Protection Arrangements
MARAC Multi Agency Risk Assessment Conference
MACE Multi Agency Child Exploitation
MARF – Multi Agency Referral Form
MASH Multi Agency Safeguarding Hub
MCRC Merseyside Community Rehabilitation Company
MARF Multi Agency Referral Form
NFA – No Further Action
OFSTED Office for Standards in Education, Children’s Services and Skills
SCR Serious Case Review
YOS Youth Offending Service

339

44

Appendix 2 - Financial Contributions and Costs
Working Together (2015:70) notes all LSCB member organisations have an obligation to provide LSCBs with reliable resources (including finance) that enable the
LSCB to be strong and effective. Members should share the financial responsibility for the LSCB in such a way that a disproportionate burden does not fall on a
small number of partner agencies.

Expenditure

Financial Contributions and Costs

2016-17

Staffing costs

£254,001

7868

LSCB Training Delivery

£25,289

10180

10180

Administrative costs

£50,281

550

550

550

Reviews

£30,764

0

10000

0

0

LSCB Young Advisors

£11,090

Merseyside Police

31105

31665

31665

31665

Royal Liverpool Broadgreen University Hospital Trust

2000

2036

2036

2036

Liverpool City Council Children’s Social Care

82612

81998

84484

94,243

Commissioning

20000

20360

20360

20360

Schools Forum

0

0

50000

50000

Targeted Services for Young People

7343

7475

7475

7475

Liverpool Clinical Commissioning Group

50000

100000

100000

100000

Merseyside Community Rehabilitation

0

0

4700

4900

National Probation Service

0

0

4700

4700

Agency Contributions

2013-14

2014-15

2015-16

2016-17

Merseycare

7729

7868

7868

Liverpool Community Health

10000

10180

550

CAFCASS
NHS England

Probation
Henshaws College

9400

1897

0

0

900

Total Contributions

220,739

302,432

324,918

335,874

Total Operating Costs (Including staffing)

165,729

225,380

286,090

371,425
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Total Expenditure

£371,425

Appendix 3 – LSCB meeting attendance 2016/17
During 2016/17 the LSCB and LSCB Executive Group both met on 5 occasions respectively.
Liverpool LSCB Board 2016/17: Meetings with representation
Education
Schools
College
Governors
Health
NHS/CCG
Public Health
LCC Childrens services
DCS
Early Help
CSC
Careline
Police and other legal
Police
UK Visas/Immigration
MCRC
NPS
Other agencies
LCC - Adult and Community Services
CAFCASS
Lay Members
NSPCC
0%
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10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

46

2

9

6

24

7

6

5

6

9

5

4
1

18

3

2

3

56→

4

2

13 ↓
35 →
4↓

1

Children’s Centre

14

1

5

2

1

Merseyside Police

2

10

1

3

1

3

1
2

1

2

2

9

14↓

1

10

42 ↓

6

1

26→

1

Merseyside Fire and Rescue
51

8

Health - Aintree

1

Health - LCH

13

9

1

3

1↓
7

1

2

9

90→
1

Health - Merseycare
1

TOTAL

2

5
1

84→
3↑

4

Careline

Health - Alder Hey

14

2

LCC - Leisure

Health - Addaction

2

3

LCC - EHAT
LCC - SW Induction

32

43↑
6↑

1
8

3

2

LCC - Foster Carer
LCC - Family Support

6

Learning from
local reviews

1

D.A. Working

7

D.A.
Awareness

LCC - Safeguarding Support

3

Young People
Risk

2

7

Harmful
Practices

2

10

MAPPA

LCC - Adults Social Care

1

Designated
Safeguarding
Officer

1

Introduction
to Neglect

12

Child Sexual
Exploitation

Working
Together

Liverpool City Council - Other

Working
Together – An
Update

Basic
Safeguarding

Appendix 4 - Agency Attendance at LSCB Training 2016/17

1

3

4

3

1

4

1

1

1

2

1

2

2

1

28

2

55→
9→
8↓

Health - LWH

0↓

Health - RLUH

0↓

Health - Walton Centre

1

1

Health - GP

2

1

Merseyside Probation Trust

1

342

5

2

1

1

1

1

1

4↓
3

2

1

19↓
1↓
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Education - Primary

17
9
7

12
2

15
2

11
10
2

13
3
2

2

Alternative Education Provider

14

6

1

Education – College/Uni

8

2

1

4

2

3

1

Early Years and Childcare

58

4

8

3

4

24

1

1

5

2

3

3

2

NSPCC

1

Housing Associations

12

Other

169

33

Total

434

117

4
1

3
4
2

2

3

TOTAL

Learning from
local reviews

D.A. Working

D.A. Awareness

Young People
Risk
2

9

61↑
47↓
15↓
24↑
8→
1→
30↑

1

1

3

1

6

3

1

29↑
106↑

2

17↑

1

2↓
6

8

2

14

52

45

29

7

9

14

85

170

108

91

24

60

75

Additional workforce development events included:
Safeguarding children and young People form Harmful Practices Conferences (x2) 136 attended
Spotlight On …Sessions (x5) 620 attended
Total Attendees 2016/17: 2108

343

1
1

2

Education - Academy

Barnardos

Harmful
Practices

MAPPA

Designated
Safeguarding
Officer
8

6
3
1

Education - Secondary
Education - Independent

2

Introduction to
Neglect

Child Sexual
Exploitation

Working
Together – An
Update

Working
Together

Basic
Safeguarding
Merseyside CRC
Targeted Services Young People
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2

2

11
24

17

49

43↓
396→

94

1352
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Welcome
Welcome to Liverpool’s Safeguarding Adults Board 2016-2017 report. This report highlights
the achievements made by organisations representing the board and its associated partners
to safeguard adults in Liverpool from abuse and neglect.
This year we completed our first safeguarding adults review which resulted in the
development of a protocol to support practitioners when they have difficulty gaining access
to a service user who may be at risk. We also reviewed and updated some of our
safeguarding processes and procedures including the process for making applications to the
Court of Protection for welfare decisions outside remit of the local authority.
Our partnership working has continued to go from strength to strength with the development
of a care home improvement strategy with aims to improve the quality of care, provide better
access to clinical decision making and drive up higher resident satisfaction with a skilled,
caring workforce.
One of the board’s priorities for 2016-2017 was to strengthen partnership work across the
region and I am pleased to announce the board joined Knowsley, Sefton and Wirral
Safeguarding Adults Boards 1 April 2017 and became a combined board with an
independent chair. This will provide a number of benefits as we pool resources and expertise
and work with our partners across the region to ensure the safety and well-being of our
residents.
Whilst progress has been made in some areas as described above, going forward there are
still priority areas that we will continue to focus on through the Combined Safeguarding
Adults Board and at a local level to improve engagement with service users and providers
and to continually strive towards outstanding standards of care in Liverpool.
Finally, this is my last year as chair of the Liverpool Safeguards Board and I would like to
once again take this opportunity to thank all the board’s member agencies and their staff for
their continued hard work, dedication and commitment to safeguarding adults.

Jane Lunt
Liverpool Safeguarding Adults Board
Head of Quality/Chief Nurse
Liverpool Clinical Commissioning Group
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Liverpool’s Safeguarding Adults Board
How the Safeguarding Adults Board structure and governance arrangements work
Health and
Wellbeing Board

Safeguarding
Adults Board

Performance
management sub
group

Health sub group

Prevention and
community
engagement sub
group

Safeguarding
Adults Review
sub group

Board membership
Liverpool’s Safeguarding Adults Board (SAB) was co-chaired by Samih Kalakeche, director,
Adult Services and Health, Liverpool City Council, and Jane Lunt, head of quality, chief
nurse, Liverpool Clinic Commissioning Group (CCG). The board consisted of senior officers
from agencies across the city (see Appendix A - Membership of the Board). However, from 1
April 2017 the board became a Combined Safeguarding Adults Board with representatives
from Knowsley, Sefton and Wirral safeguarding adults boards with an independent chair.
The purpose of the board
The board’s main objective was to assure itself that local safeguarding arrangements and
partners act to help and protect adults in Liverpool who:


have needs for care and support (whether or not the authority is meeting those
needs) and



are experiencing, or are at risk of, abuse or neglect, and



as a result of those needs are unable to protect themselves against the abuse or the
neglect, or the risk of it.

349

4

The Safeguarding Adults Board Sub-Groups
The board’s sub-groups were made up of senior managers/officers from agencies across the
city and these met quarterly. Each sub-group led on specific priorities of the board with the
work of the health sub-group feeding into the performance management sub-group.
Governance
The board received regular reports on safeguarding activity from partner agencies across
the city. The board was then confident that partners were fulfilling their roles via their own
internal governance arrangements and to external regulators.
The board’s structure ensured that effective interfaces and robust governance arrangements
were in place to promote the safeguarding of adults at risk of abuse or neglect and ensures
accountability for performance.
The SAB’s activity reports and feedback from partner agencies allowed it to interrogate
performance data so it could change policies and procedures, direct resources, as well as
commission projects and specific pieces of work. This also allowed the board to identify
priorities and set the business plan for the forthcoming years.
The board’s priorities for 2016-2017:


Performance management - To ensure there are systems and procedures in place
to monitor and measure the effectiveness of the board and partner agencies to
prevent and protect adults experiencing or at risk of abuse or neglect



Prevention and protection - To work with partner agencies, commissioners and
providers to improve services and raise standards of care in order to prevent abuse
and neglect and promote people’s wellbeing



Community engagement - To engage with communities, people who use services
and their families to prevent abuse and neglect. To ensure people know how to
recognise abuse and neglect and where to get help



Personalisation - To ensure Making Safeguarding Personal (MSP) is embedded in
all approaches to safeguarding work by all agencies, in other words asking people
what they want to happen



Partnership working - To strengthen local and city region partnership working to
maximise resources and effectiveness in order to prevent abuse and neglect



Continuous learning - To create a culture of continuous learning in order to improve
services and learn from experience
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Liverpool Safeguarding Adults Board Membership
Liverpool 2016-17 Safeguarding Adults Board consists of senior officers from these
organisations:
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What is adult safeguarding?
Safeguarding means protecting an adult’s
right to live in safety, free from abuse and
neglect. It is about people and
organisations working together to prevent
and stop both the risks and experience of
abuse or neglect, while at the same time
making sure that the adult’s well-being is
promoted including, having regard to their
views, wishes, feelings and beliefs in
deciding on any action. This must
recognise that adults sometimes have
complex interpersonal relationships and
may be ambivalent, unclear or unrealistic
about their personal circumstances.
Types of abuse and neglect

food/drinks/heat/light/clothing,
inadequate care in a hospital or
care home


Psychological abuse for example
threat to withdraw care/support,
provoking fear of violence, gross
restriction of freedom



Organisational abuse for
example systems that
encourage/allow or condone poor
practice, repeated/ unaddressed
incidents of poor practice



Discriminatory abuse for
example racist or sexist behaviour
or abuse because of someone’s
disability



Domestic violence for example
psychological, physical, sexual,
financial or emotional abuse and
so-called “honour”-based violence



Modern slavery for example
human trafficking, forced labour
and domestic servitude



Self-neglect for example
neglecting one’s personal hygiene,
health, or surroundings and
includes behaviour such as
hoarding.

Abuse can be viewed in terms of:








Physical abuse for example
slapping, beating, pushing,
burning, force-feeding, or misuse
of medication
Sexual abuse for example rape,
sexual assault, sexual
relationships instigated by those in
a position of trust
Financial or material abuse for
example theft of monies, denying
the person access to their money,
theft of property
Neglect or acts of omission for
example not providing access to
medical care or failing to provide
personal care, withholding

Adult abuse will not be tolerated in Liverpool
All concerns should be reported to Careline on

0151 233 3800
All safeguarding concerns are taken seriously and priority is given to ensuring
the immediate safety of the person
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Safeguarding facts and figures/16
During 2016/17 the volume of safeguarding concerns raised increased to 3,653 compared
with 2,917 in 2015/16. This is largely due to an improved reporting process implemented
during the year.
Rather than collating all concerns, complaints and incidents reported through separate
pathways we have now merged the various routes of reporting into a single function. This
allows each referral to be triaged at the point of contact with the appropriate response being
identified. This includes the choice made by the alleged person at risk about what actions
they wish to see.

As part of this process we refer all concerns raised through the criteria set out in Section 42
of the Care Act which determines the statutory obligation a local authority has to escalate
concerns into full enquiries1. As a result, this means not all concerns go on to become
enquiries, in Liverpool’s case 2,820 concerns (77 per cent) went on to full enquiries.
During the course of the year one person could have multiple concerns. In 2016/17 the
3,653 concerns raised involved 2,561 people. Of these people 34 per cent (883) people had
more than one concern during the year. This resulted in a review of the adult’s care and
support needs.

1 For more information on Section 42 please see

http://www.scie.org.uk/care-act-2014/safeguarding-

adults/adult-safeguarding-practice-questions/
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Overall the majority of concerns raised involved females (59 per cent) with the most
common age group for woman being 75-94 years (22 per cent). Men aged 18-64 are the
most featured single group accounting for 18 per cent of all concerns.
The relationship between the age of the person at risk and the escalation of the concern
shows a very distinct pattern. The younger the person at risk the more likely it is that the
concern will go on to an enquiry. With those aged 18-64 years at a rate of 83 per cent and
those aged 95+ at a rate of 69 per cent.

Those persons at risk from a Black and Minority Ethnic (BME) group are also more likely to
see concerns escalated with a rate of 83 per cent going onto enquiries, compared to 77 per
cent for persons with a white or white British ethnicity. The overall volume of concerns
raised by ethnicity indicated that BME groups accounted for 5 per cent of people at risk.
This rate is lower than the BME representation for Liverpool which is 13 per cent of the
overall population.
Of the 2,561 individuals recorded as having a
safeguarding concern, 591 (23 per cent) were
not known to the local authority prior to the
concern being raised. The remaining 1,970 were
in receipt of local authority funded care. The
most common need being physical support,
accounting for 48 per cent of the people at risk.
In 516 cases the adult at risk was assessed as
lacking the capacity to make decisions related to
the safeguarding enquiry. In 452 of these
instances an advocate, friend or family member
provided support to the person at risk.
Overall 92 per cent of concluded enquiries either
removed or reduced the risk(s) identified and 93
per cent of safeguarding enquiries achieved the
outcomes desired for the person at risk.
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Between April 2016 and March 2017 46 per cent of concerns raised were regarding neglect
and acts of omission. In particular, concerns that alleged a service provider as the cause of
the risk saw 81 per cent of allegations attributed to neglect and acts of omission.

Other areas of note are the most common alleged perpetrator, accounting for 58 per cent of
safeguarding concerns, is a person(s) known to the individual at risk. These occurrences of
someone familiar with the person at risk accounted for 65 per of physical abuse allegations,
67 per cent of financial or material abuse allegations, 74 per cent of psychological abuse
allegations and 60 per cent of sexual abuse allegations.
In 77 per cent (1,990) of the safeguarding concerns that
went on to a full enquiry, a risk was identified and actions
taken to either remove or reduce the risk. 20 per cent
(584) positively identified a risk but action was not
required by the local authority or investigating
organisation. In these cases, the risk had been addressed
by a third party, for example a care provider or carer. The
remaining 3 per cent (246) either resulted in the enquiry
being inconclusive or no risks being identified.
Following the conclusion of an enquiry, 92 per cent of
those persons at risk reported that they had their desired
outcomes met, either fully or partially. The highest
satisfaction rates occurred for those people aged 95+ and
65-74 years. The lowest rate, at 91 per cent, occurred in
the 85-94 years age group.
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The most common location for the allegation is in the persons own home accounting for 44
per cent of concerns, however the combined total for care homes is 1,009 concerns
accounting for 51 per cent of the total.
The Care Quality Commission inspection data shows that Liverpool have 42 per cent of the
cities capacity rated as either inadequate or requiring improvement. However, this is an
improved position from 2015/16 when 52 per cent of the care homes in Liverpool were rated
as either inadequate or requiring improvement.

Currently 50 care homes in Liverpool are rated as good or outstanding2 (1,652
placements). We are committed to continuing this improvement in quality as a city and as
part of the larger regions (Liverpool City Region, North West and National).
The 2016/17 annual survey of service users reflects this commitment with the highest
percentage in four years of service users to report overall feelings of safety at 71 per cent
(England average being 69 per cent). Equally, service users reported an increase in the
number of people who said that they felt safe because of their services; 87 per cent
compared to the previous years’ 86 per cent (England average being 85 per cent). 3

2 Further information on CQC inspections can be found on http://www.cqc.org.uk/about-

us/transparency/using-cqc-data
3 England averages are taken from the published statutory data set available via NHS Digital

https://indicators.hscic.gov.uk/webview/
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Deprivation of Liberty Safeguards

S

Article 5 of the Human Rights Act states that “everyone has the right to liberty and security
of person. No-one shall be deprived of his or her liberty [unless] in accordance with a
procedure prescribed in law.” The Deprivation of Liberty Safeguards (DoLS) is the
procedure set out in law when it is necessary to deprive a person of their liberty in a
residential home or hospital. It relates to a person who lacks mental capacity to consent to
their care and treatment in order to keep them safe from harm.
If someone is subject to that level of supervision, and is not free to leave, then it is likely that
they are being deprived of their liberty.
Over the past 12 months the volumes have remained fairly static however there has been a
shift towards hospital submissions.

Before an application to lawfully deprive an adult of their liberty in a care home or hospital
can be authorised, the local authority must arrange for a qualified DoLS mental health
assessor and a best interests assessor to undertake a number of assessments. The purpose
of the assessments is to determine that the adult meets a specific criteria set out in the
deprivation of liberty safeguards ensuring that the deprivation of liberty is in the adult’s best
interests.
This has a major impact on resources and in order to minimise the risk of service
users/patients being unlawfully deprived of their liberty we are recruiting additional staff to
process the continued increase in applications. We also continue to commission DoLS best
interests eligibility training to increase the number of assessors qualified to undertake DoLS
assessments.
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Quality assurance and local activity
Liverpool has a robust monitoring and quality assurance process in place which meets the
requirements for the Department of Health’s statistical returns. These systems are monitored
and updated regularly to ensure that they are current and relevant.
The collection, analysis and dissemination of intelligence and information relating to
safeguarding and quality assurance across the local authority and the wider footprint of our
partners is extensive. We have a full complement of data resources and reporting
mechanisms to capture information.
The wealth of information is used to give, not only a picture of an individual’s quality of life,
but also a view of the adult social care and health system. We have linked contract
management, quality assurance, complaints and safeguarding data to provide a complete
picture of the care market to assist this process.
How we use the information and intelligence collected
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Quality assurance group
Liverpool City Council, Liverpool Clinical Commissioning Group (CCG), Care Quality
Commission (CQC), Healthwatch and partners from Liverpool Community Health (LCH)
meet on a monthly basis to review information in relation to safeguarding and care
standards. The performance improvement team produce a monthly intelligence report which
enables the Quality Assurance Group (QAG) to review and agree any required action to
raise standards of care to prevent abuse and neglect. This can include placing a suspension
or restriction on a provider, this means that the provider will not be able to take on any new
business until concerns have been resolved satisfactory. We always aim to work in
partnership with providers and try to minimise any disruption to service users, and in some
cases providers will self-suspend a new business to allow them sufficient time to develop
and implement actions for improvements.
Quality assurance and adult safeguarding unit
Following a suspension of a new business, staff from LCC’s quality assurance team, the
CCG, and LCH will provide guidance and support to providers. This can include reviewing
care plans, risk assessments and/or providing medication training and so on. When there is
evidence that action plan areas are being met the suspension is lifted. The safeguarding and
quality assurance team will continue to work with the provider, carrying out audits of new
admissions to make sure that good practice is maintained. The audit results are shared with
providers to help them develop sufficiently detailed care and risk management plans and to
ensure practice and care provision is consistent.
Contract monitoring and quality assurance visits
The quality assurance team aims to visit all commissioned social care providers on an
annual basis to undertake a contract monitoring visit. Where areas of non-compliance are
identified, an action plan will be drawn up and agreed with the provider. This approach helps
providers to work towards compliance and helps with developing the overall quality of the
service.
Activity 2016/17
Number of suspensions (including self-suspensions)

14

Number of contract compliance visits

101

Audit of new admissions following a lifting of suspension

28
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Safeguarding adults – what difference did we
make?
Merseyside Community Rehabilitation Company
Below is an example of how Merseyside Community Rehabilitation Company (MCRC)
worked in partnership with P3, an organisation working with complex cases to safeguard
RO, an adult who was at risk of abuse and neglect.
RO is a man with varied physical and psychologic issues, which have been compounded by
his chaotic and prolonged alcohol use. These include: obsessive compulsive disorder
(OCD), mental health issues (resulting in several hospital admissions), isolation, and
numerous episodes of self-harm and suicide attempts. RO explained to link workers that he
uses alcohol as a tool to control his OCD, and as a coping mechanism for the abuse he
experienced as a child. RO understands the alcohol changes his personality from amiable
and friendly, to aggressive and violent, but explained it was the only way he knew to “numb”
his senses and to make sense of his experiences.
RO has recently been served with a 12-month suspended eviction notice from his social
housing association. This was served due to aggression towards neighbours and other antisocial behaviour such as noise and allowing people to use his flat. RO’s most serious
offence is the misuse of emergency services which has resulted in several custodial
sentences. RO felt that historically he had little support from and was wary of probation and
support services, but at the point he was referred to P3 stated he would like to engage to
help his recovery from alcohol and to improve his life.
Since the assessment was completed RO has worked well with P3, and has built up a good
relationship with his link worker. RO is very self-sufficient when given the support and
guidance for developing plans to tackle his issues in small steps. Completed work includes:









Re-referral and assessment booked for Mind Matters
Support with attending and engaging with alcohol services
Support to engage with probation services
Support to attend his GP and to obtain sick notes to support his benefits claim.
Support to attending appointments at the council regarding housing issues and
Council Tax benefit
Ongoing communications between P3, probation and alcohol services to ensure
continued abstinence and to monitor engagement and progress
Support to set up a payment plan for rent arrears
Regular time slots have been agreed with RO to help him structure his week and
become more organised and independent in managing his appointment.

RO has responded really well to the link workers’ support and encouragement. He has
shown good motivation and made significant progress in a short period of time. P3 will
continue to support RO to engage with services and ensure he can sustain the progress he
has made before withdrawing support.
RO is taking more responsibility for himself including re-paying rent arrears. He is also
working towards abstaining from alcohol with support from treatment services.
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Safeguarding Adults Review
In December 2015 the SAB arranged a Safeguarding Adults Review (SAR) and
commissioned an independent chair/author to lead a review in relation to the death of
Edward. Edward was 51-year-old male with a number of physical and learning disabilities
who lived at home with his mum and two adult siblings.
A public report of the SAR has now been published on LCC’s website:
www.liverpool.gov.uk/council/strategies-plans-and-policies/adult-services-and-health/safeguardingadults-procedure/
What is a Safeguarding Adult Review?
A SAR is held when an adult in the local authority area dies as a result of abuse or neglect,
whether known or suspected, and there is a concern that partner agencies could have
worked more effectively to protect the adult or when an adult in the area has not died, but
the SAB knows or suspects that the adult has experienced serious abuse or neglect.
What is the purpose of a Safeguarding Adults Review?
The purpose of a SAR is so that the lessons can be learnt from the case and those lessons
applied to future cases to prevent similar harm occurring again. Its purpose is not to hold any
person or organisation to account.
Edward
In early October 2015 Merseyside Police and North West Ambulance Service were called to
Edward’s family home and were told by his mother that Edward had been watching the traffic
from the front living room, when he suddenly became ill. He was taken to University Hospital
Aintree by ambulance where he was pronounced dead.
Merseyside Police carried out an investigation as his death was sudden, unexpected, and
during the post mortem examination, no medication for controlling his epilepsy was found to
be present. After consideration by the Coroner over a number of hearings from December
2015 to December 2016, and the involvement of Merseyside Police, it was found that
Edward’s death was from natural causes and, “as a result of acute brain swelling with central
herniation, due to status epilepticus” (epilepsy).
Over his lifetime Edward and his family had some brief contact with local public
organisations. In the last two years of his life these contacts became more frequent, and
included police, health, housing, and social services.
The police came into contact with Edward’s family when his mother reported that unknown
people were throwing snowballs at the house. Although there was no verifiable evidence of
the anti-social behaviour the police officers were concerned about the vulnerability of family
members and also the housing conditions. They made referrals to Liverpool City Council’s
(LCC) Adult Social Care, and to the landlord Cobalt Housing
The LCC social worker raised concerns about the family as a safeguarding matter. She was
unable to make progress with Edward’s mother to deal with the matters raised in the
referrals made by the police officers and Cobalt Housing. The social worker’s concerns
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included that this “vulnerable family” had no heating or water, and essential repair works
were being refused.
During this time, Edward began to experience some physical health problems that the GP
believed needed hospital investigations. Edward had been having annual health checks with
his GP as is good practice for an adult with a learning disability, but he was not always able
to cooperate with some procedures such as the taking of blood samples.
Health interventions were agreed to reluctantly by Edward’s mother and by the time he
needed such interventions for what might have been serious but potentially treatable
illnesses, his fearful and resistant behaviours in relation to leaving the house and
cooperating with strangers were firmly established.
Over a period of time and after a great deal of planning between Mersey Care NHS Trust,
North West Ambulance Service, his GP, and Edward’s mother, Edward was supported to
attend three diagnostic hospital visits. Not all tests were fully achieved because of his
inability to cooperate for long periods. However, getting him to hospital was seen as a step
forward, particularly as at the start of the hospital appointments the family reported their
concerns to the police that this was a ploy to get Edward “taken into care”.
Professional contact with the family, particularly from social workers, which could have
helped Edward and his mum as a carer, was resisted/avoided by her. When she did say she
thought she would need assistance, for instance on Edward’s discharge from hospital
following a second seizure, it was quickly refused once he was at home.
Legal advice was requested from LCC’s legal and care management panel. There were
concerns again about the adult siblings and their capacity to make different decisions from
those that their mother seemed to be making for them. The panel felt that they needed
further information before a decision could be made to make an application to the Court of
Protection and asked the social worker to gather more information and refer back to the
panel.
A number of attempts were made by the social worker and Mersey Care staff to see Edward,
but these were avoided by the family, who deemed them to be unnecessary, for example the
mother would keep staff at the front door and refused offers of support etc. The case was not
referred back to the legal and care management panel.
No professional had seen Edward in the two months following his discharge from hospital
and prior to his death.
What did we learn from this review?
The review highlighted some gaps in practice and processes but also highlighted some good
practice in this case. Here are some of the key learning from this review and actions taken to
improve practice.
Key learning extracted from the SAR:



Edward, as a person, being invisible to most professional staff as they accepted his
mother’s terms in order to maintain some contact with the family
The lack of clarity about responsibility to reconvene and report back to the LCC legal
and care management panel
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A missed opportunity, when Edward was in hospital, for Mersey Care, LCC social
work staff, and Aintree hospital staff to carry out an assessment of risk, including
consideration of Edward’s mother’s known suspicions, particularly to medication for
Edward (she said it “drugged him up” and made him sleepy).



Confusion over Aintree hospital’s notification to LCC Adult Social Care of Edward’s
discharge from hospital in a timely manner following his second seizure



The seeming lack of heightened professional concern over the significance of Edward
developing seizures when there is evidence of seizures being a frequent cause of
premature death among people with learning disabilities



The lack of clarity over which organisation was taking the lead with the family as
particular points, particularly during the period of health interventions, and key workers
being absent



The practice of case-holding only where there is an active intervention with a
vulnerable adult, particularly where they are living in a family and environment that is
identified to have risks that are not being allowed to be mitigated



There is no evidence that advocacy support from a third-sector organisation was
suggested to work with Edward to identify his own needs and wishes more clearly.

Good practice
In addition to lessons learnt, some good practice was also identified including:


Tenacity and commitment by the long-standing social worker who acknowledged her
dilemma as a social worker and her employer’s requirements when there was no
cooperation and no assessed high risk “to close the case”



“Defence” by the social worker of the family and explanation why some family
members appeared rude and aggressive to new professional contacts (the family
was frightened that Edward would be taken away by social services)



Holding safeguarding and multi-disciplinary meetings to share information and drive
action



Escalation to a LCC legal panel when the social worker needed guidance in the
complex area of when a case might need involvement of the Court of Protection



The existence of such a panel that could be accessed by frontline staff, even if some
flaws in practice were revealed in this case



Good commitment to the family by the GP and a preparedness to work in partnership
with other professionals



Tenacity and detailed planning by the Mersey Care learning disability nurse to get
sensitive support for Edward to access hospital diagnostic tests



Good partnership and sensitive work by staff from the NW Ambulance Trust to get
Edward to hospital
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Good follow up by Merseyside police officers following ASB referrals



Prompt action, and good assessment to enable the family to move house, even if
advice was not taken by Edward’s mother about her son’s accessibility needs.

What have we done to improve practice and learn from this review.


Developed a protocol for gaining access to adults believed to be at risk. The protocol
was based on the Social Care Institute for Excellence: Gaining access to an adult
suspected to be at risk of neglect or abuse: a guide for social workers and managers
in England –The protocol has now been published on:
www.liverpool.gov.uk/council/strategies-plans-and-policies/adult-services-andhealth/safeguarding-adults-procedure/



Reviewed and updated the process for considering if a case requires an application
to the Court of Protection. The process is now more robust and includes monitoring
cases that need to be brought back to the panel.



Commissioned Mental Capacity Act and safeguarding training including when to
make an application to the Court of Protection. The lessons from this review have
been shared with training providers and incorporated into relevant training.



Care Act s68 rights to advocacy is extensively covered in safeguarding training



Reviewed and updated common uses of terminology to distinguish between a referral
made to Careline to raise a safeguarding concern and a referral made to Careline for
an assessment of an adults eligible care and support needs



Raised awareness of the Mental Capacity Act with GPs and primary care contracting.



Encouraged GPs to use of The Royal College of General Practitioners health check
for learning disabilities tool kit



Arranged family/carer training sessions for social workers and community care
assessors on carers assessments, eligibility determination, support planning and
review.



Produced a practice briefing with key messages from this review for practitioners
which included links to useful information around learning disability and epilepsy

Ongoing work


We are in the process of reviewing Liverpool inter-agency safeguarding adults
procedures to ensure any key messages identified in this review in relation to the
safeguarding procedures are included.



We are planning a large multi-agency lesson learned event early 2018 with partners
from Citysafe and Liverpool Safeguarding Children Board to share the learning from
this review.
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Key developments, achievements and local
activity
Working with associated partners, the board has made significant progress on its priorities in
2016/17. In addition, we have been involved with a number of successful projects with
associated partners and businesses in Liverpool with the common aim of protecting adults at
risk of abuse or neglect and raising standards of care in the city. Some of the key
developments, achievements and local activity include:
Performance management
During 2016/17 the performance sub-group led by LCC presented quarterly detailed and
themed performance reports to the SAB. This allowed data to be analysed, monitoring to be
improved, and resources to be directed to raise care standards to minimise the risk of abuse.
Analysis of neglect and acts of omission safeguarding concerns
The performance reports enabled the analysis of neglect and acts of omission safeguarding
concerns which highlighted medication errors and falls as the two biggest concerns in this
category. This resulted in partners working together to develop and implement systems and
procedures to minimise the risk of medication errors. This included electronic medication
management systems, increased medication training, medication reviews and improved
information sharing between partners to target medicines management support to specific
providers.
A spot audit of safeguarding referrals in relation to falls identified that some falls were being
reported as safeguarding concerns when they were not due to any neglect or act of
omission. As a result of the audit we raised awareness with providers of what action they
should take when a service user falls. It was also an opportunity to remind providers of the
guidance within the safeguarding inter-agency procedures and the falls toolkit produced by
the CCG’s falls lead. Going forward this should reduce the number of inappropriate referrals.
Care Home Strategy
A key priority for the board was to prevent safeguarding concerns by raising the quality of
care in Liverpool and once again we have seen partnership work grow from strength to
strength with the development of the Liverpool Care Home Improvement Strategy 20172022. This is a joint strategy between LCC, the Care Home Provider Market and the CCG –
in partnership with the GP Federation, acute and community health providers, CQC, Skills
for Care, NICE, Healthwatch, the Combined Safeguarding Adults Board and Older People’s
Forums. The objectives of the strategy are improved quality care, better access to clinical
decision making, higher resident satisfaction, and a skilled, caring workforce.
The strategy includes the commissioning of My Home Life which is a leadership support
programme to deliver an initiative promoting quality of life and delivers positive change in
care homes for older people. Liverpool have identified suitable care homes to put managers
on a leadership programme aimed at driving up quality which recognises that leadership is a
key component of the quality challenge in Liverpool. The programme will commence October
2017. Going forward we expect to see an increase in the number of care and nursing homes
rated as good and outstanding by CQC.
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Telemedicine
During 2016-17 telemedicine was launched in 37 care homes as part of the care home
improvement strategy. The telemedicine service allows care workers to video call the digital
hub in Airedale Hospital whenever a resident has a health concern and to speak to a nurse
who is trained to deal with acute problems. The service reassures staff of the resident’s wellbeing and treatment, helps to avoid unnecessary unplanned hospital visits, with hub nurses
also able to request a prescription from the registered GP during the video call (if medication
is needed). This is an important part of the Care Home strategy, “in achieving our ultimate
goal of delivering the best possible experience for residents, families and care home staff.”
Older peoples care home multi-disciplinary team
The CCG introduced a pilot multi-disciplinary team for older peoples’ care homes consisting
of GPs, community matrons, pharmacists, and consultant geriatric and care staff who meet
regularly to clinically review and case manage older people in eight care homes. This
provides enhanced care for frail older people in Liverpool older peoples care home which
will:








Reduce variation in clinical care for care home residents with the provision of a high
quality, equitable clinical service
Reduce emergency admissions and emergency readmissions of residents from older
people’s care homes
Provide support to people with dementia and care home staff in the care of people
with dementia using psychosocial approaches
Provide clinical leadership and case management of care home residents in
conjunction with the residents GP and the care home staff
Introduce processes that ensure the safe, effective and timely transfer of care for
older people from acute or community settings back to the care home environment
Provide support to care home staff/providers in their care of frail elderly residents and
enhance the skills of the care home workforce
Introduce the use of clinical protocols, tools and digital technology including
telemedicine and assistive technology to support timely, high quality clinical care of
frail older home residents.

The project will be evaluated in 2018 to learn what elements are beneficial and needs to be
taken forward in the city.
Combined Safeguarding Adults Board
One of the board’s priorities was to strengthen regional partnership and local partnership
working. With growing demands and constraints on resources the directors from Knowsley,
Liverpool, Sefton and Wirral tasked safeguarding lead officers to review the feasibility of
having one safeguarding adults board across the region. The group considered inefficiencies
caused by duplication of effort and attendance, cost, resource implications, benefits and
risks. The outcome of the review was that the group agreed that there would be a number of
strategic benefits of having one board such as standardised data collection and analysis
supporting a coordinating strategic approach to address any common safeguarding
concerns. This would enable the board to move quickly to address concerns and in time
improve quality across the region. The outcome of the review was the four authorities along
with partner agencies agreed to become one Combined Safeguarding Adults Board with an
independent chair to be implemented from 1 April 2017.
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Safeguarding adults policy
A further example of regional partnership working was the development of a Safeguarding
Adults Policy across a number of north west local authorities. Liverpool’s safeguarding lead
officer worked with colleagues from across a number of authorities in the North West and
developed a North West Safeguarding Adults Policy. In addition to reducing duplication of
work, pooling expertise, using common language and a shared approach to addressing
safeguarding issues, the group agreed that this would make safeguarding easier to
understand for those practitioners and service users who move from one local authority to
another.
Hoarding protocol
Hoarding has become an increasing concern for partner agencies in Liverpool, particularly
for housing partners and Merseyside Fire and Rescue Service. The safeguarding adults
board’s prevention and community engagement task-and-finish group developed a hoarding
protocol to support practitioners and partner agencies recognise signs of hoarding, consider
the impact of hoarding on an adults’ mental health and well-being and potential solutions to
support the adult. Working with Merseyside Fire and Rescue Service and Liverpool Housing
Trust, LCC plans to launch the hoarding protocol in July 2017. This will increase awareness
of hoarding and encourage early intervention to support adults at risk.
Guidance for the release for prisoners with care and support needs
During 2016/17 the safeguarding adults review subgroup considered a number of
safeguarding incidents that they felt would benefit from a single agency or multi agency
lessons learnt case review. One such case resulted in the review of the planning process for
the release of prisoners with eligible care and support needs. Colleagues from NHS
Lancashire Care Foundation Trust, LCC, Lancashire County Council, National Probation
Service, National Offenders Management Prison Service and Advocacy Focus developed
guidance for the release of prisoners who have eligible social care needs under the Care Act
2014. This guidance provides a clear pathway for planning release of prisoners with eligible
care and support needs in consultation with the adult and appropriate agencies. This will
improve information sharing and early planning to ensure adults with care and support needs
receive the care and support they require in a timely fashion reducing the risk of
deterioration of the person’s health and well-being.
Making safeguarding personal case file audit
During 2016 two case file audits were undertaken by a group of senior adult social care
managers, operational managers, social workers and quality assurance staff. The purpose of
the audit was to monitor if service user’s wishes regarding what they wanted to happen had
been identified by the enquiry officer and if their outcomes had been met. The outcome of
the first case file audit identified that only 50 per cent of service user’s desired outcomes
were recorded in the safeguarding enquiry outcome report. Following the first audit, the
safeguarding enquiry outcome report was updated and went live on liquid logic, which is the
council’s management information system. This meant that practitioners could not progress
with the enquiry without recording what the service user wanted to happen and if the service
user’s desired outcomes had been achieved. The second case file audit saw a significant
increase with 75 per cent of service users desired outcomes being captured on the
safeguarding enquiry outcome report and in the main the service user’s desired outcomes
were fully or partially achieved.
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An automated case file audit toolkit has been developed by LCC and will be used by all
social work team leaders, this will improve the auditing of safeguarding enquiries to ensure
they reflect the views and input of the service user. During 2017-2018 the performance
reports will be presented to senior managers and commissioners to inform learning and
development and evaluate what differences we are making to the adult’s safety and
wellbeing.
Liverpool Housing Trust internal audit to review policies and procedures
During 20116-12 Liverpool Housing Trust (LHT) undertook an internal audit to review their
policies and procedures which provide a framework for management risk. The introduction
of the contractor notification book has helped embed the reporting of safeguarding concerns
with LHT contractors and help support the business in responding to tenant specific needs.
The outcome of the audit resulted in some inconsistencies across the group in terms of
training and recording and an action plan was put in place to ensure that there is a
consistent and coordinated approach as they move to become one organisation, Onward
Homes. The safeguarding monitoring group meets on a quarterly basis to discuss activity,
share good practice and identify and action safeguarding service improvements across the
organisation.

Liverpool Clinical Commissioning Group
Care home safeguarding standard operating procedure
The CCG established a care home safeguarding task-and-finish group with partners in
health and social care with a view to developing a care home safeguarding standard
operating procedures (SOP). The aim of the SOP is to enable an integrated approach across
LCC, health and commissioning systems and processes to safeguarding care home
residents.
The SOP will improve information sharing and the use of safeguarding intelligence to
improve standards of health care delivery within the care home sector, joint working and
response times to address any clinical issues raised in safeguarding enquiries enabling
action plans to be monitored and followed through to drive improvements in care homes. It is
anticipated over the next 12 months that the outcomes from this work will reduce variations
in clinical standards of care delivered to care home residents across the city. With LCC, LCH
and a clinical quality performance specialist nurse working more closely together to follow up
safeguarding enquiries, action plans and new care home admission audits, access to care
home beds should be improved enhancing discharge pathways from acute providers.
Raising awareness of safeguarding
For the past two years two lead GPs for safeguarding have supported all 92 GP practices in
the area to deliver services with regard to the safeguarding of all registered patients. In this
regard the named GP covers safeguarding issues from “conception to grave” encompassing
children, young people and adults. This fits with the role of general practice as a universal
provider of primary health care to all registered people and their families.
Systematic arrangements for the safeguarding of adults in general practice continues to
develop. The named GP is involved with several multi-agency forums such as multi-agency
referral and multi-agency risk assessment conference (MARAC), and multi-agency public
protection arrangements (MAPPA) and establishing robust links between these groups and
general practice remains a priority for the named GP throughout 2017/18.
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It is fully appreciated that adult safeguarding overlaps with safeguarding for other age
groups. The mantra provided by the Royal College of General Practitioners is a strapline
adopted by the named GP and used at all of our training sessions: “See the adult behind the
child, and the child behind the adult” is very relevant for the service. The named GP will
continue to approach the role and responsibility for safeguarding in this way.
Reducing pressure ulcers - React to Red
The CCG has been working with the nursing team at Cheshire and Merseyside on an
exciting new initiative to reduce the number of pressure ulcers across the health economy.
Part of the programme is to prevent grade 1 pressure damage. The nursing team has
delivered free training direct to care/nursing homes.
The pressure ulcer reduction workstream was supported by LCH safeguarding adults team
which led to the development of the “shared decision making tool”. An assessment tool, used
by staff within LCH to help to understand how patients make decisions about their care.
Liverpool Community Health NHS Trust (LCH) partnership working
May 2016 saw the introduction of the Mental Capacity Act coordinator new post within the
team offering support to complex multi-disciplinary team meetings, assessments of mental
capacity and subsequent applications to the Court of Protection if required. Over the course
of the year the post has been developed and it is now an integral part of the safeguarding
service LCH offers. A total of 109 investigations were completed by the safeguarding adult
team during 2016-17.
LCH continues to provide bespoke safeguarding adults training and this year we have
supported the complex care dental nurse training programme, the deaf community, palliative
care study days and student nurse training.
Public Health bowel screening awareness
Public Health delivered awareness of bowel screening at the care home provider forum,
highlighting key points:
•
•
•
•

Cancer is the biggest killer in Liverpool, responsible for three out of 10 deaths
Cancer rates are 20 per cent higher than other parts of UK and half of all cancer
patients are diagnosed too late
In 2013 there were 2,657 new cases of cancer- 16 per cent increase since 2001
Bowel cancer is the third most common cancer in men and women.

This has encouraged take up of the screening for care home residents.
Merseyside Fire and Rescue Service holistic safe and well visit
Merseyside Fire and Rescue Services continue to target people who are aged 65 and over
or anyone who may be at a high risk of fire in the home. To make them safer within their
environment, the service has developed the Home Fire Safety Check (HFSC) into a more
holistic safe-and-well visit that risk assesses the occupants’ health and well-being,
specifically looking at:
•
•

Risk of falls
Bowel cancer screening
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•
•
•

Hypertension
Smoking cessation
Alcohol reduction.

The onward referral process allows appropriate early intervention from our partner agencies.
Additionally, following on from a double fire fatality in south Liverpool that was linked to
occupants that would not engage in a property that had high levels of hoarding, Merseyside
Fire and Rescue Service have worked in partnership with the Liverpool Safeguarding Adults
Board to produce a Multi-Agency Hoarding Protocol that sets out a framework for
collaborative working using a person centred approach in order to fully achieve the best
outcome for the individual whilst meeting the requirements and duties of the Care Act.

Liverpool Women’s NHS Foundation Trust
Following successful implementation of a number of recommendations made in 2015,
Liverpool Women’s hospital noted that a significant improvement was demonstrated, through
a qualitative audit, of the integration of the Mental Capacity Act into the trust’s consent
process. In respect to assessing capacity, assurance was provided that all patients deemed
to lack capacity to consent, regardless of speciality, met the legal standard for deeming a
person to lack capacity to make the required decision. There was evidence to show all
practicable steps to support the patient in demonstrating capacity had been taken and when
a decision to proceed in the individual’s best interest was made there was evidence, in all
audited cases that the decision was made in compliance with Section 4 of the Act. This
included the required statutory checks, taking into account the person’s wishes and feelings
and a rationale as to why the choice was the least restrictive option available.
It was agreed by the trust that the combination of raising awareness of how to apply the
MCA in clinical practice through mandatory training, identification of patients who may lack
capacity in pre-operative assessment, a robust referral system, access to specialist support
and expert guidance and the reformatted Consent Form 4 all contributed to the overall
improvement in compliance when compared to 2015/16.
During 2016-17 Liverpool Women’s hospital saw a focus on establishing a parity of service
for those patients diagnosed with a learning disability. This was achieved through embedding
the Supporting Patients with a Cognitive Impairment Strategy which promotes excellence in
the care of patients with both dementia and learning disabilities ensuring that we achieve the
same level of excellence for all vulnerable patients, their relatives and carers.
For 2016/17 a Commissioning for Quality and Innovation (CQUIN), specific to learning
disabilities, was commissioned to deliver excellent care and parity of esteem for all people
with learning disabilities. This was achieved by ensuring that people with learning disabilities
had access to the same investigations and treatments as anyone else and that their needs
are accommodated in order to achieve the same outcomes by:
1.
2.
3.
4.

Early in the care pathway
Good communication
Thorough assessment of needs
Provision of tailored, patient centred and reasonably adjusted services

It should be noted that for each quarterly CQUIN submission the trust submitted the required
evidence to demonstrate assurance and carer feedback included the following comments:


Staff were friendly and treated us with dignity. They knew how best to care for my daughter
and accommodate her specific needs
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My sister enjoyed her stay at LWH and felt it was almost like a little holiday. Hospital staff
were attentive and accommodating of her extra needs and were very clear when giving
information to her and myself



We were worried about coming into hospital based on a previous poor experience at another
hospital. We were allowed to take our time and any worries were eased. It was refreshing to
be involved throughout and at the end of the day my sister was smiling

Merseyside Police
The below information highlights some of the activities undertaken by Merseyside Police
during 2016-2017 to safeguard adults at risk from abuse and neglect:


Automation of the police vulnerable persons referral form has been instigated which
means that referrals are submitted quicker and the subsequent risk assessment of
victims and those at risk is completed more efficiently, meaning that necessary steps to
safeguard people improves.



Officers from the integrated offender management team which includes police and
probation provide rehabilitation and resettlement for offenders of domestic abuse once
they are released from prison. There were 56 such offenders though the year being
managed by the team, to reduce their risk of reoffending thereby reducing threat to
victims who are either family members or who continue to maintain a relationship with
them. The key pathways used are finding accommodation away from the original victim
via three other partner agencies, programmes that focus on behaviour and attitudes to
their offending and anger management which reduces risk to victims further as well as
employment, learning and skills to improve life chances. The team also works with the
victims to reduce their risk, prior to the offender’s release to identify concerns and
prevent offenders contact with them whilst referring the victims to Independent Domestic
Violence Advocates (IDVA) and other support pathways.



Police work closer with IDVAs and they provide a list of the top ten vulnerable victims.
From this a targeted response is implemented around those offenders who are targeted
with arrests, domestic violence protection notices and court orders to safeguard the adult
victims.



Representatives from the national centre for domestic violence have provided inputs to
police officers around how to obtain injunctions and other court orders by working in
partnership with them to safeguard victims. This includes all frontline officers having an
app on their mobile data devices for immediate access



In regards we have safeguarded vulnerable victims who are subject to honour-based
abuse including forced marriage and have obtained a number of forced marriage
protection orders which prevents vulnerable adults (and in some case children) from
being removed from the country. One of these cases received national recognition when
a female was recovered from Pakistan.



Presentations have been delivered to partner agencies at the Cunard Building around
the issues of honour-based violence to inform over 150 people about the signs of this
type of abuse, best practice to raise awareness and how to apply for orders to protect
these vulnerable victims.
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Human trafficking is an issue that is not fully understood in terms of intelligence and
things are in place to improve this picture. We now complete an intensive week of action
once a month looking at a different issue in this arena. This has included marketing the
issues to the public by awareness raising in Liverpool, positive action by executing
warrants and referring victims that are located into the national referral mechanism so
victims are then supported. We also educate our own staff in this so they know what to
look out for when responding to incidents.



Merseyside Police has hosted an Open University peer-learning event in order to identify
best proactive and the automated vulnerable person referral form will include human
trafficking.



Merseyside Police work closely with the CQC and the coroner when issues arise around
mistreatment, neglect, abuse or death of an adult within the care home environment and
where necessary prosecutions have followed.

Citysafe
Radicalisation and extremism
Citysafe is supporting the Ariel Trust to develop an e-learning module, aimed at primary
school age children and there will again be an interactive toolkit for teachers to use in the
classroom. During 2016/17 there have been 59 workshops to raise awareness of prevent
(WRAP) sessions delivered by the council, training 1,662 staff in total. There have been a
further 32 Prevent events delivered by the police team reaching a further 1,030 staff.
A training strategy is in place until March 2018 with both the children’s and adult workforce to
deliver Prevent WRAP to priority frontline staff working with vulnerable adults, children and
families within social care services. This will become a rolling programme.
The Counter Terrorism and Security Act 2015 places Channel on to a statutory footing.
Channel is a key part of Prevent. All local authorities have in place Channel Panels, whose
function is to access the extent of vulnerabilities of those people identified of being drawn
into any form of terrorism activity. Liverpool has a bespoke Channel process in place which
convenes on a case-by-case basis and has separate panels for child and adult referrals.
The Police Prevent Team currently continue to take the lead for the Vulnerability
Assessment Framework (VAF) and Prevent Case Management (PCM).
Community engagement
There has been a number of positive Prevent events that have taken place in Liverpool in
partnership with the Home Office, schools, further and higher education institutions,
Foundation 4 Peace (F4P) and faith institutions. Along with the Police Prevent Engagement
Team, as a local authority Citysafe have supported North Liverpool Academy (drama
department project) to produce an interactive DVD to be distributed and used in all
secondary schools citywide which focuses on the risks of radicalisation of young people. In
partnership with the F4P, the council has successfully engaged with multi-agency
professionals to provide them with the appropriate skills and tools to address and discuss
themes around radicalisation and extremism with young people. A new project Young
Women for Peace aimed at 16-19 year olds, has also been supported by the council. This is
a tailored project of community workshops and intensive residential training and support up
to 20 young women to challenge extremism and resolve conflicts through dialogue within
their own communities in the city.
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There is an active Prevent steering group in place. This is a multi-agency membership forum
which develops and quality assures the annual Prevent action plan. It defines particular
areas of work, target hardening, training and commissioning of specific external
projects/training within communities and the education sector including further and higher
education institutions. There is now a fully established Merseyside Inter-Faith Forum,
representatives from the Christian, Muslim, Jewish, Hindu, Sikh and Buddhist communities
attend the quarterly forum which operates as a positive support networking event, where all
issues can be addressed, updates received and sharing of positive practices and
events/projects. LCC and the Prevent team have founded the Merseyside Police and LCC
Prevent Coordinator Forum, this was established to provide guidance, support and
mentoring on the Prevent agenda to the other neighbouring local authorities which are all
“non priority” areas, this is supported and attended by the North West Counter Terrorism Unit
Regional Leads.

North West Ambulance Service
The safeguarding team has expanded since taking on two new safeguarding practitioners in
early 2017. There is now a designated safeguarding practitioner working in each
geographical area of the trust, Cumbria and Lancashire, Greater Manchester and Cheshire
and Mersey. The increase in the workforce has allowed a stronger commitment to internal
training and support for staff and for a visible engagement with local Safeguarding Adults
and Children boards.
All of the safeguarding practitioners and the safeguarding practice manager and head of
clinical safety attend external level 3 training provided by the Local Safeguarding Boards on
a variety of current topics, such as child sexual exploitation, human trafficking and modernday slavery, and child death overview panel workshops. The safeguarding practice manager
and the head of clinical safety attend level 4 training as the designated professionals for
safeguarding.
The vulnerable persons policies and procedures have been updated and designed to
highlight current issues and offer guidance and raise awareness of potential risks to
vulnerable people in society. The documents are designed to be used by all staff working for
or on behalf of the trust. In addition to this, information sharing surrounding current
safeguarding issues are circulated using internal bulletins, the intranet and an internal social
media platform, known as Yammer.
Each board has been formally contacted by the safeguarding practice manager to inform
them of our commitment to the boards and establish good working relationships in each
area. In addition, practitioners are involved in Local Safeguarding Board sub-groups.
engagement includes: Child Death Overview Panel, Serious Case Review Groups, frontline
visits with local board members, Wider stakeholder meetings, county leadership groups and
multi-agency review meetings following the Sudden Unexplained Death of a Child (SUDC).
Over 94 per cent of all NWAS staff have now received WRAP 3 training which is the
workshop to raise awareness of PREVENT and part of the government’s anti-terrorism
strategy. The head of clinical safety is the trust’s Prevent lead.
The safeguarding team continue to raise awareness of issues surrounding modern day
slavery and human trafficking. Local external updates are sourced and disseminated to staff
on the frontline. The updated procedures include a pathway for staff to follow if human
trafficking is suspected and a list of indicators is included in this information.
Safeguarding awareness events take place each quarter to target specific areas, increase
visibility and work with staff to understand barriers to raising concerns. An online
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questionnaire was sent out around these concerns with a good response and this was
another means of consulting and getting feedback from staff.
The trust is committed to the safeguarding of adults with learning disabilities and have
engaged with the Learning Disabilities Mortality Review (LeDeR) programme which makes
all deaths involving adults with learning disabilities notifiable. The learning disabilities
mortality review aims to make improvements to the lives of people with learning disabilities.
The LeDeR programme was set up following a recommendation from the confidential
enquiry into Premature Deaths of People with Learning Disabilities (CIPOLD), funded by the
Department of Health, to investigate the premature deaths of people with learning
disabilities. Changes are being made to the diagnosis of death form used by frontline
practitioners and the Electronic Referral and Information Sharing System (ERISS) in order to
capture this data and report accordingly.
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Appendix A - Membership of the Safeguarding Adults Board 2016-2017
City of Liverpool Safeguarding Adults Board Members
Name

Job Title

Organisation

Samih Kalakeche

Director Adult Services and
Health, co-chair of board

Liverpool City Council

Jane Lunt

Head of quality, chief nurse,
co-chair of board

Liverpool Clinical
Commissioning Group

Helen Smith

Head of safeguarding

Liverpool Commissioning
Group

Richie Salter

Detective Superintendent

Merseyside Police

Jonny Keville

Divisional Manager

Liverpool City Council

Jan Summerville

Team Manager Quality
Assurance and Safeguarding

Liverpool City Council

Colleen Martin

Assistant Director Supporting
Communities

Citysafe

Sandra Oluonye

Joint Service Director

Probation Service

Paul Marr/Chris Ferns

Divisional Manager

Liverpool City Council

Yvonne McCreath

Acting Head of Safer
Custody

Prison Service

Karen Rooney

Assistant Chief Officer

Merseyside Community
Rehabilitation Company
Limited

Sandra O’Hear

Deputy Director of Nursing
and Quality

Mersey Care NHS
Foundation

Emer Coffey

Consultant in Public Health –
Health Protection

Public Health

Kevin Johnson

Home Safety Manager

Merseyside Fire and Rescue

Liz Mekki

Divisional Manager

Liverpool Safeguarding
Children’s Board
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Liverpool City Council
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Appendix B – Glossary of acronyms
ASB
BME
CCG
CDOP
CIPOLD
CQC
CQUIN
CSE
DoLS
DV
ERISS
GP
HFSC
IDVA
LA
LCC
LCH
LD
LeDeR
LHT
MAPPA
MARAC
MCA
MCRC
MeRIT
MFRS
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Anti-Social Behaviour
Black and Minority Ethnic
Clinical Commissioning Group
Child Death Overview Panel
Confidential Inquiry into Premature Deaths of People with Learning Disabilities
Care Quality Commission
Commissioning for Quality and Innovation
Child Sexual Exploitation
Deprivation of Liberty Safeguards
Domestic Violence
Electronic Referral and Information Sharing System
General Practitioner
Home Fire Safety Check
Independent Domestic Violence Advocate
Local Authority
Liverpool City Council
Liverpool Community Health
Learning Disability
Learning Disabilities Mortality Review
Liverpool Housing Trust
Multi Agency Public Protection Arrangements
Multi Agency Risk Assessment Conferences
Mental Capacity Act
Merseyside Community Rehabilitation Company
Merseyside Risk Identification Tool
Merseyside Fire and Rescue Service
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MSP
NHS
NICE
NWAS
OCD
PCM
SAB
SOP
SUDC
VAF
WRAP
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Making Safeguarding Personal
National Health Service
National Institute of Clinical Excellence
North West Ambulance Service
Obsessive Compulsive Disorder
Prevent Case Management
Safeguarding Adults Board
Standard Operating Procedures
Sudden Unexplained Death of a Child
Vulnerability Assessment Framework
Workshop to Raise Awareness of Prevent
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Continuing Healthcare Retrospective
Reviews
Jan Ledward – Chief Officer
Jane Lunt – Chief Nurse and Head of
Quality
Derek Rothwell – Head of Contracts,
Procurement and Business Intelligence
Kellie Connor and Derek Rothwell
To consider the Continued Health Care
(CHC) retrospective review status of other
Clinical
Commissioning
Groups
by
undertaking a benchmarking exercise. This
benchmarking information can then be used
to make an informed decision regarding the
processing and application of retrospective
reviews from April 2012.
That Liverpool CCG Governing Body:
 Approve the continuation of Option (2)
in that LCCG advises claimants that
LCCG will not be reviewing claims
outside of the mandated time period,
unless national policy changes to this
effect.
 National Framework for NHS
Continuing Health Care and NHS
Funded Nursing Care (2012)
 NHS England: NHS Continuing
Healthcare Refreshed Redress
Guidance (2015)

CONTINUING HEALTHCARE RETROSPECTIVE REVIEWS

1. PURPOSE
The purpose of this paper is to report upon the outcome of the Liverpool
Clinical Commissioning Group (LCCG) benchmarking exercise relating
to the Continued Health Care (CHC) retrospective review status of other
Clinical Commissioning Groups. This benchmarking exercise was as a
result of a request from the Governing Body (Part B) meeting on 9th
January 2018.
2. RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Approve the continuation of Option (2) in that LCCG advises
claimants that LCCG will not be reviewing claims outside of
the mandated time period, unless national policy changes to
this effect.
3. BACKGROUND
The paper that was presented to the Governing Body (Part B) in January
2018 outlined the statutory requirements and national guidance in
relation to Continued Health Care (CHC) retrospective reviews). The
recommendation following the Governing Body meeting was to ascertain
and benchmark further information across the system (i.e. Clinical
Commissioning Groups) in order to inform the debate and consideration
regarding the processing of retrospective reviews.
Retrospective claims for continuing healthcare funding are one of the
most significant challenges facing clinical commissioning groups with a
previous deadline for completion by 31st March 2013. These claims
relate to periods of care that have been assessed and considered to be
not eligible for CHC. There is a National framework which in place to
ensure fair and consistent approach and thereby (if eligibility criteria are
met) ensure access to funding. This is the issue for individuals and their
representatives as they believe the eligibility threshold as detailed in the
National Framework has been met. As referenced in the January 2018
Governing Body report, LCCG has a total of 14 PuPoC (previously
unassessed periods of care) claims which continue to be processed in
accordance with the national framework and a total of 38 new
retrospective reviews received to date from April 2012.
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The paper presented in January outlined the statutory requirements and
national guidance regarding the processing and investigating of
retrospective reviews. The decision at the 9th January 2018 Governing
Body (Part B) meeting was to benchmark the approach taken across the
system (i.e. other Clinical Commissioning Groups)) to obtain, compile
and present this information to inform a further discussion at the
Governing Body in March 2018.
4. OUTCOME OF BENCHMARKING EXERCISE
A freedom of information request was therefore sent to 80% of Clinical
Commissioning Groups (CCG) across England to request the
information to inform the Governing Body paper in March 2018. It should
be noted that LCCG could identify that only 80% of the CCG websites
had the freedom of information email details easily accessible from the
main CCG’s website. The following questions were asked of each
Clinical Commissioning Group.
(a) Has the CCG accepted and processed CHC retrospective
review claims relating to April 2012 to January 2018.
(b) If the answer is “Yes” what has the financial impact been to the
CCG.
To date, a total of 102/166 Clinical Commissioning Groups have
responded to the Freedom of information request from Liverpool CCG,
with the majority reporting they had accepted and processed claims
relating to periods post April 2012. A summary of the outcome is as
follows: (a) A total of 10 CCGs have not accepted claims relating to
periods post April 2012.
(b) A total of 90 CCGs have accepted claims relating to periods
post April 2012.
(c) A total of 2 CCGs responded to the request to report that the
information was not available and to contact other providers and
statutory bodies to obtain this information.
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The impact financially varies amongst Clinical Commissioning Groups as
well as the numbers of claims processed and investigated. Furthermore,
the financial impact was not disclosed by a number of Clinical
Commissioning Groups due to the request not being valid under section
8(1) of the Freedom of Information Act, whereby a request must be for
specific recorded information held by the public authority at the time of
receiving the request. However, each CCG did confirm whether the
claims were accepted and this information has been incorporated into
the final outcome presented within this paper.
A number of Clinical Commissioning Groups reported the financial
impact was not determined at this stage due to the ongoing investigation
and processing of claims.
Interestingly, a total of 5 Clinical Commissioning Groups reported that
the cost resides with NHSE and has received full or partial
reimbursement for the claims.
NHSE England (Merseyside) has
informed Liverpool CCG that no funding is available centrally to support
Clinical Commissioning Groups to deliver this function, but the
expectation is to accept and process claims relating to this period and
absorb the costs, if CCGs choose to do so.
The financial impact across Clinical Commissioning Groups within the
core cities group is estimated to be between £1.3m - £1.5m and
generally this relates to no more than 10 case reviews.
The outcome for each CCG has been anonymously reported in
Appendix 1 of this report.
5. FINANCE
As reported in the paper presented in January 2018, the cost per case to
process and investigate the claim varies amongst organisations with
Midlands and Lancashire Commissioning Support Unit proposing a cost
£2600 per case. However an alternative provider has proposed a cost
of £1590 per case. This provider has also been commissioned by
another CCG within Merseyside.
The overall indicative cost for Liverpool CCG to process and conduct the
retrospective reviews is around £60K - £100k and is dependent upon the
provider selected. Nationally the conversion rate for the percentage of
cases found to be eligible following a retrospective review is around
30%.
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6. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
6.1 Does this require public engagement or has public
engagement been carried out? No
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.
iii.
If no please state why – no service transformation or
change.
iv.
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
N/A – for discussion only.
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7. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
Provides assurance LCCG is acting in accordance with national
guidance and has demonstrated the effective application of the National
Framework for Continuing Healthcare and Funded Nursing care for its
registered population.

8. CONCLUSION
Taking into consideration all of the above, it is considered that LCCG
has two options:Option 1: That LCCG commences with the review of claims at a
current total cost of £60k- £100k (this may rise should further
claims for review be submitted). Risks incurred in following this
option include additional financial cost incurred as a result of a
positive eligibility decision. There is also the additional risk of
further, future claimants to be taken into consideration.
Option 2: That LCCG advises claimants that LCCG will not be
reviewing claims outside of the mandated time period, unless
national policy changes to this effect. This will incur minimal costs
to LCCG (costs of communication of this decision). Risks incurred
in following this option are potentially reputational, should
claimants wish to pursue with any formal challenge of this
decision. This risk can be mitigated in offering a review of this
decision in light of any change in national policy.
From the work undertaken to date and with specific reference to the
benchmarking data, it is evident that many Clinical Commissioning
Groups are progressing with retrospective claims post 2012.
As stated in Section 3 of this report, LCCG currently has a current total
of 38 case reviews. If the typical successful conversion rate for reviews
of 30% (as stated in Section 5) was applied, this could result in a cost to
LCCG of approximately £1.5m in 2018 / 2019.
The Governing Body will be aware that LCCG has recently undertaken a
prioritisation process which included reviewing the LCCG forward
strategy, a review of LCCG financial projections and a review of LCCG
investment priorities.
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Therefore, (in the absence of any national direction), it is considered
appropriate that the LCCG approach should continue with adherence to
Option (2) above.
For the reasons stated above, the recommendation is that LCCG
Governing Body approves the continuation of option (2) above in that
LCCG advises claimants that LCCG will not be reviewing claims outside
of the mandated time period, unless national policy changes to this
effect.
Kellie Connor and Derek Rothwell
28th February 2018
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Appendices:
Appendix 1: PuPoc Benchmarking – Governing Body 13th March
2018
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FREEDOM OF INFORMATION REQUEST

Clinical Commissioning
Groups England

Q1: Has the CCG accepted and
processed retrospective
reviews post April 2012?
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
Yes
No
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Information not disclosed
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No

CCG 1
CCG 2
CCG 3
CCG 4
CCG 5
CCG 6
CCG 7
CCG 8
CCG 9
CCG 10
CCG 11
CCG 12
CCG 13
CCG 14
CCG 15
CCG 16
CCG 17
CCG 18
CCG 19
CCG 20
CCG 21
CCG 22
CCG 23
CCG 24
CCG 25
CCG 26
CCG 27
CCG 28
CCG 29
CCG 30
CCG 31
CCG 32
CCG 33
CCG 34
CCG 35
CCG 36
CCG 37
CCG 38
CCG 39
CCG 40
CCG 41
CCG 42
CCG 43
CCG 44
CCG 45
CCG 46
CCG 47
CCG 48
CCG 49
CCG 50
CCG 51
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GB 16-18b

Q2: If the answer to Q1 is "Yes" what
has the financial impact been for the Appendix 1
CCG

Information not disclosed

£300,087
No payments yet.
0*
£1,326,719
£114,698.64
£700,251
£699,364.
£206,067
£1,334.24
£4,500
N/A
£34,137.00
N/A
£61,018.39
£3,289,646
£12,758.11
N/A
Information not disclosed
£135,000
250k
£479,765
0
Information not disclosed
0
Information not disclosed
Not known - due to investigations ongoing
0
0
0
£2,197,489
£131,755.47
Not known - due to investigations ongoing
N/A
£55,221.03
593,560.61
£178,160.33
Information not disclosed
£55,987.23
N/A
1,679,077.01
£128,346.74
£3221.30.
0
0
£2,197,489
£46,605
250k
£148.49
£48,012.00
N/A

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No

CCG 52
CCG 53
CCG 54
CCG 55
CCG 56
CCG 57
CCG 58
CCG 59
CCG 60
CCG 61
CCG 62
CCG 63
CCG 64
CCG 65
CCG 66
CCG 67
CCG 68
CCG 69
CCG 70
CCG 71
CCG 72
CCG 73
CCG 74
CCG 75
CCG 76
CCG 77
CCG 78
CCG 79
CCG 80
CCG 81
CCG 82
CCG 83
CCG 84
CCG 85
CCG 86
CCG 87
CCG 88
CCG 89
CCG 90
CCG 91
CCG 92
CCG 93
CCG 94
CCG 95
CCG 96
CCG 97
CCG 98
CCG 99
CCG 100
CCG 101
CCG 102
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0
0
£5,860.83
£30,704.00
0
£84,603.00
Information not disclosed.
£238,752.12.
£241,000.00
0
£9,818.24
N/A
£154,673
0
£193,455.39
£1,212,945
£115,121.52
£172k
0
£1,059,607
0
Information not disclosed
£129,579
£60,000
N/A
Not known - due to ongoing investigation
1,766,085.57
Information not disclosed
Information not disclosed
£183,498.43
Not known - due to ongoing investigation
£20,000
£13,786.29.
0
0
£158,182.00
N/A
Information not disclosed
Information not disclosed
0
0
Information not disclsoed
Not known - due to ongoing investigation
£7,325,610.37
Information not disclosed
£256,563.53
£250,000
£108,566.81
£296,738
£2.50000
N/A

Report no: GB 17-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH MARCH 2018
Title of Report

Corporate Risk Register Update (March 2018)

Lead Governor

Dr Simon Bowers, Chair

Senior
Management
Team Lead
Report Author

Ian Davies, Chief Operating Officer

Summary

Recommendation

Relevant
standards/targets

Joanne Davies, Corporate Services Manager
(Governance)
The purpose of this paper is to update the
Governing on the changes to the Corporate Risk
Register for March 2018.
That the Governing Body:
 Notes the new risk (CO74) that has been
added to the Corporate Risk Register;
 Notes the risk (CO66) that has been
recommended for removal from the Corporate
Risk Register;
 Satisfies itself that current control measures
and the progress of action plans provide
reasonable/significant internal assurances of
mitigation, and;
 Agrees that the risk scores accurately reflect
the level of risk that the CCG is exposed to
given current controls and assurances.
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 (MARCH 2018)

1.

PURPOSE

The purpose of this paper is to highlight updates and amendments to the
CCG’s Corporate Risk Register and the key organisational responsibilities for
the mitigation of risks to the delivery of strategic, quality, performance and
financial objectives for the financial year 2017/18 and risks carried over from
the financial year 2016/17.

2.

RECOMMENDATIONS

That the Governing Body:
 Notes the new risk (CO74) that has been added to the Corporate Risk
Register;
 Notes the risk (CO66) recommended for removal from the Corporate
Risk Register;
 Satisfies itself that current control measures and the progress of action
plans provide reasonable/significant internal assurances of mitigation,
and;
 Agrees that the risk scores accurately reflect the level of risk that the
CCG is exposed to given current controls and assurances.

3.

BACKGROUND

NHS Liverpool CCG aims to achieve its overall objectives, ambitions and
maintain its reputation via effective and robust risk management procedures.
As a public body, the CCG has a statutory commitment to manage any risks
that affect the safety of its employees, patients and its commissioned,
financial and business services by adopting a proactive approach to the
management of risk.
The Corporate Risk Register is a structured framework underpinned by
concepts of effective governance and other systems of internal control that
enable the identification and management of acceptable and unacceptable
risks. Opportunities for improvement in controls and assurances are
translated into action plans under specific named lead/managerial control so
that monitoring, tracking and reporting can be supported, with clear target
dates and milestones identified where appropriate.
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4. OVERVIEW OF THE CORPORATE RISK REGISTER: MARCH 2018
As at 2nd March 2018 a total of 24 risks are included in the CCG’s Corporate
Risk Register. The CCG’s risk profile (low – extreme) is summarised below:
Risk
Category

Score Range

Total
Risks

Change
+/-

Extreme
High
Moderate
Low

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

7
11
5
1

+1
-2
0
+1

Analysis of the direction of travel for risks since the last Governing Body
update in September 2017 can be summarised as follows:
▲
▼
►

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

Total
1
4
18
1
24

4.1 ANALYSIS OF ‘EXTREME’ AND ‘STATIC’ RISKS AS AT 22ND
FEBRUARY 2018
A total of seven risks currently carry residual score ranges of 15-25, placing
them in the ‘Extreme’ category of risk against achievement of CCG
objectives. There are six static extreme / red risks reported below and the
remaining risk is a new risk that has been added to the corporate risk register.
CO29 – ‘Red’ rating Failure of Royal Liverpool Hospital to meet the 4hr
AED target in 2017/18
Residual Risk Score 20
Trajectory ► Review Date: Apr 2018
Although performance remains below the 95% NHS constitutional standard,
work has continued between the Trust and key partners such as the
Emergency Care Improvement Programme (ECIP) to improve both systemwide working and systems and processes at Trust level. As referenced in the
March 2018 Corporate Performance Report, ECIP facilitated an urgent MultiAgency Discharge Event over 16th and 17th January 2018 following an
extremely challenging day at the Royal Liverpool earlier that month which
saw high numbers of patients waiting for beds in the ED corridors and
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approximately 250 patients with a seven day (or higher) length of stay. At the
end of the event the ECIP facilitated de-brief session identified several
‘system-wide’ issues impeding progress and produced a number of
recommendations for improvement; some of which were noted as requiring
urgent action.
Some positive progress has been made and Trust
performance is broadly in line with previously submitted improvement
trajectories (also detailed in the March 2018 Performance Report).
A refresh of Operational sub-group plans will be presented to the A&E
Delivery Board on 9th March to ensure that all necessary improvements are
captured with risks/issues which may impact on delivery appropriately shared
with partner organisations throughout North Mersey. The Board will also
review the Integrated Discharge Unit’s plans to ‘step down’ capacity in
anticipation of seasonal urgent care pressures reducing after the Easter
holiday period 2018.
Liverpool CCG’s Urgent & Emergency Care Team has continued to provide
daily proactive system management, including coordination of EMS/OPEL
monitoring to identify pressures in addition to ‘on site’ support to acute trusts
and ICB bed base with the aim of minimising and expediting discharge
delays.

CO35 – ‘Red’ rating Failure of Aintree Hospital to meet the 4hr AED
target in 2017/18
Residual Risk Score 20
Trajectory ► Review Date: Apr 2018
In a similar vein to the summary relating to the Royal Liverpool, work has
continued between the Trust and key partners such as the Emergency Care
Improvement Programme (ECIP) to improve both system-wide working and
Trust level performance. Further development of MADE action plans and
implementation of ECIP recommendations are also as referred to above and
the Trust had put in place a number of winter schemes during December
2017 and January 2018 to increase capacity and support flow over the winter
period. These schemes, funded through additional monies made available
nationally, include:
•
•
•
•

Additional Acute and Non Acute beds;
Additional weekend consultant input to ED;
Therapy and CNS ‘in-reach’ to urgent care;
'bridging' capacity to support patients awaiting social care package start
dates being discharged to usual place of residence.
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Delivery of these schemes is overseen via the A&E Delivery Board
operational sub-group.

CO71 – Delays in waiting times for Adult ADHD services
Residual Risk Score 15 Trajectory: ►
Review Date: Apr 2018
Clinical ADHD services are provided by Cheshire and Wirral Partnership.
Contract reporting indicates that demand for the service continues to
increase, and waits continue to lengthen. Monthly contract monitoring has
highlighted that for December 2017 the service has a caseload of 293,
received 16 new referrals, has average waits of 84 weeks (min 1 weeks;
maximum 190 weeks) and made 1 new discharge.
Shared care protocols have been agreed by Pan-Mersey Medicines
Management Committee and work is underway to explore if there is any
variation in prescribing by city GPs.
Mapping exercise across the STP footprint has suggested that there are
similar issues occurring in other geographical areas, with significant variation
in pathway design, costs and payment processes.
A commissioning workshop (led by the Royal College of Physicians lead for
ADHD) took place on 5th February 2018, following which an agreement was
reached to develop a ‘common care’ pathway which is consistent and
delivered according to best practice. Research into care models featuring
integration with mainstream mental health services and liaison/ support with
primary care is also expected to take place in the next two months.
CO72 – Achievement of elective care RTT Standard at RLBUHT
Residual Risk Score 16 Trajectory: ►
Review
Date:
2018

Apr

Updated action plan received following issue of Contract Performance Notice.
RTT remains challenged in specialties due to impact of diagnostics and also
due to shifts in patient flows due to reduction / closure of neighbouring
services.

The CCG continues to meet with the trust regularly to review performance
and provide support.
CO73 – Delivery of commissioned diagnostic services to patients by
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RLBUHT
Residual Risk Score 16 Trajectory: ►

Review Date: Apr 2018

The Trust has submitted a ‘speciality’ level remedial action plan to the CCG
following the issue of a contract performance notice issues in December for
both RTT and diagnostics performance. The CCG continues to robustly
monitor all action plans and has been receiving weekly updates from the
Trust in terms of activity vs. trajectory for diagnostics insourcing. Significant
improvement has been made since the commencement of in-sourcing in
November 2017. Data for January 2018 shows that the total waiting list has
remained virtually flat between December 2017 and January 2018 - going
from 29,455 to 29,526. However, the 18-week + backlog has grown going
from 3,390 in December to 3,490 in January 2018 (hence the further
deterioration in performance).
Oversight of performance and progress with improvement actions is
maintained by the CQPG (the minutes of Trust's internal Performance and
Oversight Group are also received by the CQPG for further assurance) whilst
assurance in relation to the progress with action plans has been provided by
the Trust’s Clinical Lead as recently as February 2018. The CCG has worked
collaboratively with RLBUHT to mitigate clinical risks by ensuring that patients
are seen in order of clinical need and not by chronological order. This has
ensured that those patients referred under a 2-week wait referral, urgent or
on a 62-day cancer pathway are being seen in a timely manner.
It is also important to note that the national directive to “cancel all elective
activity” for a period of four weeks in response to winter pressures has
inevitably impacted on RTT performance. At this moment it is unclear as to
how CCGs and Trusts will be assessed against performance for this specific
period or how/if any adjustments will be made.
CO41a – Primary Care Support Services Contract with Capita
Residual Risk Score 15 Trajectory: ▲
Review Date: Apr 2018
A Significant Event Analysis (SEA) into the issues of poor performance,
logistical errors (in particular those related to screening invitations) is
understood to be drawing to a close. This analysis has included contributions
from multiple stakeholders such as NHS England (Local and Nationally),
Liverpool CCG, Sefton CCGs, Primary Care Support England (PCSE) and
Public Health England. In terms of the specific screening issue, the number of
patients involved is less than first expected although NHS Digital continue to
investigate whether any patients have potentially missed invites for screening.
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4.2 RISKS RECOMMENDED FOR REMOVAL FROM THE CORPORATE
RISK REGISTER AS AT 22ND FEBRUARY 2018
CO66 – Staffing levels within the Quality Team
Residual Risk Score 2
Review Date: Feb 2018
Trajectory: ▼
The Quality Team is now at full complement with two members of staff
commencing in their roles at the beginning of January 2018.
The risk is therefore recommended for removal from the Corporate Risk
Register as effective provision is now in place to enable the CCG to continue
to meet its statutory function for quality.

4.3

NEW RISKS ADDED TO THE CORPORATE RISK REGISTER
FEBRUARY 2018

CO74 – Failure to provide emergency ambulance responses that meet
the national ARP targets
Residual Risk Score 20 Trajectory: NEW RISK Review Date: Apr 2018
The national Ambulance Response Programme (ARP) aims to improve
patient outcomes and increase the operational efficiency of ambulance
service provision. NWAS went live with the new standards on Monday 7th
August 2017.
At present NWAS are underperforming against these
standards. NHSE / NHSI intervention with CCG for NWAS to draw up a
recovery plan detailing how they will improve performance and meet the
standards. Weekly and daily performance monitoring has been implemented
and a review of incidents is underway (in liaison with Lancs QSG). A more
thorough review of the current ARP issues is included in the March 2018
Corporate Performance Report.
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.
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7.

CONCLUSION

The Corporate Risk Register continues to be monitored on a monthly basis.
Action plans put in place against each risk identified are reviewed monthly by
the appropriate sub-committee of the CCG Governing Body with first-line
assurance of controls and actions conducted by the Senior Management
Team on a bi-monthly basis. Strategic risks to corporate objectives are
monitored on a monthly basis by the Senior Management Team. Where legal
issues arise from individual risks the Corporate Risk Register will include
plans to mitigate them. There are no inherent legal implications associated
with the Corporate Risk Register in February 2018.

Joanne Davies
Corporate Services Manager (Governance)
5th March 2018

Ends
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LIVERPOOL CCG: CORPORATE Risk Register (Governing Body 13/03/2018)

Ref

Version: v2.0

Description of Risks

Current Controls

Assurance in Controls

L

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

To maximise
01/12/2013 To agree with
value from our
Liverpool City
financial
Council the
resources and
'Better Care
focus on
Fund' for
interventions
2017/18,
including
that will make a
individual
major
schemes,
difference
outcomes and
performance.

Failure to agree with the
City Council the
investment schedule and
associated outcomes,
including service delivery
and continuity; and
relations with the City
Council

Negotiations with LCC led
by the Chief Finance
Officer, regular updates
to SMT and, briefings to
Governing Body.

Joint governance and
delivery systems
established to oversee
the delivery of the BCF
under leadership of
the Health and
Wellbeing Board.

2

5

Minimising
24/06/2016 To improve the
delayed
ability of the
transfers of
whole system
care and
to ensure
appropriate
enabling people
transfer from
to live
hospital for the
independently
entire adult
at home is one
population. It is
of the desired
an important
outcomes of
marker of the
social care.
effective joint
working of local
partners, and is
a measure of
the
effectiveness of
the interface
between health
and social care
services.

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

Organisational
Values &
Objectives

Date Entered Objective

L

C

Residual
Risk
(score)

Lead
Officer

1

5

5

TW

On going

Mar-18

►

2

4

8

TW

Ongoing

Apr-18

►

Completion Review
Date
Date

STRATEGIC RISKS
CO19

CO58

397

Monthly and quarterly
updates on statutory /
BCF measures in line with
North West sector led
improvement
framework.
Daily / Weekly coordination across health
and social care to actively
manage delayed
discharges.
Improved rates for home
care providers for
reablement services.
Implementation of the
Enhanced Care Home
Model commenced on
1st February 2017

BCF approved by
Governing Body in June
2017 and was
approved by the Health
and Wellbeing Board
22nd June
2017.Updated version
presented to H&WB in
respect of Improved
Better Care Fund
(September 2017)
3 4
Key national measure
within the better care
fund.
The 2016 submission
for the BCF target put
forward a proposal to
account for a predicted
increase in delays.
Based on projected
growth in recorded
delays during 2016/17
to 2017/18 the relative
target is set to mitigate
a 6% growth in delays
and improve by a
further 5% on current
volumes.

10

Y

A refresh of draft Section 75 agreement between
Liverpool City Council and Liverpool CCG is
currently being prepared in line with National
requirements. Retention of this risk on the
corporate risk register will be reviewed following
completion of the refreshed Section 75
agreement.

Progress since
last update

All schedules to be reviewed by lead officers in
LCCG and LCC with expectation of updated draft
being presented to H&WB in March 2018
(including plans for 2018-19 financial year).
Revised submission in relation to outcome
measures and performance targets was submitted
on the 11th September in line with the national
requirements for recent amendments to DTOC
trajectory (Update from TW 13/02/2018).

12

Y

The CCG and Liverpool City Council have agreed
revised and reduced DTOC targets with NHSE
which are likely to be challenging, the impact of
these revised targets is currently being assessed,
alongside what additional measures can be put
into place to support their achievement.
CCG UEC team monitors delays on daily basis to
expedite discharges, LCC & LCH have agreed to
establish coordinator role during Q4 2017/18 as
part of ICRAS implementation to ensure closer
management of flow from acute to community.
LCCG and LCC have agreed to accept offer of
intensive DTOC support from LGA (Newton
Europe) made Feb 2018
(Update from AMcF 08/02/2017)

Ref

CO45

CO60

Organisational
Values &
Objectives

Date Entered Objective

To maximise
16/04/2015 Mental Health
value from our
Access Waits financial
waiting time
resources and
standards
focus on
for people
interventions
entering a
course of
that will make a
treatment in
major
adult IAPT
difference
services.

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

27/07/2016 To improve

handover of
patients from
ERT to statutory
care providers.

Description of Risks

Current Controls

Assurance in Controls

L

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

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

A contract performance notice
was issued on 28th September
2015 in respect of the Talk
Liverpool performance and
contract sanctions have been in
place since April 2016. New
patients / referrals monitored
against IAPT standards separately
from those on inherited waiting
list to ensure proportionate
provider delivery against standard
and monitor progress of recovery
plan to address backlog. Patient
tracking lists implemented to
ensure transparency of waits and
those that will fail the standard.
Remedial action plan
implementation and impact
monitored via formal contract
review meetings. Despite this the
pace of change has been slow and
the anticipated impact has not
been realised.

Monthly contract
review meetings
include monitoring of
the action plan

4

4

16

N

Frailty Service / ERT
Delays: handover of
patients from ERT to
statutory care providers.
Capacity of care providers
is limited. This is
impacting on the Frailty
service resulting in the
frailty service potentially
missing their targets,
expected LoS, throughput
and activity. This will
impact on resource
utilisation.

Meetings with the CCG and
LCH have taken place in
2015 resulting in new
domiciliary care providers
brought on line with higher
rate of funding established
in early 2016.

Frailty Performance
3
Group re-established with
first meeting to be held
on 13-10-16. this group
will review impact on
performance with
minutes of meeting noted
and action log.

3

9

N

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

Identified as an issue in the
On Healthy Ageing Risk
recent Frailty Service
log to be discussed at the
Review.
healthy Ageing
Daily report circulated to a Commissioning Group by
commissioners across
wide group of
Health & Social Care.
professionals.

C

Local contract reporting shows the rolling quarter 3 4
performance at Q3 to be 2.94% against a national
target of 3.75% and Recovery 35.07% against a
target of 50%. This drop in performance has
largely been due to the festive period when dropouts increased and there was an issue with the
system supplier outside of the providers control.
In -depth analysis against the recovery target has
been undertaken and shows this is impacted by
people dropping out of the service prior to
completing treatment (for those who complete
treatment the recovery rates are over 70%). The
service is working on an engagement strategy
aimed at supporting people to complete
treatment and are participating in a national
Behavioural Insight Trial. The service has started a
targeted piece of work to improve access which
includes the development of a trusted partner
website to improve referrals.
Early indications are that these initiatives are
proving success with raw data for Jan showing an
increase in access to 1.13% and recovery 40.7%
(Update from TC 6/2/2018)
2 3
The Frailty meeting for the previous quarter was
cancelled with mutual consent due to numerous
apologies. The Clinical and Non-Clinical Lead
contacted all partners to ensure there were no
significant issues or concerns that needed to be
raised. A comprehensive review has been
completed and the only outstanding concern
before the risk moves to business as usual was
reported interaction difficulties between the Royal
Liverpool Hospital and LCH therapy staff which will
be addressed at the next meeting. Due to winter
pressures the next meeting has now been
confirmed for Thursday 22nd February, 2018.
(Update from LH 08/02/2018)
The Frailty meeting took place on 22nd February
as planned. However the risk is still ongoing and
there are still some slight delays. Therefore the
risk remains static and will be reviewed again next
month. (Update from LH 02/03/2018)
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L

Residual
Risk
(score)

Lead
Officer

12

TW

6

TW

Completion Review
Date
Date

Ongoing

Ongoing

Progress since
last update

Mar-18

►

Apr-18

►

Ref

CO64

Organisational
Values &
Objectives

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

Date Entered Objective

01/04/2017 To secure a
smooth transition
of services
currently
provided by LCH
to provider
organisations as
part of a
transactional
process led by
NHS
Improvement,
within the
financial
envelope
available.

Description of Risks

Current Controls

Assurance in Controls

L

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

CCG Chief Officer, Chief 4 5
Finance Officer and
Community
Programme Director
are members of the
NHSI led LCH Transition
Transition Risk Register in Board.
Transaction of remaining
place, owned by NHSI
non-core services to new
and overseen by the LCH Strategic oversight by
providers by agreed
CCG Finance,
Transition Board.
deadlines.
Procurement and
PMO in place, delivered Contracting Committee
Stability of the financial
envelope for Liverpool Core by LCH and led by NHSI. with standing item
Services due to differential
report.
transaction dates for others Regular review of
services including Liverpool progress at weekly SMT
non-core and Sefton Core
meetings.
Uncertainty of future service
delivery model following
failure of planned
transaction and
implementation of interim
management arrangements.

LCH Transition Board in
place, led by NHS
Improvement, with CCG
represented along with
other key stakeholders.

20

Y

L

C

Residual
Risk
(score)

Lead
Officer

2

4

8

TW

The new infrastructure hardware has been
2 4
installed and is operational. Data is being
transferred from the existing data centre to the
new facility as part of a managed process. The
transfer is on target and will be completed prior to
the building exit date.

8

TW

Process of due diligence and production of
business case continues. On track for Mersey Care
to take over contract from 1st April 2018.

Completion Review
Date
Date

Monthly
review

Progress since
last update

Mar-18

►

Mar-18

►

(Update from TW 13/02/2018)

Services.

CO62

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

399

03/03/2017 To ensure that

clinical services
are delivered
without
interruption
and that access
to key systems
to ensure safe
decisions are
made for
patients are
always
available. To
prevent loss of
IT service for
both clinical
and
commissioning
services.

Due to the age of the
current air cooling
systems at Bevan House,
there is a significant risk
that the cooling system
could fail causing a
restriction of key IT
systems including clinical
(EMIS) systems and the
loss of IP telephony
services and core office
support including email
and access to network
files and folders for a
minimum of 12 hours.
This will affect Liverpool
CCG, South Sefton CCG,
Southport & Formby CCG,
Liverpool Community
Health and all Liverpool
GP Practices.

Additional servicing is now
being carried out on the
cooling system, however it has
been advised that the system
is relatively frail and prone to
failure due to its age although
this risk is reduced with
enhanced servicing.

Weekly updates provided to
CCG Digital Lead on
performance and issues.

Business continuity plan in
place with disaster recovery
system ready (requires
minimum 12 hours fail-over
time) and secondary plan in
Informatics Merseyside are
place to move the existing
monitoring the performance of server and network
equipment to a secondary
the system constantly to
ensure any system failures are location should the cooling
system be found beyond
detected and acted on
repair.
immediately.
The new 'shared infrastructure
group' chaired by LCCG is
operating well and meeting
regularly to oversee progress
and any issues.

GPIT bid submitted to NHSE
for funding a replacement
system to be built in an
enterprise class facility.

3 4

12

Y

(Update from DH 20/2/18)

Mar-18

Ref

CO71

CO68

Organisational
Values &
Objectives

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

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

400

Date Entered Objective

23/11/2017 Improve the
length of time
Adults are
waiting to
access ADHD
Assessment and
Services

18/08/2017 Maintain and

secure public
organisational
and
professional
confidence in
the CCG

Description of Risks

Current Controls

Assurance in Controls

Failure to manage the
waiting list length for
Adult ADHD Assessment
and Services.

Commissioning of Health
Needs Assessment for
Children & Adults with
neurodevelopmental
Conditions in Liverpool
from Liverpool JMU to
inform future
commissioning
intentions.

5 4
Monthly contract
reporting, stock take of
issues across STP
footprint

The bottleneck in the
pathway is exacerbated
by inconsistent
prescribing patterns in
primary care and the
absence of a commonly
acknowledged shared
care agreements and
protocol in respect of the
relevant medication.

Inability to restore public
and partner confidence in
the CCG and its Governing
Body leading to further
reputational damage and
external scrutiny

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register
20

N

L

C

Residual
Risk
(score)

Lead
Officer

Clinical services are provided by Cheshire and Wirral
5
Partnership. Contract reporting indicates that demand for the
service continues to increase, and waits continue to
lengthen. Monthly contract monitoring has highlighted that
for December 2017 the service has a caseload of 293,
received 16 new referrals, has average waits of 84 weeks
(min 1 weeks; maximum 190 weeks) and made 1 new
discharge.

3

15

TW

Ongoing

Apr-18

►

Three new lay members now in post; all CCG
2 4
committees now operational. Development
sessions with Governing Body members continues.

8

SB

Ongoing

Apr-18

▼

Completion Review
Date
Date

Progress since
last update

Shared care protocols have been agreed by Pan Mersey
medicines management committee and work is underway to
examine variation in prescribing by GPs

Sharing of information
across STP footprint to
explore possibilities of a
joint approach.

Mapping exercise across STP footprint has indicated similar
issues across the area, with significant variation in pathway
design, costs and payment processes.
A commissioning workshop led by RCP lead for ADHD took
place on 5th February, with agreement to develop a common
care pathway to be consistently delivered according to best
practice. Research into care models featuring integration
with mainstream mental health services and liaison/ support
with primary care are expected to take place in the next two
months.
(Update from AK 09/02/2018)

Directions from NHSE
that the CCG must
comply with.

NHSE oversight of
compliance with NHS
Directions.

Implementation Plan in
place.

NHSE have now
approved the
specification for the OD
Review and work has
commenced.

Senior Management
Team meeting on a
weekly basis followed by
meeting with Chair /
Clinical Vice Chair
New Chair undertaking
series of 1:1 meetings
with key partners and
stakeholders and
attending practice
neighbourhood
meetings.

4 5

20

Y

(Update from ID 07/02/2018)

Ref

CO70

CO74

Organisational
Values &
Objectives

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

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

401

Date Entered Objective

Description of Risks

22/09/2017 Ensure

Inability to comply with
compliance
NHS England directions
with all NHS
within timescales leading
Liverpool CCG to risk of further direct
Directions 2017 intervention by NHS
within
England and potential
timescales as
further significant
directed by
restrictions on autonomy
NHS England on of CCG.
22/08/2017.

Current Controls

Assurance in Controls

L

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

Implementation Plan
completed with actions
commenced.

Directions presented to
Governing Body meeting
12/09/2017

3

5

Remuneration
Committee Review
completed, new ToR
approved by Governing
Body on 12/09/2017
Revised Conflicts of
Interest Policy (Sept
2017) meets NHSE
Statutory Guidance
(policy approved by
Governing Body on
12/09/2017 and
disseminated to all staff)

16/02/2018 Delivery of
emergency
ambulance
services in
compliance
with the
national
Ambulance
Response
Programme
(ARP)
performance
standards

Failure to provide
emergency ambulance
responses that meet the
national ARP targets

Collaborative
commissioning
arrangements led by
Blackpool CCG in place,
supported by 'County'
commissioning leads
(Liverpool lead for
Merseyside)

15

N

Progress in meeting NHS Directions continues to
be shared with NHS England.

L

C

Residual
Risk
(score)

Lead
Officer

1

5

5

ID

Ongoing

Apr-18

►

20

ID

Ongoing

Apr-18

NEW RISK

Completion Review
Date
Date

Progress since
last update

(Update from ID 07/02/2018)

Revised Constitution
approved by Governing
Body on 12/09/2017, along
with revised ToR for all
committees
Conflicts of Interest training
delivered to Governing Body
members by CCG legal
partners - completed
20/09/2017 (over 2
sessions)
Advertisement for
permanent AO placed on
NHS Jobs 05/02/2018,
interviews scheduled for
02/03/2018.

National and regional
NHSE monitoring of
ARP performance and
compliance.
North West oversight
through NWAS
Strategic Partnership
Board

NHSE / NHSI oversight
Review of serious
incidents via Regional
Clinical Lead (Blackpool
CCG)

5 4

20

N

Weekly / daily performance monitoring
implemented.
Steis review of incidents underway (in liaison with
Lancs QSG).
NHSE / NHSI intervention requiring with
commissioning CCGs, NWAS to draw up a recovery
plan as to how they will improve performance and
meet the national ARP standards.
(Update from ID 23/02/2018)

5 4

Ref

Organisational
Values &
Objectives

Date Entered Objective

QUALITY & SAFETY

CO51b

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

03/11/2015 Quality of

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

Description of Risks

Current Controls

Quality of provision is
variable leading to poor
outcome for some
residents.

Adult safeguarding board has
oversight of the work to improve
outcomes.

Assurance in Controls

L

5
Care Homes Quality
Assurance Group meets
monthly. Nursing Home
integrated dashboard will
Internally - developing a 'CQPG'
approach to care home.
create a single point of
access for information
Monthly Joint Quality Assurance
and to highlight early
Group (QASSI) includes CCG, CQC,
warning signs and areas
LCC, and relevant clinicians
(designated safeguarding team). of concern.

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

4

20

N

L

C

2 3
As of January 2017, 60 care home staff had
attended training in caring/nursing skills. The Care
Home Improvement Strategy Group met week
commencing 11.02.18 and realigned priority areas,
including: quality, workforce, IM&T, Digital and
Enhanced Health Care.

Residual
Risk
(score)

Lead
Officer

6

JL

Ongoing

Jan-18

▼

8

JL

Monthly
review via
CPQG/ QSG

Apr-18

▼

Completion Review
Date
Date

Progress since
last update

CQC Review will take place 19th-23rd Feb 2018 to
explore interfaces for older people between
agencies.

QSG has established a Care
Homes Group.
Care home quality report
produced and reported to the
CCG QSOC committee (quality sub
committee of CCG) each month.

Further development of
the performance
dashboard to maximise
the intelligence and
information available to
commissioners, providers
NHS Liverpool CCG is engaged in
and the general public.
the Liverpool City Region work

(Update from KL 16/02/2018)

with regards to care homes via
the Integrated Joint Director role
and a Cheshire and Mersey
summit took place in June 2017.

CO63

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

07/04/2017 Delivery of
community
services meets
commissioning
requirements

Quality of services
transferred to new
providers may deteriorate
due to disruption caused
by transfer including core
bundle now subject to
interim management
arrangements led by Alder
Hey.

Clinical Quality Oversight Group
meeting fortnightly and reporting
directly to the Transition Board
Services transitioned to new
providers will be monitored via
respective CQPG
Current LCH CQPG will continue,
in order to monitor quality of core
bundle
Quality Surveillance Group will
continue to receive reports
regarding all transitioned services
and Liverpool core bundle
Services remain on enhanced
surveillance
Quality Summit took place on
16/03/2017 as part of the formal
handover to new providers
(please see CO64).

402

CQPG reports into
QSOC and ultimately
Governing Body
CQPG remains in place
currently
QSG have taken an
oversight role to
ensure quality of
services is maintained /
improved with
receiving organisation

4

4

16

Y

Workshop planned for 1st March 2018 to discuss
findings of Kirkup report and define approach to
quality monitoring in 2018/19. Enhanced
surveillance remains in place.
(Update from KL 16/02/2018)

2

4

Ref

CO65

Organisational
Values &
Objectives

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

Date Entered Objective

30/06/2017 To ensure
compliance
with timescales
for Statutory
Looked After
Children Health
Assessments
and assurance
of robust
system-wide
processes
within provider
services.

Description of Risks

Current Controls

Assurance in Controls

L

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

The CCG is at risk of not
delivering its strategic
responsibility of LAC due
to reduced capacity in the
LAC Team impacted by a
lack of trained staff.

Discussions being
brokered between Trusts
to clarify roles and
responsibilities between
LAC nurses and
community
paediatricians.
04.04.2017 Training
delivered to LCC Social
Workers to highlight the
importance of timely
information sharing with
LCH Staff.
continuing
to support LCH with
staffing issues.

Monitored at
committee level by
Quality, Safety &
Outcomes Committee
with exception
reporting to Governing
Body if any immediate
threat to delivery of
statutory function is
envisaged.

4

4

The issue has been raised Positions to be
at EMT and a paper has recruited to have been
been prepared for SMT. advertised
SMT are aware of the
issues verbally. The team
have reviewed their
capacity and capability
and where possible have
prioritised resources.
SMT have agreed for the
team to recruit to
strengthen the team

4

16

N

L

C

3 4
Mersey Care are aware of the challenges, and
meetings have taken place and the risks have been
highlighted. A plan for managing the risk moving
forward will be going through QSOC. (Update
from JL 29/11/2017)

Residual
Risk
(score)

Lead
Officer

12

JL

Ongoing

Mar-18

►

2

JL

Ongoing

Feb-18

▼

Completion Review
Date
Date

Progress since
last update

No update available as at 02/03/2018

Workshop undertaken to
identify and resolve key
issues. Training with LCC
Social Workers
completed. Support
continues to be provided
to LCH Staff.
CO66

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

403

30/06/2017 Effective
provision to
complete the
CCG statutory
function for
Quality

The Quality Team has
insufficient staffing to
provide an adequate level
of cover across the whole
spectrum of its
responsibilities including
the SUI process

4

16

N

1 2
The Quality Team is now at full complement.
Therefore this risk is recommended for removal
from the Corporate Risk Register. (Update from KL
16/02/2018)

Ref

CO73

Organisational
Values &
Objectives

Date Entered Objective

To hold
06/12/2017 Delivery of
providers of
commissioned
commissioned
services to
services to
patients by
account for the
Royal Liverpool
quality of
and Broadgreen
services
University
delivered
Hospitals meet
constitutional
standards
regarding
diagnostic
waits, in
particular
endoscopy

404

L

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

Description of Risks

Current Controls

Assurance in Controls

Achievement of
diagnostics 1% target has
not been met consistently
met since March 2017 and
has shown a steady
decline to a position of
22.8% of patients in
November waiting over 6
weeks for a diagnostic.
Endoscopy services are
impacted most

The CCG continues to meet
monthly with the Trust to
review performance.
The CCG is supporting the OPD
transformation agenda and
actively working with key
specialties to redesign clinical
pathways that impact on
diagnostic activity within
gastroenterology.
Joint meeting with the trust,
CCG, NHSE and NHSI have
been held and future meetings
scheduled to provide a whole
system overview.
The trust have procured
additional activity which
commenced in November via
an insourcing arrangement,
with a recovery trajectory of
April to achieve 1% target. The
CCG continues to monitor this
weekly

The CCG has sought
4 4
assurance via formal
reporting at CQPG
relating to mitigation
of clinical risk and
patient harm. Updates
are reported at CQPG
regularly. A detailed
action plan relating to
diagnostics has been
received and the CCG
are monitoring
performance and
progress against this
weekly. Currently
diagnostics recovery is
ahead of trajectory.

16

Y

L

C

Contract performance notice issues in December
4 4
for both RTT and diagnostics performance. CCG
receiving weekly update on activity vs. trajectory
for diagnostics insourcing. Significant
improvement has been made since
commencement in November with approx. 900
patients currently in breach having reduced for in
excess of 1600. Assurance regarding quality and
safety continues to be sought via monthly updates
and CQPG also. (Update from JN 06/02/2018)
Ongoing oversight of issues at CQPG with minutes
of Trust's internal Performance and Oversight
Group to form appendices at CQPG. Assurance re
progress provided by Clinical lead at February
2018 CQPG. The CCG has worked collaboratively
with RLBUHT to ensure that patients are seen in
order of clinical need and not by chronological
order. This has ensured that those patients
referred under a 2 week wait referral, urgent or on
a 62-day cancer pathway are being seen in a
timely manner. The impact of ensuring service
delivery in these areas has impacted adversely on
routine referrals in the short term. (Kerry Lloyd
16/02/2018)

Residual
Risk
(score)

Lead
Officer

16

JL

Completion Review
Date
Date

Ongoing

Mar-18

Progress since
last update

►

Ref

Organisational
Values &
Objectives

Date Entered Objective

PRIMARY CARE
CO41a

CO72

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

To hold
01/12/2017 Delivery of
providers of
commissioned
commissioned
services to
services to
patients by
account for the
Royal Liverpool
quality of
and Broadgreen
services
University
delivered
Hospitals meet
constitutional
standards
regarding
referral to
treatment time
for elective care

405

Description of Risks

Current Controls

Assurance in Controls

L

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

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

Limited assurance on
3
control measures due to
uncertainty in terms of gaps.

Achievement of elective
care RTT standard (92%)
has not been met since
January 2016 and has
shown a steady decline to
a current position of
84.9% in September 2017.

The CCG continues to
meet monthly with the
Trust to review
performance.

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

3

9

N

Minutes of committee
meetings & exception
reporting to Governing Body

Primary Care Team and
Finance Team strengthened in
NHS England awarded
anticipation of increased
contract (22 Jun 2015) to
workload.
Capita to establish a 'single
provider framework' for
Formal meetings in place
primary care administrative
between LCCG Finance and
support functions
NHS England Finance Teams
to discuss provision of
LMC, Head of Primary Care
financial data
Quality and Improvement
and Practice Manager
Governing Body leads on
attending local stakeholder
forum (monthly).

The CCG is supporting
the OPD transformation
agenda and actively
working with key
There is a lack of
assurance relating to RTT specialities to redesign
clinical pathways.
recovery at Trust Board
Level.
Joint meeting with the
Trust, CCG, NHSE and
NHSI have been held and
future meetings
scheduled to provide a
whole system overview.

CCG have sought assurance
via formal reporting at CQPG
relating to mitigation of
clinical risk and patient harm.
Updates are reported at
CQPG regularly.

L

C

3 5
Ongoing Significant Event Analysis is taking place
including NHS England (Local and Nationally),
LCCG, Sefton CCG's, PCSE and Public Health
England. The number of patients involved is less
than first expected. NHS Digital are checking if any
patients have missed invites for screening.

Residual
Risk
(score)

Lead
Officer

15

CM

Ongoing

Apr-18

▲

16

CM

Ongoing

Mar-18

►

Completion Review
Date
Date

Progress since
last update

(Update from SA 08/02/2018)

4 4

16

Y

Updated action plan received following issue of
4 4
Contract Performance Notice. RTT remains
challenged in specialties due to impact of
diagnostics and also due to shifts in patient flows
due to reduction / closure of neighbouring
services. The CCG continues to meet with the trust
regularly to review performance and provide
support.
(Update from JN 02/03/2018)

Ref

Organisational
Values &
Objectives

Date Entered Objective

SYSTEM RESILIENCE

CO29

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

01/06/2014 Delivery of the

NHS
constitution 4
hour standard
in AED to
patients
attending Royal
Liverpool &
Broadgreen
University
Hospitals NHS
Trust meeting
the
commissioning
requirements
(service and
quality).

Description of Risks

Current Controls

Assurance in Controls

Failure to achieve the 95%
4 hour standard results in
delayed care, treatment
and poorer outcomes for
patients

The CCG continues to work in
partnership with the Trust, and
broader partners through the AED
Delivery Board in order achieve
sustainable delivery of the 4hr
standard.

4 4
Governing Body
Corporate Performance
Report provides
updates/assurance on
CCG controls on a
monthly basis

RLBUHT performance includes
attribution of Walk-in Centre (AED
type 3/4) activity.
Medworx system in place at Trust
to provide live data in respect of
flow - identified as key
component in achieving and
sustaining AED performance
ECIP concordat signed by all
system partners to support
delivery of improvement work
streams

L

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

16

N

Performance is
monitored via Contract
Review Meetings on a
monthly basis

Work has continued with the Trust and key
partners to improve patient flow and reduce
DTOCs. Some positive progress has been made
and Trust performance is broadly in line with
previously submitted improvement trajectories
(see Governing Body Performance Report)
although performance remains below the 95%
NHS constitutional standard.

L

C

Residual
Risk
(score)

Lead
Officer

5

4

20

ID

5

4

20

ID

Completion Review
Date
Date

Ongoing

Progress since
last update

Apr-18

►

Apr-18

►

The Trust has put in place a number of winter
schemes to during December 2017 and January
2018 to increase capacity and support flow over
the winter period. These schemes, funded
through additional monies made available
nationally, include:
- Additional Acute and Non Acute beds
- Extension of contracts for Trust Grade doctors
- Additional ENP/ANP support to ED
- Additional pharmacy support and point of care
testing.

Winter plans presented
at November 2017
Governing Body
meeting

Delivery of these schemes is overseen via the
AEDB operational sub group
(Update from AMcF 08/02/2018)
CO35

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

13/10/2014 Delivery of the

NHS
constitution 4
hour standard
in AED to
patients
attending
Aintree
University
Hospital NHS
Foundation
Trust meeting
the
commissioning
requirements
(service and
quality).

Failure to achieve the 95%
4 hour standard results in
delayed care, treatment
and poorer outcomes for
patients

The CCG continues to work in
partnership with the Trust, and
broader partners through the AED
Delivery Board in order achieve
sustainable delivery of the 4hr
standard.
AUH performance includes
attribution of Walk-in Centre (AED
type 3/4) activity.
Medworx system in place at Trust
to provide live data in respect of
flow - identified as key
component in achieving and
sustaining AED performance
ECIP concordat signed by all
system partners to support
delivery of improvement work
streams

4 4
Governing Body
Corporate Performance
Report provides
updates/assurance on
CCG controls on a
monthly basis

Performance is
monitored via Contract
Review Meetings on a
monthly basis
Winter plans presented
at November 2017
Governing Body
meeting

16

N

Work has continued with the Trust and key
partners to improve patient flow and reduce
DTOCs. Some positive progress has been made
and Trust performance is broadly in line with
previously submitted improvement trajectories
(see Governing Body Performance Report)
although performance remains below the 95%
NHS constitutional standard.
The Trust has put in place a number of winter
schemes to during December 2017 and January
2018 to increase capacity and support flow over
the winter period. These schemes, funded
through additional monies made available
nationally, include:
- Additional Acute and Non Acute beds
- Additional weekend consultant input to ED
- Therapy and CNS in reach to urgent care
- 'bridging' capacity to support patients awaiting
social care package start dates being discharged to
usual place of residence.
Delivery of these schemes is overseen via the
AEDB operational sub group
(U d t f
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AM F 02/03/2018)

Ongoing

Ref

CO36

Organisational
Values &
Objectives

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

Date Entered Objective

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

Description of Risks

Current Controls

Assurance in Controls

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

The CCG and AED
Delivery Board continue
to monitor performance
closely and support
whole system
cooperation and
collaboration

Oversight of the plans 3 4
via the CCG Urgent
Care Team and the
North Mersey &
Southport AED Delivery
Board.

Additional resources
have been made
available to the local
authority to support
enhanced domiciliary
care.

EMS used across North
Mersey economy.
ECIP report received by
Governing Body on
14/02/2017

Winter plans presented
The CCG has funded
at November 2017
implementation of
Governing Body
Escalation Management meeting
System (EMS) which
supports transparency of
escalation reporting and
ability of system partners
to provide mutual aid

407

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register
12

Y

L

C

Winter plans have been completed and submitted 3 4
to NHSE via the AED Delivery Board. Work
continues to develop arrangements across
Liverpool and Sefton for daily system management
and intervention.
In addition, and following agreement of the iBCF
fund, additional resources will be made available
to support patient flow and further reduce DTOCs
with LCC & LCH have agreed to establish
coordinator role during Q4 2017/18 as part of
ICRAS implementation to ensure closer
management of flow from acute to community.
LCCG and LCC have agreed to accept offer of
intensive DTOC support from LGA (Newton
Europe) made Feb 2018
(Update from AMcF 08/02/2017)

Residual
Risk
(score)

Lead
Officer

12

ID

Completion Review
Date
Date

Ongoing

Apr-18

Progress since
last update

►

Ref

Organisational
Values &
Objectives

Date Entered Objective

Description of Risks

HEALTHY LIVERPOOL PROGRAMME

CO18

CO54

We accept
01/10/2013 Deliver the
Failure to delivery the
responsibility
transformation transformational
of health and
programme ambition to
for our actions.
health & care achieve a single
We make and
services across integrated Acute Trust for
support
business
the city through the city through the
merger of the Royal
decisions
the Healthy
Liverpool and Aintree
through
Liverpool
Hospitals
experience,
Programme
evidence and
good
judgement, and
we will deliver
against our
promises

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

01-Feb-16 To secure the

Service and financial risks
undermine the
future
sustainable delivery of
sustainability
and delivery of services currently
provided by LWH.
safe and
effective
services for
women's health
and neonates.

Current Controls

Assurance in Controls

L

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

Programme Advisory
Board established;
Governing Body
commitment to HLP;
officer-led delivery group
in place.

Trusts application
completed in accordance
with NHSI processes and
procedures.

2

5

Y

Trusts have agreed with NHSI a revised timescale
for the development of a full business case to
support Trust merger application.

C

Residual
Risk
(score)

Lead
Officer

2

3

6

CH

3

4

12

CH

Completion Review
Date
Date

On-going

Progress since
last update

Apr-18

▼

Apr-18

►

The residual risk score for this risk has been
reduced as the proposed merger has support from
NHSI and the impact of the merger not going
ahead would not be catastrophic to service
delivery.

Clinically-led settings and
programme groups in
place.

(Update from CH 26/02/2018)
List of Programme roles
necessary to mobilise
produced with
prioritisation of roles
assessed to mitigate risks
to delivery.
Women's health and
Regular oversight and
neonatal services remain a reports to the HLP
high priority within the HLP. Hospital and Programme
Board. Monitor to
Future generations strategy undertake review of the
developed by LWH.
Trust in response to
Application for distress
application for distress
funding made to monitor. funding.
A Financial oversight board
has been established to
identify potential solutions
to the capital funding
challenge of the options in
the PCBC

CCG Governing Body
received and accepted a
strategic case for change
at its formal meeting held
on 8 March 2016.
CCG agreed with LWH to
now undertake a full
options appraisal of the
service delivery options in
response to this case for
change.

408

10

L

3

4

12

Y

CCGs have received a response from NHSE on the
stage 2 assurance process detailing further work
to deliver prior to a formal public consultation.
(Update from CH 13/02/2018)

Apr-17

Ref

CO56

Organisational
Values &
Objectives

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

Date Entered Objective

30-Mar-16

Description of Risks

Deliver the
Failure to meet Statutory
transformation of requirements and due
health and health process
& care services
across the city
through the
Healthy Liverpool
Programme

Current Controls

Assurance in Controls

L

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

Internal processes to assess
risk regarding engagement
consultation, equalities
responsibilities and service
reconfiguration.

HLP Engagement and
Comms Strategy

3

4

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

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

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

Establishment of a provider
collaborative to enable a
system wide approach to
reconfiguration.
Governance is in place for a
Merseyside LDS membership
group which is driving a
system Sustainability &
transformation plan

C

Residual
Risk
(score)

Lead
Officer

2

4

8

CH

On-going

Apr-18

►

CCG Strategic Plan for 2018-2021 to be considered 2 4
by the CCG Governing Body in March. The
2018/19 Planning Guidance is informing the
Financial Plan for next year.

8

CH

Ongoing

Apr-18

►

Committees in common has considered feedback
from each Governing Body on the proposed terms
of reference for the North Mersey Joint
Committee. This is to be incorporated into a
further draft for consideration along with a draft
work programme.

Completion Review
Date
Date

Progress since
last update

(Update from CH 13/02/2018)

External NHSE assurance
process.

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

Acting As One contracts in
place

409

Y

In-house expertise
around statutory
requirements and access
Relationship and
to advice from external
communication with Health advisors
Select and OSC
HLP Leadership Group
Service reconfiguration
progress is updated
Committees in Common
monthly on the NHSE
NHSE Assurance meetings
Service Reconfiguration
grid.
North Mersey
Healthy Liverpool
Committees in Common
Programme Board
established.
CCG constitution makes
provision for the
establishing of the
proposed new joint
committee.

CO59

12

L

The local system has
applied for a North
Mersey system control
total to facilitate
collaboration and
ownership
Second CCG Constitution
revision of 2017/18
approved by NHSE
November 2017

3

4

12

N

(Update from CH 13/02/2018)

Ref

Organisational
Values &
Objectives

Date Entered Objective

Financial Risk
CO57

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

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

Description of Risks

Current Controls

Failure to deliver statutory
financial duties

Development & approval of financial
plan delivering NHSE business rules
and CCG planning assumptions.
Approval of 2017/18 operational
financial plan by the Governing Body.
Budgets delegated and accepted by
budget holders.
Financial risk assessments;
Contingency reserves set aside.
Monthly reporting including variance
analysis; targeted corrective actions as
appropriate.
Contract negotiation and monitoring
processes.
Contract Performance monitoring and
reporting.

Poor or inappropriate use of
financial resources
Failure to secure maximum
value for money in
contractual arrangements
Failure to deliver cash
releasing efficiency savings
(CRES).

Assurance in Controls

Monthly Finance report to FPC
and GB
Periodic internal audit reviews on
Financial, Contracting and
Business Intelligence controls
and procedures.
External audit review of
arrangements for the production
of statutory accounts - includes
review of contracting
arrangements
Financial monitoring by NHS E monthly monitoring reports
BI and contract activity reporting
to FPC
Finance Directors across the
region are meeting on a regular
Financial Recovery Oversight Group
(FROG) continues to meet on a regular basis.
basis and has oversight of the CRES
Financial Recovery Oversight
plan.
Group meeting weekly.
Financial Effectiveness Plan in
Monthly reporting continues with
place.
regards to budget monitoring and CRES
delivery against plan. Performance
Governing Body oversight
against the CRES Plan will be reported maintained by monthly stand
to appropriate committees on a
alone 'Financial Performance
monthly basis, alongside the SMT.

Report'.

410

L

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

3

3

9

Y

L

C

3 3
Current Financial Performance (month 10)
indicates a year to date pressure of circa £0.582m
but with forecast outturn assumptions in line with
financial plan requirements subject to the delivery
of further mitigation of other risks to the value of
£0.9m in relation to category m pricing . CRES
monitoring indicates a shortfall of £4.237m
compared to plan requirements of £26.2m which
has been taken into account as part of overall
financial position and continues to be monitored
on a scheme by scheme basis

(Update from MB 23/02/2018)

Residual
Risk
(score)

Lead
Officer

9

MB

Completion Review
Date
Date

Ongoing

Mar-18

Progress since
last update

►

Ref

Organisational
Values &
Objectives

Date Entered Objective

KEY:

Updates to
existing risks in
'blue'

Description of Risks

Current Controls

Assurance in Controls

L

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

L

C

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

new risk
Recommended for removal

►
▲
▼
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Progress since
last update

Risk Unchanged
Risk increased
Risk decreased
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Report no: GB 18-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH MARCH 2018
Title of Report
Lead Governor
Senior
Management
Team Lead
Report Author
Summary

Recommendation

Relevant
standards/targets

Governing Body Assurance Framework Update
(Quarter 3 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 3 2017/18)

1.

PURPOSE

The purpose of this paper is present the Quarter 3 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 3 2017/18 UPDATE

This Governing Body Assurance Framework (GBAF) update for Quarter 3
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 3 by the appropriate ‘risk owner’ and mapped
accordingly to the relevant CCG Strategic Objective and CCG Improvement
and Assessment Framework (IAF) domains.
The following risk scores have changed since the Quarter 2 update:
• GBAF002 – overall risk score has reduced from 16 (high) to 12
(moderate) due to reduction in likelihood;
• GBAF004 - overall risk score has reduced from 16 (high) to 12
(moderate) due to reduction in likelihood;
• GBAF008 - overall risk score has reduced from 15 (high) to 10
(moderate) due to reduction in likelihood. Target risk score has been
met.
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.

415

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.

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 3 of

Stephen Hendry
Senior Operations and Governance Manager
2nd March 2018
Ends
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GOVERNING BODY
ASSURANCE FRAMEWORK
2017/2018
This update relates to:
Q1 2017/18
Q2 2017/18

Q3 2017/18
Q4 2017/18

417

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
RESPONSIBLE
COMMITTEE:

GOVERNING BODY

Likelihood

Consequence

Initial

GBAF001

L

C

4

4

Current

RISK ID:

L

C

4

4

L

C

2

4

RISK DESCRIPTION & LIKELY IMPACT

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.

RISK OWNER:

JAN LEDWARD

GOVERNING BODY
LEAD

GB Member relevant to
standard

DATE OF NEXT REVIEW:

TREND

APRIL 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

NO CHANGE
16

Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Reasonable

Q2

Reasonable

Q3

Reasonable

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

ECIP facilitated Multi-Agency Discharge Event held 16th & 17th Jan 2018 – debrief report produced several recommendations and ‘urgent’ actions.

Jan 2018

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.
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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

Q3

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.
Royal Liverpool Diagnostic Recovery Plan continues to be robustly monitored by CCG Planned Care Lead(s). Trust experienced a dip in trajectory for clearing backlog of breaches/waits during February
2018 but now on course to recover performance by end of Q1 2018/19. Trust has also submitted RTT action plan specific to under-performing specialities following issue of Contract Performance
Notice. RTT performance also impacted by national directive to cancel all elective activity for four-week period in response to winter pressures.

Q4
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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

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.

RISK OWNER::

IAN DAVIES

GOVERNING BODY
LEAD:

SALLY HOUGHTON

DATE OF NEXT REVIEW:

TREND

CCG IAF DOMAIN/INDICATOR

BETTER CARE (122a – 131a)
16

3

4

L

C

2

4

31 MARCH 2018

12

WELL LED


Risk reduced from 16 to 12

Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Reasonable

Q2

Reasonable

Q3

Reasonable

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

8

9

April 2017

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.
CCG has recruited to all three vacant Lay Member Roles (Patient Engagement,
Governance and Financial Management) with effect from 01/02/2018
MiAA review of CCG’s Conflicts of Interest arrangements completed. All actions to
address risk areas and recommendations completed with only one outstanding
action which will be addressed in March 2018.

Nov 2017

Nov 2017

Feb 2018
Feb 2018

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.
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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.
3. Q1 CCG IAF Dashboard rates Liverpool CCG as ‘Fully Compliant’
for probity and corporate governance.
4. MiAA review of CCG’s APMS Contracts and Procurement
exercise gave rating of ‘Significant Assurance’.

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

Independence of Remuneration Committee Chair
2

Lack of Lay Members will temporarily impact on
quoracy of Primary Care Commissioning Committee
(PCCC)
3

4

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 place controls/mitigation or provide assurance?
reliance, are effective?
Committee Reporting Templates may not
a) Revise ToR for Remuneration Committee and
Completed
adequately provide assurances to Governing
review Committee Reporting Templates to ensure
Body of committee’s decision making, discharge
adequate Governing Body oversight of key issues
of functions or management of conflicts of
and decisions.
1
1 b) Review and update Governance Reporting
interest.
Completed
Template to ensure transparency of committee
decision making and ensuring any business with
links to Corporate Risk Register risks are fully
referenced.
Inconsistencies in understanding of delegated
Appointment of ‘Independent’ Chair of
Sept 2017
powers of Remuneration Committee & reporting
Remuneration Committee regarded as a priority.
2
2
relationship with Governing Body
Recruitment of fourth Lay Member to strengthen
(recommendations and or decisions).
oversight and scrutiny.
PCCC unable to meet until Lay Members
Recruitment process underway for three Lay
Completed
recruited therefore creating a gap in control and
Member Roles. Lay Member for Patient
(01/02/2018)
assurance.
Engagement to act as Chair of PCCC with Lay
Member (Governance) as vice-chair. Any urgent
3
3
PCCC business to be managed by Governing
Body until committee is able to convene. Update
March 2018: All three Lay Member roles
successfully recruited to.
4
Q4 NHS England CCG IAF rated Liverpool CCG 4 1. Actions have been underway since August 2017
Nov 2017
as ‘Requires Improvement’. Key areas of
to address gaps in governance and
challenge include financial challenge and
recommendations from remuneration review.
reputational risk following governance &
2. External Audit Plan 2017/18 will provide
remuneration review.
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.

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 31 MARCH
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

NHSE has nationally released Conflicts of Interest training via ESR and provided prescriptive guidance on mandatory completion of Module 1 for specific groups. CCG is currently mapping staff to
relevant modules. NHSE requirement for completion of modules by all staff by 31st May 2018. CCG has also written to member practices in Feb 2018 requesting Declarations of Interest as per NHSE
Statutory Guidance. Lay Member for Governance also acting as CCG ‘Conflicts of Interest Guardian’ with effect from commencement date.

Q4
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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.

RISK OWNER::

IAN DAVIES

GOVERNING BODY
LEAD:

DR SIMON BOWERS

DATE OF NEXT REVIEW:

TREND

31 MARCH 2018
CCG IAF DOMAIN/INDICATOR

WELL LED (162a)
10

10

NO CHANGE
Assurance Rating (Significant, Reasonable or Limited)

5

Q1

Reasonable

Q2

Reasonable

Q3

Reasonable

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.
Refreshed/amended Quarter 1 Dashboard released by NHSE on 19th Jan 2018
Jan 2018

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).

1. Governing Body oversight of Trust recovery plans for Diagnostics
and Referral to Treatment (RTT).
2. Governing Body has oversight of all areas of CCG IAF where
CCG is performing in worst quartile in England or worse than peer
group of similar CCGs via Corporate Performance Report.

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.
Q1 2017/18 CCG IAF published in January 2018 shows
positive/improved performance in Better Health and Better Care
indicators.
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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.
CCG IAF Quarter 3 Dashboard publication timetable has been revised and is expected in April 2018.

Q3
Q4
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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

3

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

RISK OWNER::

JAN LEDWARD

GOVERNING BODY
LEAD:

DR SIMON BOWERS

Rating

DATE OF NEXT REVIEW:

TREND

31 MARCH 2018

CCG IAF DOMAIN/INDICATOR

WELL LED (162a)
16

12



Risk reduced from 16 to 12

Assurance Rating (Significant, Reasonable or Limited)

8

Q1:

Limited

Q2

Reasonable

Q3

Reasonable

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.

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

April 2017

7

April 2017

8
9

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.
Prioritisation Task & Finish Group created to provide expertise/governance support
to PMO.

Nov 2017

Mar 2018

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).
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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

Q3

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).
Engagement with shared CCG ‘E&D Inclusion Service’ has continued in terms of impact assessments. Representative from service also on Prioritisation Task & Finish Group created to provide
expertise/governance support to PMO.

Q4
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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:

GOVERNING BODY

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

31 MARCH 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

RISK OWNER:

10

NO CHANGE
Assurance Rating (Significant, Reasonable or Limited)

10

Q1

Limited

Q2

Limited

Q3

Reasonable

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

Nov 2017

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.

8

Provider Alliance now established with agreed Terms of Reference. Alliance meets
on a monthly basis.

Jan 2018

9

The ‘One Liverpool’ Plan for 2018-2021 presented to Governing Body in March
2018 (single plan across city for commissioners and providers).

Mar 2018

6

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

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.
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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 31 MARCH 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.
Progress with Joint Committee Terms of Reference has been made with proposal going through governance processes of the four North Mersey CCGs as at 2nd March 2018.

Q3
Q4
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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:

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

RISK OWNER:

CAROLE HILL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

31 MARCH 2018

CCG IAF DOMAIN / INDICATOR

WELL LED (161a, 164a, 165a)
10
NO CHANGE
10
Assurance Rating (Significant, Reasonable or Limited)

5

Q1

Limited

Q2

Limited

Q3

Reasonable

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

4

5

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

April 2017

North Mersey Local Delivery System Plan superseded with focus now on Cheshire &
Merseyside Place Based Care.

April 2017

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

7

8

LCCG Chief Officer member of Partnership System Management Board and
Programme Review Group (Chief Officer also acts as SIRO for Cheshire &
Merseyside Place Based Care/Partnership.

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. 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 31 MARCH 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 31 MARCH 2018 with ‘full’ and formal establishment of the Joint Committee also expected 31 MARCH 2018
pending agreement by other constituent CCGs’ Governing Bodies.

Q3

Progress with Joint Committee Terms of Reference has been made with proposal going through governance processes of the four North Mersey CCGs as at 2nd March 2018. Risk score is likely to
decrease once ToR has been formally agreed and adopted.

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

RISK OWNER:

TBC

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW: 31 MARCH 2018

TREND

CCG IAF DOMAIN/INDICATOR

BETTER CARE 121 a, b, c.
16
NO CHANGE
16
Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Limited

Q2

Limited

Q3

Limited

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

Nov 2017

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 RISK OWNER for Planned Care identified and now taking lead role with
Trusts.

9

ECIP facilitated Multi-Agency Discharge Event held 16th & 17th Jan 2018 – de-brief
report produced several recommendations and ‘urgent’ actions.

Jan 2018

6
7

Nov 2017
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

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

Q3

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. RISK OWNER for Planned Care providing weekly oversight pf RTT and Diagnostics performance.
ECIP facilitated Multi-Agency Discharge Event held 16th & 17th Jan 2018 – de-brief report produced several recommendations and ‘urgent’ actions which include strengthening the SAFER patient flow
bundle and Red2Green as soon as possible on a number of exemplar wards, a focus on simple discharges, and the introduction of a trusted assessor model, with a focus on supporting the care home
discharge pathway. Royal Liverpool Diagnostic Recovery Plan continues to be robustly monitored by CCG Planned Care Lead(s). Trust has also submitted RTT action plan specific to under-performing
specialities following issue of Contract Performance Notice. RTT performance also impacted by national directive to cancel all elective activity for four-week period in response to winter pressures.

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

2

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

RISK OWNER:

MARK BAKEWELL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

31 MARCH 2018

CCG IAF DOMAIN/INDICATOR

SUSTAINABILITY 141-142
15



Risk reduced from 15 to 10. Target risk score met.

10
Assurance Rating (Significant, Reasonable or Limited)
10

Q1

Reasonable

Q2

Reasonable

Q3

Reasonable

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

RISK ownership 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

Internal appointment of Acting Chief Finance Officer provides stability and
continuity for remainder of financial year.

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 2017/18
2. NHSE scrutiny on CCG monthly trends and reporting
arrangements.
3. MiAA review of General Ledger (Combined Financial Systems)
2017/18 gave ‘High Assurance’. The external audit of the accounts
did not highlight any significant issues in the figures presented or with
regards to the financial controls in place.
4. MiAA review of Budgetary Control 2017/18 (Combined Financial
Systems) gave ‘High Assurance’. Review of the Finance, Procurement
and Contracting Committee (FPCC) papers and Governing Body
papers highlighted that each received the 'finance update' report.

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 of 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

Based on Month 10 data there is confidence in delivery of the CCG’s financial position re: forecast outturn and delivery of year-end. ‘No cheaper stock alternative’ for prescribing (NCSO) remains a
pressure but is within CCG forecast outturn assumptions with the caveat that LCCG secures ‘Category M’ adjustment back at the end of the financial year (indications from NHS England are that this will
be the case). LCCG also has 0.5% set aside and should therefore be fully compliant with NHS England Business Rules.

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

RISK OWNER:

MARK BAKEWELL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

31 MARCH 2018

CCG IAF DOMAIN/INDICATOR

SUSTAINABILITY 141-142

C
15

NO CHANGE
15
Assurance Rating (Significant, Reasonable or Limited)
10

Q1

Limited

Q2

Limited

Q3

Reasonable

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

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

April 2017

Monthly Finance Report presented to Governing Body

April 2017

Financial Plan and Financial Strategy in place for 2017/18
RISK Ownership and oversight of CRES Programme

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

7

Overall CRES position has stabilised and any shortfall against original plan is being
managed as per overall position.

Feb 2018

8

6

April 2017
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.
3. MiAA review of General Ledger (Combined Financial Systems)
2017/18 gave ‘High Assurance’. The external audit of the accounts
did not highlight any significant issues in the figures presented or with
regards to the financial controls in place.
4. MiAA review of Budgetary Control 2017/18 (Combined Financial
Systems) gave ‘High Assurance’. Review of the Finance, Procurement
and Contracting Committee (FPCC) papers and Governing Body
papers highlighted that each received the 'finance update' report

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

A number of learning points from the ‘deep dives’ conducted across budgets will be carried forward to the 2018/19 CRES programme. Given size and speed of implementation the expectation is that the
CCG will successfully deliver position.

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

RISK OWNER:

MARK BAKEWELL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

31 MARCH 2018

CCG IAF DOMAIN/INDICATOR

SUSTAINABILITY 142b
8
NO CHANGE
8
Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Reasonable

Q2

Reasonable

Q3

Reasonable

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.
Internal Audit work is underway – CCG awaiting final opinion.

Q3
Q4
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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

RISK OWNER:

CAROLE HILL

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

31 MARCH 2018

CCG IAF DOMAIN/INDICATOR

WELL LED (164a, 165a)
8
NO CHANGE (TARGET RISK MAINTAINED)
8
Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Limited

Q2

Limited

Q3

Reasonable

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

HLP Programme Board regular updates to CCG Governing Body.

April 2017

Jan 2018

7

Provider Alliance now established with agreed Terms of Reference. Alliance meets
on a monthly basis.
The ‘One Liverpool’ Plan for 2018-2021 presented to Governing Body in March
2018 (single plan across city for commissioners and providers).

Mar 2018

8

6

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

Progress with Joint Committee Terms of Reference has been made with proposal going through governance processes of the four North Mersey CCGs as at 2nd March 2018. Risk score is likely to
decrease once ToR has been formally agreed and adopted.

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

RISK OWNER:

CHERYL MOULD

GOVERNING BODY
LEAD:

JAN LEDWARD

Rating

DATE OF NEXT REVIEW:

TREND

31 MARCH 2018

CCG IAF DOMAIN/INDICATOR

BETTER CARE
8

121b Provision of high quality
care – Primary Medical
Services

NO CHANGE (TARGET RISK MAINTAINED)
8
Assurance Rating (Significant, Reasonable or Limited)

8

Q1

Reasonable

Q2

Reasonable

Q3

Reasonable

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.
NHSE ‘assured’ by Project Plan in terms of ‘go live’ date given as
October 2018.

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
Quarter 1 2018.

3

3

3

4

4

4

5

5

5

6

6

6

Ongoing

July 2018

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.
Date by which Workforce Strategy is to be produced has been amended from March 2018 to the end of Quarter 1 2018.

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

RISK OWNER:

CAROLE HILL

GOVERNING BODY
LEAD:

LAY MEMBER PATIENT
ENGAGEMENT

Rating

DATE OF NEXT REVIEW:

TREND

31 MARCH 2018

CCG IAF DOMAIN/INDICATOR

WELL LED

C
9
NO CHANGE
9
Assurance Rating (Significant, Reasonable or Limited)

6
Q1

Reasonable

Q2

Reasonable

Q3

Reasonable

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

April 2017

April 2017

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

April 2017

Well established digital engagement and social media presence.

April 2017

Stakeholder Database created and utilised for all consultation exercises

April 2017

Memorandum of Understanding between LCCG and VCS signed in Feb 2018

Feb 2018

Orthopaedic Public Consultation concluded Feb 2018. Next steps are for
Evaluation Report to be presented to AUHT and RLBUHT Trust Boards.

Feb 2018

7

3
4

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

6

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

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

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

Completed
Feb 2018

4

UPDATES ON PROGRESS/ACTIONS

Q1

Q2

Q3

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.
It is expected that the recent collapse of the contractor Carillion (leading to further delays in completion of the new Royal Liverpool) will inevitably have an impact on the timing and implementation of the
single Integrated Orthopaedic Service. The exact impact and implications on service delivery are currently being assessed.

Q4
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Report no: GB 19-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH MARCH 2018
Title of Report

Chair’s Actions – NHSE Allocation of Winter
Monies to Primary Care

Lead Governor

Dr Simon Bowers
Chair. Liverpool CCG
Cheryl Mould
Primary Care Programme Director

Senior
Management
Team Lead
Report Author

Summary

Cheryl Mould
Primary Care Programme Director
To inform the Governing Body of a decision
that was made under Chair’s actions on 19th
December 2017 relating to NHSE Allocation
of Winter Monies to Primary Care (see
attached action log) which was to
commission Urgent Care 24 and Liverpool
GP Provider Organisation to deliver a GP
Extended Access pilot for a period of 8
weeks.
The service would be formally evaluated
and a report presented at the May
Governing Body which would then inform
the future model for delivering GP Extended
Access from October 2018.

Recommendation
Relevant
standards/targets
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That Liverpool CCG Governing Body:
 Formally notes the action / decision

446

NHS LIVERPOOL CCG CHAIRS ACTION LOG 2017-2018
Date

Discussion with (please tick as appropriate);
(MUST BE A MINIMUM OF 2)

Matter
Vice Chair

19/12/17

NHSE Allocation of Winter Monies
to support Primary Care resilience
which had to be part of the CCG’s
proposed extended access model.
Notification received Friday 15th
December 2017 to begin
mobilization early January 2018
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yes

Chief Officer

Chief Finance
Officer

√

√

Details of discussion

Decision

Governing Body
Clinical
Member
Dr Maurice Smith

To urgently address how and who the CCG would commission to
deliver and spend the allocated funding of 85k.
Confirmation that a retrospective review of impact and the
effectiveness of the model would be undertaken once the service
ceased which would be brought to a future Governing Body.

Funding to be allocated to UC24 and the
Liverpool GP provider Organization to
deliver the city wide service for a period of
8 weeks.

Date reported to
GB
13/03/18
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Report no: GB 20-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13th MARCH 2018
Title of Report

Retirement Policy

Lead Governor

Helen Dearden, Lay Governing Body
Member for Governance
Ian Davies, Chief Operating Officer

Senior
Management
Team Lead
Report Author

Gillian Roberts, Senior HR Business Partner
MLCSU

Summary

This paper presents to the Governing body
for approval the new CCG Retirement
Policy.

Recommendation

That the Governing Body:
 Approve the new Retirement Policy

Relevant
standards/targets
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Current employment legislation
Agenda for Change
NHS Employment Checks Standards
NHSLA Risk Management Standards

RETIREMENT POLICY

1.

PURPOSE
This paper presents to the Governing Body the new Retirement
Policy that was considered by the HR Committee on the 30th
January 2018 and which it recommended for approval.

2.

RECOMMENDATIONS
That the Governing Body:
 Approve the new Retirement policy

3.

BACKGROUND
Since April 2013 Liverpool CCG has developed its own HR policies
through a process of prioritisation. The HR Team has undertaken a
legislative review of the existing policies and identified the need for
a new Retirement Policy. The policy has been presented to the
Staff Listening Group and was approved in principle by the HR
Committee when it last met on the 30th January 2018.

4.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
N/A

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

5.2 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.
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
5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

5.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
HR policies can support the Organisation as the processes and
benefits contained can promote sustainability.

6.

CONCLUSION
The new Retirement Policy is commended to the Governing Body
for approval.
Ian Davies
Chief Operating Officer
6th March 2018.
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Retirement Policy
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Version:

V1

Ratified by:

HR Committee – 30th January 2018

Noted by:

Governing Body – TBC

Name of originator/author:

Human Resources

Name of Lead:

Chief Operating Officer

Date issued:

TBC

Review date:

TBC

Target audience:

Organisation wide

Any changes made to this policy should be outlined in the below Review and
Amendment Log. In the event of any changes to relevant legislation or statutory
procedures this policy will be automatically updated to ensure compliance without
consultation. Such changes will be communicated.

Version No
V1
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Type of Change

Date

Description of change

Contents

1.0

POLICY STATEMENT

3

2.0

SCOPE

3

3.0

PRINCIPLES

3

4.0

PROCEDURE

4

5.0

EQUALITY

4

6.0

MONITORING AND REVIEW

4

Part 2

PROCEDURE

5

Appendix 1

REQUEST FOR FLEXIBLE RETIREMENT

10

Appendix 2

RETIRE AND RETURN ASSESSMENT

12
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1.

POLICY STATEMENT

1.1

Liverpool CCG recognises that retirement can cause considerable change in an
individual’s life and the retirement options outlined in this policy are intended to ensure
a smooth transition from work to retirement.

1.2

This policy sets out the key principles for ensuring staff who are retiring from the CCG are
aware of the options that may be available to them and that they are given assistance to
make appropriate preparation for retirement.

2.

SCOPE
This policy applies to all staff employed by Liverpool CCG.

3.

PRINCIPLES

3.1

The default retirement age and the associated statutory retirement procedure were
repealed by the Employment Equality (Repeal of Retirement Age Provisions)
Regulations 2011 which came into force on April 2011.

3.2

This legislation enables employers to have a compulsory retirement age only in limited
circumstances where it is a proportionate measure to achieve a legitimate business aim.
The CCG considers that it does not currently require a compulsory retirement age for its
staff members. Age related criteria, however, will apply in relation to NHS pension
benefits.

3.3

When considering retirement options employees should bear in mind the potential
impact on their pension.

3.4

The provisions of Section 16 of NHS Terms and Conditions will apply to employees
retiring early on grounds of redundancy.

3.5

The Minimum Retirement Age for members of the NHS Pension Scheme – 1995 section
is 50, except for staff who joined on or returned to the scheme after 6 April 2006 for
whom the Minimum Retirement Age is 55. The minimum retirement age for members of
the 2008 section and the 2015 Pension Scheme is 55.

3.6

The Normal Retirement Age for members of the NHS Pension Scheme 2015 is the same
as
their
State
Pensionable
Age
which
can
be
calculated
here https://www.gov.uk/calculate-state-pension. Members of the 1995 section of the
NHS Pension Scheme have a Normal Retirement Age of 60 (55 For Special Class
Status) and members of the 2008 section have a Normal Retirement Age of 65.

3.7

Employees considering retirement, particularly flexible retirement, should discuss their
plans initially with their line manager.

3.8

Information on retirement options and benefits is available from an HR representative or
the NHS Pensions website www.nhsbsa.nhs.uk/pensions.

3.9

Employees should bear in mind that NHS Pensions requires 4 months notice of any
request for payment of pension benefits.
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3.10

Flexible retirement requests will be considered in line with the procedure set out in the
Flexible Working policy.

3.11

Advice, guidance and support will be provided to Line Managers during the
implementation and application of this policy by the Human Resources Team.

4.

PROCEDURE
The Procedure for Normal Age Retirement and Flexible Retirement options is detailed at
PART 2

5.

EQUALITY

5.1

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

6

MONITORING & REVIEW

6.1

The policy and procedure will be reviewed periodically by Human Resources in
conjunction with Senior Managers and Trade Union representatives. Where review is
necessary due to legislative change, this will happen immediately.
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PART 2
1.

PROCEDURE

1.1

Employees who have decided that they wish to retire or are considering retirement,
particularly flexible retirement, should discuss their plans initially with their line manager.

Normal age retirement
1.2

Employees wishing to fully retire from work must resign from their employment, giving
the appropriate contractual notice. They will be expected to take all accrued annual
leave prior to their leaving date.

Flexible Retirement
1.3

Flexible retirement provides flexibility regarding the age at which an employee retires,
the length of time it takes to retire and the nature and intensity of work in the lead up to
final retirement. It assists the Organisation by retaining the skills of key employees who
are approaching, or are at, retirement age and provides a greater choice for employees.

Pre-retirement wind down (existing post)
1.4

An employee approaching their retirement may wish to gradually reduce the number of
hours they work leading up to their actual date of retirement.

1.5

The employee should put their request in writing to their line manager, clearly outlining
their proposed work pattern, start date and retirement date.

1.6

Requests will be considered in line with the Flexible Working Policy, and judged on the
basis of business needs.

1.7

If a reduction in hours is agreed, the employee will be paid pro rata to the reduced hours
worked. Annual leave entitlement will also be calculated on a pro rata basis

Pre-retirement step down (lower banded role)
1.8

An employee approaching retirement may request to continue working in a less
demanding role.

1.9

The employee should put their request in writing to their line manager, clearly outlining
their proposed role, hours of work, start date of the arrangements and retirement date.

1.10

Requests will be considered in line with the Flexible Working Policy, and judged on the
basis of business needs.

1.11

If a change in role is agreed, the employee will be paid the appropriate rate for that post.
If there is a reduction in working hours, the employee will be paid pro rata to hours
worked. Annual leave entitlement will also be calculated on a pro rata basis.
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1.12

Members of the NHS Pension Scheme 1995 and 2008 Sections who are over the
minimum retirement age, and whose pay reduces by at least 10% for a minimum period
of 12 months, may apply for the higher rate of pay to be voluntarily protected for pension
purposes. The application via SMR9 Form must be made within 15 months of the date
the rate of pay is reduced.

1.13

When the employee leaves, their pension up to the date they stepped down will be
based on the higher rate of pay, and their pension earned after the step down date will
be based on the reduced rate of pay. Cost of living increases will be applied to the
protected higher rate of pay and both pensions will be added together for payment.
If a lower banded and suitable post is not readily available there is no obligation
on the Organisation to create a role.

Retire and Return
1.14

Under the provisions of the NHS Pension Scheme, employees have the option to retire
from service and take all their pension benefits before returning to NHS employment.

1.15

However, it should be noted that there is no guarantee that an application will be
approved and there is no automatic right for a retiree to return to their current or different
role on a full or part-time basis.

1.15

Employees considering this option, who have NHS Pension Scheme membership prior
to 5th April 1997, must request the Guaranteed Minimum Pension (GMP) check from
the Pensions Officer in the first instance. Retirement cannot go ahead unless the GMP
check has been passed.

1.16

Employees considering this option, and who wish to return to employment with this
Organisation , must make their request in writing, to their line manager, as far in
advance as possible. The request must include the proposed retirement date and when,
and in what capacity, the individual would like to return to work afterwards.

1.17

Updated guidance in relation to retiring and returning to work was issued by the
Department of Health in July 2017. A full copy of the guidance is available
at https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/

634529/NHS_retire_and_return_guidance.pdf
1.18

Requests to return to work will be considered in line with the Flexible Working Policy and
against factors identified in the above Department of Health guidance. Applications
should be considered on their own merits and requests should not be automatically
approved or declined. The CCG will specifically consider:

•

The requirement for the post to be filled through ‘retire and return’ in light of cost
improvement pressures

•

Equality requirements

•

Value for money

•

The standard of the employee’s work and attendance
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•

The employee’s competence (skills, knowledge and experience) against the essential
requirements of the post

•

Whether the hours proposed can be accommodated / meet service needs

•

Succession planning and the potential impact the employee’s return will have on their
team

•

Whether it is in the best interests of the service to accommodate the ‘retire and return’
request

•

Longer term workforce / service plans for the post and team and how the ‘retire and
return’ request fits with this

1.19

The above factors will need to be summarised in writing by the line manager of the
employee requesting to ‘retire and return’, using Appendix 2. This will then need to be
submitted to the CCG’s Senior Management Team for consideration. Only a member of
the Senior Management Team can then sign the section entitled ‘Decision’ on Appendix
2. For purposes of clarity, the members of the Senior Management Team are:
•
•
•
•
•

1.20

Chief Officer
Chief Finance Officer
Chief Nurse
Chief Operating Officer
Any other Very Senior Manager (VSM)

If the request is agreed, there will need to be a minimum break of 14 continuous
calendar days (excluding any paid annual leave) from the date of retirement to the date
of re-engagement. This will constitute a break in continuity of service with the CCG. The
staff member will be issued with a new contract of employment and the date of
commencement of continuous employment for statutory rights, and contractual
reckonable service for the purposes of redundancy or any Mutually Agreed Resignation
Scheme (MARS), will be the date the staff member returns to work. Please note this
break applies to the staff member’s contractual relationship with the CCG. This is
different and separate to the breaks described under the NHS Pension Scheme which
outlines the minimum breaks to be taken to avoid pension payments being suspended.
The NHS Pension breaks are detailed below for completeness but all staff who retire
from, and return to, the CCG will be required to take a minimum break of 14 continuous
calendar days from the date of retirement to the date of re-engagement.
(NHS Pension Scheme - minimum breaks to avoid pension payment being suspended):

1.21

•

Members of the 1995 section - need to take a 24-hour break before returning back to employment and
work 16 hours or less a week in the first calendar month.

•

Members of the 2008 section - who have taken all their pension entitlement need to take a 24-hour break.

•

Members of the 2015 scheme who have taken all their pension benefits will need to take a 24-hour break.

More information can be found at: http://www.nhsbsa.nhs.uk/Pensions/4217.aspx.
Members of the 1995 section, on re-commencement, will need to work 16 hours or less
for the remainder of the calendar month effective from the first day after the last day of
service with the CCG. They would then commence working the hours agreed for
the re-employed role (if greater than 16 hours). This restriction does not apply to
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members of the 2008 section or the 2015 Pension Scheme (they will still need to take a
break of two weeks and re-commence on the hours agreed for the re-employed
role.
1.22

Employees who are in receipt of any earnings related protection will lose that protection
on their return to work following the break in service.

1.23

Once an employee retires and receives their pension benefits in relation to their NHS
service, this service will no longer be counted as ‘reckonable’ for redundancy purposes
(para 16.6 of NHS Terms and Conditions). Where an employee takes their pension
benefits and returns to work at the Organisation, reckonable service will begin from the
date of return to employment after the break in service.

1.24

Employees who retire and take pension benefits from the 1995 Section of the NHS
Pension Scheme before returning to work will not be able to re-join the NHS Pension
Scheme.

1.25

If an employee is unhappy with a decision reached under this policy they should raise a
grievance in line with the CCG’s Grievance Policy.

Draw down (partial retirement) This option is not available to 1995 Section members
1.25 Members of the NHS Pension Scheme – 2008 section and 2015 Pension Scheme may
elect to partially retire and take some of their benefits. To do this the employee must
have reached at least the minimum retirement age of 55 and have reduced their
pensionable pay by at least 10%.
1.26

Between 20% and 80% of pension entitlement may be taken and pension membership
will continue to build up. Pensionable pay must remain reduced for at least a year
otherwise eligibility to a pension will cease. Benefits can be drawn down twice before
final retirement.

Voluntary early retirement (VER)
1.27

An employee may opt to take VER at any time from the minimum pension age applicable
to the scheme they are, or have been, a member of provided they have at least 2 years
membership. The minimum retirement age is 50 for members of the NHS Pension
Scheme - 1995 section, and 55 for members of the NHS Pension Scheme - 2008
section and 2015 Pension Scheme. For employees who joined the NHS Pension
Scheme – 1995 section for the first time on or after 6th April 2006, or previously left the
Scheme before 31st March 2000 with deferred benefits & re-joined on or after 6th April
2006, the minimum retirement age is 55.

1.28

An estimate of pension benefits can be requested from a Pensions Officer however, final
figures will be calculated by NHS Pensions. Employees considering VER, who have
NHS Pension Scheme membership prior to 5th April 1997, must request the Guaranteed
Minimum Pension (GMP) check from the Pensions Officer in the first instance. VER
cannot go ahead unless the GMP check has been passed.

1.29

To leave employment due to voluntary early retirement the employee must resign from
their employment, giving the appropriate contractual notice. They will be expected to
take all accrued annual leave prior to their leaving date.
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Late retirement
1.30

Employees who remain in employment beyond the normal retirement age, and remain in
the NHS Pension Scheme, may continue to earn benefits to age 75 or until they reach
45 years membership. There are no provisions to increase benefits for members of the
1995 section if they are paid late. Members of the 2008 section will have any pension
earned before age 65 increased to take account of the fact that it is being paid later than
the normal retirement age. There is no limit on the maximum number of years
membership in the 2015 scheme.

Early Retirement and Reduced Buy Out (2015 scheme only)
1.31

This provision to the 2015 pension scheme arrangements allows staff –and/or their
employer – to make additional contributions to the scheme that will allow staff to retire
earlier than their state pension age without any early retirement reduction (although not
more than three years earlier than an individuals’ state pension age and not allowing for
a retirement age of less than 65 years old). Further details can be found on the NHS
Pensions Agency website – http://www.nhsbsa.nhs.uk/pensions

Ill Health Retirement
1.32

When an employee becomes incapable of carrying out their duties on a permanent
basis, and no reasonable adjustments can be made or suitable alternative employment
secured, the employee may wish to apply to NHS Pensions for retirement on the
grounds of ill-health. This option is only available to employees who have two years
continuous pensionable NHS service.

1.33

If an application for ill-health retirement is made, this constitutes a mutual decision that
the employee is unable to fulfil their contractual obligations due to their ill-health
condition and therefore a termination date will be agreed between the individual and
their line manager.

1.34

Where ill-health retirement is identified as an option, the employee will be provided with
an estimate of pension benefits via Human Resources or from the Pensions Officer. The
application must be made on the appropriate form which is available from the NHS
Pensions Agency.

1.35

Medical advisers, appointed by NHS Pensions, will assess the available medical
evidence and will confirm whether the employee is permanently incapable of carrying out
either their present NHS duties or any regular work. A Tier 1 or enhanced Tier 2 pension
may be paid dependent upon this decision. Further information may be obtained from
Human Resources in the first instance.
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Appendix 1

Request for Flexible Retirement
Full Name:
Contact Number:
Job Title:
Location:
Line Manager:
Start Date with CCG:
NHS Start Date:
Please highlight the flexible retirement option that you are requesting:
Wind down
Step down
Retire and come back
(This option is subject to approval by the Senior Management)

Other – Please Specify
Date of proposed change
Declaration
I have read and understood the Retirement Policy. I understand that I should speak to the
pensions’ provider and/or seek independent financial advice and guidance on pension
implications with regard to my choices.

Signed: …………………………………………..

Date: ……………………

Employee – please copy for your own records and send the original of this form to your line
manager.
For Completion by Line Manager
Approval for working pattern to be implemented: Yes/No*
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If not, please state objective reasons below:

Signed: …………………………………………………. Date: ……………………
Name (Please Print) ………………………………………………………………..
Please note that if a request is turned down, an employee has a right of appeal and you should
direct them to the appeals policy.
Please send a copy of this form to HR once a decision has been made.
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Appendix 2

Retire & Return Assessment

Name of Employee Requesting ‘Retire & Return’:

Name of Line Manager Completing Assessment:

Assessment:
Please provide information in relation to the following factors:
The requirement for the post to be filled through ‘retire and return’ in light of cost improvement
pressures

Equality requirements

Value for money
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The standard of the employee’s work and attendance

The employee’s competence (skills, knowledge and experience) against the essential
requirements of the post

Whether the hours proposed can be accommodated / meet service needs

Succession planning and the potential impact the employee’s return will have on their team

466

Whether it is in the best interests of the service to accommodate the ‘retire and return’ request

Longer term workforce / service plans for the post and team and how the ‘retire and return’
request fits with this

Decision
To be completed by manager with appropriate authority.
Is the ‘retire and return’ application approved? (Circle as appropriate)
YES
Summary of rationale for decision

Name of Senior Manager

Signature of Senior Manager

Date:
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NO

Please note that if a request is turned down, an employee has a right of appeal and you should
direct them to the appeals process in line with the Flexible Working Policy.
Please send a copy of this form to HR once a decision has been made.
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Andy Woods Senior Governance Manager
(Merseyside Equality & Inclusion Service)
To present to the Governing Body the new
Equality and Diversity Workforce Policy for
approval.
That Liverpool CCG HR Committee:
 Approve the new LCCG Equality &
Diversity Workforce Policy.
Equality Act 2010
Health & Social Care Act 2012
NHS England Equality Delivery Systems 2
(EDS2) toolkit
Workforce Race Equality Standard (WRES)
NHS Five year Forward View

EQUALITY & DIVERSITY WORKFORCE POLICY
1.

PURPOSE

The purpose of this paper is to present to the Governing Body the new
Equality & Diversity Workforce Policy, which was considered by the HR
Committee when it last met on the 30th January 2018 and which it
recommended for approval.
2.

RECOMMENDATIONS

That the Governing Body:
 Approves the new LCCG Equality & Diversity Workforce Policy
3.

BACKGROUND

LCCG is required to pay ‘due regard’ to the requirements of the Equality
Act 2010. In January 2017 the HR committee received a report (report
03-17) outlining these requirements.
The CCG’s Equality Objectives Plan was subsequently approved by
the Governing Body In May 2017. The objectives are:
a)
b)
c)
d)

To make fair and transparent commissioning decisions;
To improve access and outcomes for patients and
communities who experience disadvantage;
To improve the equality performance of our providers through
robust procurement and monitoring practice;
To empower and engage our workforce.

The new Equality & Diversity Workforce Plan has been developed in
response, as a specific objective for the organisation.
4.

EQUALITY & DIVERSITY WORKFORCE POLICY

The CCG needs to ensure that employment practices, policies and
procedures do not treat staff less favourably on the grounds of gender,
race, colour, ethnic or national origin, sexual orientation, marital status,
religion or belief, age, trade union membership, disability, offending
background, domestic circumstances, social and employment status,

470

HIV status, gender reassignment, political affiliation or any other
personal characteristic as outlined in the Equality Act (2010) and any
other status covered by the Human Rights Act (1998). Diversity is
viewed positively and, in recognising that everyone is different and the
unique contribution that each individual’s experience, knowledge and
skills can make is valued.
It is important that CCG policies deal with the equality implications
around recruitment and selection, pay and benefits, flexible working
hours, training and development, and protecting employees from
harassment, victimisation and discrimination. In order to achieve this,
there has to be a high degree of awareness of how policies are
implemented by managers and how staff interact and work with others.
A work place can unintentionally discriminate by applying its procedures
or an ‘accepted work culture’ in such a way that hidden discriminatory
barriers occur – this is known as ‘Indirect discrimination’.
Public sector HR departments, in addition to meeting the challenge of
weeding out prohibited behaviours under the Act, also have to meet the
requirements of the Public Sector Equality Duty. In essence, this will
mean at least a yearly assessment of all of its relevant functions against
the three objectives of the Public Sector Equality Duty:
a)
b)

c)

5.

The need to eliminate conduct which the Act prohibits;
The need to advance equality of opportunity between persons
who share a relevant protected characteristic and those who
do not; and
The need to foster good relations between people who share
a relevant protected characteristic and people who do not.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
8.1 Does this require public engagement or has public
engagement been carried out? Yes / No
No – this work focuses purely on workforce issues and
equality requirements and not the public, though some
of this work is underpinned via consultation with the
LCCG workforce via the NHS workforce survey.
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8.2 Does the public sector equality duty apply? Yes/no.
i.
Yes – this report deals with the specific requirements
of the public sector equality duty (PSED) and
demonstrates how the CCG is paying ‘due regard’ to
the duty.

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: N/A
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing

8.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Meeting the requirements of the Equality Act 2010 supports
the CCG to improve health outcomes and reduce health
inequalities within the workforce by considering and acting
upon the needs of their workforce who experience inequality
in relation to their protected characteristics and its impact on
health and wellbeing outcomes.

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
N/A
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7.

CONCLUSION
The new equality policy pays ‘due regard’ to Equality Act
requirements and supports the vision set out in the Five year
Forward View and the need to ensure NHS workforces experience
inclusive and non-discriminatory opportunities. The HR team will
continue to liaise with the Shared Merseyside CCG Inclusion
Service (hosted in South Sefton CCG) in relation to implementing
the plan and seeking specialist support.

Ian Davies
Chief Operating Officer
6th March 2018.

`
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Equality & Diversity Policy
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Version:

V1

Ratified by:

HR Committee 30th January 2018

Noted by:
Name of originator/author:

Equality & inclusion shared Merseyside
CCG service and LCCG HR

Name of Lead:

Chief Operating Officer

Date issued:
Review date:
Target audience:

Organisation wide

Any changes made to this policy should be outlined in the below Review and
Amendment Log. In the event of any changes to relevant legislation or statutory
procedures this policy will be automatically updated to ensure compliancy without
consultation. Such changes will be communicated.

Version No

Type of Change

Date

Description of change

V1

N/A

January
2018

N/A
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1.

Introduction

1.1

Liverpool Clinical Commissioning Group (LCCG) is committed to equality of
opportunity for all employees and is committed to employment practices,
policies and procedures which ensure that no employee, or potential
employee, receives less favourable treatment on the grounds of gender, race,
colour, ethnic or national origin, sexual orientation, marital status, religion or
belief, age, trade union membership, disability, offending background 1,
domestic circumstances, social and employment status, HIV status, gender
reassignment, political affiliation or any other personal characteristic as
outlined in the Equality Act (2010) and any other status covered by the
Human Rights Act (1998). Diversity will be viewed positively and, in
recognising that everyone is different, the unique contribution that each
individual’s experience, knowledge and skills can make is valued equally.

1.2

The promotion of equality and diversity will be actively pursued through
policies and ensure that employees receive fair, equitable and consistent
treatment and ensure that employees, and potential employees, are not
subject to direct or indirect discrimination.

1.3

It is a condition of employment that all employees respect and act in
accordance with the Equality and Diversity Policy. Failure to do so will result
in the disciplinary procedure being instigated, which could result in dismissal.

2.

Scope

2.1

This document applies to all CCG employees and office holders regardless of
whether they are directly employed, in a seconded post, or whether their remit
is clinical or corporate. This includes:
a)
b)
c)
d)
e)
f)
g)

2.2

Employees of member practices who are employed by the CCG or are
otherwise working on behalf of the CCG;
CCG Committee and sub-committee members;
Governing Body Members;
Third parties acting on behalf of the CCG (including Commissioning
Support and shared services);
Agency, locum and other temporary staff engaged by the CCG;
Students (including those on work experience), trainees and
apprentices;
Volunteers.

Collectively, and for the purpose of this document, the above will be referred
to as ‘CCG officers, staff or employees’ throughout the document.

1

Having a criminal record will not necessarily prevent an individual from working with the CCG. This
will depend on the nature of the individual’s position with the CCG and the circumstances and
background of any offences.
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3.

Policy Statement

3.1

The CCG will promote, through the provision of training and guidance, the
impartial application of all employment policies and procedures, and will take
action to deal with all inappropriate behaviour. Training in relation to equality
and diversity is provided to all our staff and appropriate additional training
events will be provided for all employees involved in selection for recruitment
or training. The responsibilities of the employer and employee for equality
and diversity will be positively incorporated into employee training at all levels
from induction courses to Statutory and Mandatory Training and Senior
Management workshops.

3.2

The CCG will adopt appropriate strategies to support and value equality and
diversity within the organisation.

4.

Responsibilities

4.1

Responsibilities of the Chief Officer:
4.1.1 To take a lead role in setting and developing the culture of the
organisation;
4.1.2 To be accountable for delivering the Equality and Diversity Objectives,
linked to this policy;
4.1.3 To ensure that equality and diversity training needs are identified and
reflected in the Organisational OD action plan;

4.2

Responsibilities of the Chief Operating Officer
4.2.1 To ensure the review of the Equality and Diversity Policy for approval
by the HR Committee and Governing Body (unless they are minor
changes, which can be approved by the Chief Officer);
4.2.2 Seek support from shared Equality Service and/or legal advisers when
required.
4.2.3 To manage the review of this policy.
4.2.4 To ensure this policy is communicated to managers and staff.

4.3 Responsibilities of the CCG’s Human Resource team
4.3.1 Records will be kept in monitoring the operation and implementation of
the policy.
4.3.2 To support the CCG to ensure compliance with the Equality Act 2010
and Public Sector Equality Duties, through professional advice, training
and support.
4.3.3 Seek support from the shared Equality services service and/or legal
advisers when required who will provide advice, guidance and support
when required on equality related issues

4.4

Responsibilities of Managers
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4.4.1 To exercise leadership in this field by discouraging prejudice and by
modelling appropriate behaviour. They must ensure that the policy is
clearly communicated to their employees along with sources of
available support. They must also take speedy and appropriate action
to deal with any breaches of the policy, or behaviour, which could lead
to a breach of the policy.
4.4.2 To ensure that any identified breaches of the Equality and Diversity
Policy are dealt with using the Disciplinary and Grievance policies.
4.4.3 To apply employment practices, policies and procedures fairly and
consistently, and highlight and address any practices which could lead
to discrimination.
4.5

Responsibilities of Employees/Office holders
4.5.1 All employees and office holders are responsible for familiarising
themselves with the Equality and Diversity Policy and for complying
with it. Employees should inform their manager if they know or suspect
that discrimination/ harassment is occurring.
4.5.2 Any individual who believes that an act in breach of this policy has
taken place should raise the issue as soon as possible with the
individual concerned, their line manager or a member of the Human
Resources Team.
4.5.3 If the complaint is against an individual’s line manager then the
individual should raise the issue as soon as possible with their line
manager’s manager or with a member of the Human Resources team.

5.

Definitions

5.1

Direct Discrimination
5.1.1 Direct discrimination occurs when an individual is treated less
favourably because of a personal characteristic as outlined in the
Equality Act (2010) and other status covered by the Human Rights Act
(1998). An example of direct discrimination would be dismissing a
female employee because she is pregnant.

5.2

Indirect Discrimination
5.2.1 Indirect discrimination occurs when an unjustifiable condition or
requirement is applied which has a discriminatory effect, as the number
of people who can comply with the condition or requirement is smaller
among a particular group. An example of indirect discrimination would
be only sending full-time employees on training courses (as more
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female employees than male are likely to be part-time).
5.3

Discrimination by Association
5.3.1 Discrimination by association occurs when an individual is treated
differently because of their gender, race, colour, ethnic or national
origin, sexual orientation, marital status, religion or belief, age, trade
union membership, disability, offending background or any other
personal characteristic as outlined in the Equality Act (2010) and other
status covered by the Human Rights Act (1998). An example of this
would be not offering an individual a job because they have carer
responsibilities for someone who has a disability.

5.4

Discrimination by Perception
5.4.1 Discrimination by perception occurs when an individual is treated
differently because they are perceived to possess a protected
characteristic as outlined in the Equality Act (2010) and other status
covered by the Human Rights Act (1998). An example of this would be
not promoting an individual because she is thought to be pregnant,
regardless of whether she is or not.

5.5

Bullying and Harassment
5.5.1 Detailed information, including definitions, regarding Harassment and
Bullying can be found in the CCG’s Bullying and Harassment Policy.

5.6

Protected Characteristic
5.6.1 The Equality Act 2010 makes it unlawful to discriminate against people
with a ‘protected characteristic’ (previously known as equality strands /
grounds). The protected characteristics outlined in the Act are Age,
Disability, Gender Reassignment, Pregnancy and Maternity, Marriage
and Civil Partnership, Race, Religion or Belief, Sex and Sexual
Orientation.

6.

Equality

6.1

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

6.2

The CCG has an Equality and Diversity Workforce Plan, which was approved
by the Human Resource (HR) committee in January 2017 and regular
updates on progress are provided to the HR Committee. The plan outlines
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the key steps and actions needed to ensure compliance with the Equality Act
2010. The plan also includes the statutory requirement to pay ‘due regard’ to
the Workforce Race Equality Standard (WRES) from July 2016 and the
Workforce Disability Equality Standard (to be introduced in April 2018).
6.3

The CCG undertakes it Equality Delivery Systems 2 (EDS 2) Toolkit goal 3
(workforce) annually and updates the work on its NHSE template. EDS 2 is
aligned to the work being undertaken on it E&D workforce plan discussed in
6.2 above.

7.

Monitoring Arrangements

7.1

The CCG’s Human Resources Department will maintain records of gender,
ethnic origin, age and disability for all employees, and for internal and external
job applicants via NHS Jobs and ESR (Electronic Staff Record) Systems.
This information, and any collected manually for the CCG’s WRES, DRES will
be collected and stored in line with the Data Protection Act 1998 and will only
be used to monitor compliance with the Equality and Diversity Policy. The
information will be analysed regularly.

7.2

This policy and its effectiveness will be measured through the performance
monitoring of the Workforce Equality and Diversity Plan, which will be
monitored via updates to the Human Resources Committee on an annual
basis.

8.

Review

8.1

The CCG will review compliance with this policy within 12 months of its
implementation and its effectiveness 3-yearly thereafter. Were a policy review
is necessary due to legislative change, this will happen immediately. Minor
changes may be approved by the Chief Officer.
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Report no: GB 22-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH MARCH 2018
Title of Report

Health and Safety Policies (March 2018)

Lead Governor

Helen Dearden

Senior
Management
Team Lead
Report Author

Ian Davies, Chief Operating Officer

Summary

The purpose of this paper is to update the
Governing Body on the amendments made to the
suite of health and safety policies listed below.

Recommendation

That the Governing Body:
 Notes the amendments made to the following
policies:
 Display Screen Equipment Policy &
Procedure
 Fire Safety Policy
 Health & Safety Management Policy
 Incident Reporting Policy
 Security Management Policy & Strategy
 Violence, Aggression and Abuse
Management Policy
 Notes the content of the new Young People at
Work Policy;
 Agrees future ‘de minimis’ changes and
updates to policies which are of a noncontroversial nature, may be approved virtually
by the HR Committee.

Relevant
standards/targets

The Health and Social Care Act states that:

Joanne Davies, Corporate Services Manager
(Governance)

“The main function of the governing body will be to

483

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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HEALTH AND SAFETY POLICIES (MAR 2018)

1.
PURPOSE
The purpose of this paper is to highlight updates and amendments to the
CCG’s health and safety policies following a routine review.

2.

RECOMMENDATIONS

That the Governing Body:
 Notes the amendments made to the following policies:
 Display Screen Equipment Policy & Procedure
 Fire Safety Policy
 Health & Safety Management Policy
 Incident Reporting Policy
 Security Management Policy & Strategy
 Violence, Aggression and Abuse Management Policy
 Notes the content of the new Young People at Work Policy;
 Agrees future ‘de minimis’ changes and updates to policies which are of
a non-controversial nature, may be approved virtually by the HR
Committee.

3.

BACKGROUND

NHS Liverpool CCG is fully committed to protecting the health, safety and
welfare of its staff and anyone else whose health, safety and welfare could be
affected by the work and activities of the CCG. The CCG recognises its
statutory responsibilities and will do all that it reasonably can to ensure staff
and others are not exposed to unacceptable risk. The CCG recognises that a
healthy workforce working within a safe working environment has a positive
impact on the CCG’s ability to deliver services and achieve excellence in our
work.
Under the Health and Safety at Work etc. Act 1974 and the Management of
Health and Safety at Work Regulations 1999, NHS Liverpool CCG has a legal
duty to ensure that a suitable and sufficient Health and Safety Policy is in
place which covers all aspects of the organisation and be relevant to all
employees.
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The CCG is committed, so far is as reasonably practicable, to provide a safe
place of work and a healthy environment for all employers, visitors, volunteers
and contractors and those affected by or involved in the CCG’s activities.
The CCG has a suite of policies which sets out the responsibilities of
employees and the processes to follow. Employees are made aware of
policies and when implemented support the organisation development and
governance of the CCG.
The suite of policies has been reviewed by the Corporate Services Team and
by members of the Staff Listening Group. No significant changes have been
made other than minor wording amendments to the policies and these are
detailed in the version control table at the front of each policy.

4.

OVERVIEW OF THE HEALTH AND SAFETY POLICIES MARCH 2018

4.1

DISPLAY SCREEN EQUIPMENT POLICY & PROCEDURE

A summary of the amendments to this policy are as follows:
Type of change

Date

Description of change

Adding new information to
section 6

11/01/2018

Added a comment to Employee Duties
(6.8) - Report any broken or damaged
equipment so it can be taken out of
use.

Added a new number to
section 8 (Maintenance)

11/01/2018

Added 8.2 to maintenance - Employees
should report any defects they identify with
equipment.

Added extra information to
section 9.5

11/01/2018

Added Corporate services number to 9.5
as a source for staff to contact for advice
about MSK conditions that are RIDDOR
reportable.

Added 11.1

11/01/2018

Added an extra point to Incident reporting
(11.1) - Any accident or near miss must be
reported on Datix.

Added 11.3

11/01/2018

Added an extra point to Incident reporting
(11.3) - any fault with equipment must be
logged with CCG IT department and the
faulty equipment taken out of use.
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Type of change

Date

Description of change

Section 14 - Training

11/01/2018

Removed the original text for 14.4 (The
training will cover aspects of workstation
set up, its use and workplace
management) and replaced with – If staff
have not received training they can
contact the Corporate Services Team to
arrange training.

11/01/2018

Updates to appendices. Appendix info re
payment of eye sight tests removed as
this information is already included in
section 9 (Health Surveillance).
Appendices replaced with Exercises and
DSE posture and good practice.

Edited 14.4

Edited the Appendices

4.2

FIRE SAFETY POLICY

A summary of the amendments to this policy are as follows:
Type of change

Date

Description of change

Edited information

11/01/18

Changed Operational Lead to Chief
Operating Officer to whom has
managerial responsibility.

Added extra information to
6.2

11/01/18

Added extra information to give an example
of completing equipment servicing as
ensuring emergency lighting is tested.

4.3

HEALTH & SAFETY MANAGEMENT POLICY

A summary of the amendments to this policy are as follows:
Type of change
Added extra information
Section 1 (Introduction)

Date
11/01/2018

Description of change

Section 3 – Process /
Requirements
Edited information

11/01/2018

Section 3.3.2 – Reporting an incident
Edited the information about reporting an
incident and that staff now have a link on
their desktops to be able to do this.
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Added the name of the company who own
the property (paragraph 4).

Type of change

Date

Description of change

Section 3 – Process /
requirements
Edited information

11/01/2018

Section 3.3.2 – Reporting an incident
Changed the point of contact to reception
for reporting an incident as a result of
poorly maintained or damaged estate /
facilities.

Section 3 – Process /
requirements
Edited information

11/01/2018

Section 3.7.9 – Stress and wellbeing
Changed the health and safety issues
discussion from weekly to monthly.

Edited information in Section
6 (Success criteria /
monitoring effectiveness)

11/01/2018

The Health & Safety report will now be
presented to the Chief Operating Officer
on an annual basis (rather than the Risk
and Audit Committee).

Added new information to
Section 8 (References and
links to other documents)

11/01/2018

Added Young Persons Policy to the list of
other policies.

Edited format of Appendix 1
(Evaluation Standard)

11/01/2018

Changed the layout of the Evaluation
Standard into a table (instead of a list of
points)

Removed information

11/01/2018

Removed incident reporting form at back
of policy as the up to date form is
accessible through Datix..

4.4

INCIDENT REPORTING POLICY

A summary of the amendments to this policy are as follows:
Type of change

Date

Description of change

Section 4 – Key
Responsibilities
Edited information

11/01/2018

Changed The Accountable Officer to The
Chief Officer is ultimately responsible for
ensuring compliance with the Health &
Safety at Work Act..

Section 5 – Reporting
Incidents
Edited information

11/01/2018

Section 5.2 – Line Manager. Added a
comment to ensure an incident feedback
from a review is reported back to the
Corporate Services team so that the
online system (Datix) can be updated.
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Type of change

Date

Description of change

Hints and Tips for completing
an incident report form
Edited information

11/01/2018

Changed the location to Lewis’s on the
Hints and Tips for completing an Incident
report form (page 14).

Removed page

11/01/2018

Deleted back blank page.

4.5

SECURITY MANAGEMEMT POLICY & STRATEGY POLICY

A summary of the amendments to this policy are as follows:
Type of change

Date

Description of change

Section 5 – Definitions
Edited information

11/01/2018

Section 5.1 – NHS Protect.
Note added to confirm NHS protect ceased
to provide direction from 1st April 2017.

Section 6 – Duties and
Responsibilities
Removed information

11/01/2018

Removed two points from section 6.6 Local
Security Management Specialist:
(i)

(ii)

Complete Commissioners Self
Review tool, in conjunction with the
CCG, and submit to NHS Protect
annually.
Work closely with NHS Protect and
respond to all initiatives and
disseminate security alerts to the
CCG.

These two points were removed as NHS
Protect is no longer in existence.
Section 6 – Duties and
Responsibilities
Removed information

11/01/2018

Removed 6.10 paragraph on NHS protect.
As shown in amendments above this
information has been removed as NHS
Protect is no longer in existence.

Section 7 – Security Policy
Edited information

11/01/2018

Section 7.10
Changed incident reporting form to Datix.

Removed information

11/01/2018

Removed 18.3 Archiving paragraph stating
that the Audit and Risk Committee will
ensure that archived copies of superseded
policy documents are retained.
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4.6

VIOLENCE, AGGRESSION AND ABUSE MANAGEMENT POLICY

A summary of the amendments to this policy are as follows:
Type of change

Date

Description of change

Section 1 - Introduction
Added more information

11/01/18

Added extra information within
introduction (paragraph 4 onwards).

Section 4 – Management of
violence, aggression and
abuse
Edited information in 4.1

11/01/18

Section 4.1 – Action to be taken
Changed Corporate Services Manager to
Corporate Services Team in paragraph
2.

Section 4 – Management of
violence, aggression and
abuse
Removed information in 4.2

11/01/18

Section 4.2 – Security Management
Service Action
Removed bullet point 4 referring to the
information regarding NHS Protect Legal
Protection Unit (LPU) as NHS Protect is
no longer in existence.

and 11/01/18

Section 5
Removed the table formatting regarding
duties and responsibilities and set the
information out in a different layout for
consistency with the format in other CCG
policies.

Section 5 – Duties
Responsibilities
Change of formatting in 5

Section
8
–
Related
Documents
Edited information in 8.2

the

11/01/18

Section 8.2 – Legislation and statutory
requirements
Updated the list of legislation and
statutory requirements.

Section 9 – Monitoring, review 11/01/18
and archiving
Removed 9.3

Removed
section
9.3
Archiving
paragraph stating that the Audit and Risk
Committee will ensure that archived
copies of superseded policy documents
are retained.

Appendix A – Advice
Guidance for Managers
Added information

Added information regarding reporting
the incident at the earliest opportunity on
Datix under ‘what should I do if an
incident occurs’.
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/ 11/01/18

4.7

YOUNG PEOPLE AT WORK POLICY

The CCG has statutory obligations under the Management of Health and
Safety at Work Regulations to ensure any workplace hazards are risk
assessed for young people at work and that these risks are removed or
reduced so far as is reasonably practicable.
This is a new policy that has been developed due to the increasing number of
apprenticeships and young persons undertaking work experience with the
CCG.

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.

7.

CONCLUSION

The CCG aspires to the highest standards of corporate behaviour and clinical
competence to ensure safe, fair and equitable procedures are applied to all
organisational transactions, including staff relationships with staff and visitors
and the use of public resources. In order to provide clear and consistent
guidance, the CCG will develop documents to fulfil all statutory,
organisational and best practice requirements and support the principles of
equal opportunity for all.
The aim of this suite of policies is to reduce the risks, so far as is reasonably
practicable, for all staff.
The policies may be reviewed at any time at the request of either staff side or
management or where there has been a significant change in health and
safety law. Otherwise the policies will be reviewed on an annual basis to
ensure that the Health and Safety arrangements of the CCG are fit for
purpose and continue to meet legislative / statutory requirements.
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Joanne Davies
Corporate Services Manager (Governance)
28th February 2018
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Approves the changes and relevant
updates to the CCG Information
Governance Policies and Procedures

Information Governance Standards and
Regulations

INFORMATION GOVERNANCE POLICY UPDATES
1. PURPOSE
The purpose of this report is to provide the Governing Body with an update on the
CCG’s Information Governance Policies in order to ensure compliance with relevant
standards and in particular the General Data Protection Regulation (GDPR)
changes with effect from May 2018
2. RECOMMENDATIONS
That the Governing Body
•

Approves the changes and relevant updates to the CCG Information
Governance Policies and Procedures

3. POLICY AND PROCEDURES UPDATE
The CCG’s Information Governance Steering Group meet on a regular basis in line
with established terms of reference and to progress organisational requirements as
appropriate.
One of the key actions for 2017-18 financial year, particularly in light of the pending
changes regarding General Data Protection Regulation changes in May 2018 was to
ensure all policy and procedures were appropriately amended ahead of the existing
May 2018 review date (for the majority of existing policies)
The Information Asset Owners within the organisation have also been reviewing
policy and procedures as relevant to their own area in order to reflect operational
changes and ensuring that the information governance practices within the
organisation are of the highest possible standard and in accordance with toolkit
requirements at a level ‘3’
The schedule attached in Appendix One shows the relevant policies that have been
reviewed and updated as per previous points.
These were submitted to the Finance, Procurement and Contracting Committee in
February 2018.
4. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
4.1 Does this require public engagement or has public engagement been
carried out?
Not Applicable
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4.2 Does the public sector equality duty apply?
Not Applicable
4.3 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
4.4 Taking the above into account, describe the impact on improving health
outcomes and reducing inequalities
Not Applicable
5. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
Not Applicable
6. CONCLUSION
This paper summarises the updates to the relevant Information Governance Policies
and Procedure within the financial year and have been developed through the
Information Governance Steering Group
A number of updates have been included to reflect operational practice and also to
reflect the impact of the General Data Protection Regulation Requirements from
May 2018 and requirements of the Data Protection Officer role.
In line with the CCG Scheme of Delegation the Governing Body is required to
approve arrangements in relation to Information Governance and as such the
Governing Body is asked to approve them.
Mark Bakewell
Acting Chief Finance Officer
5th March 2018
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Appendix One
Policy Name (Revised version)
LCCG Acceptable Use Policy
V06.docx
LCCG Business Continuity
Management Policy V06.docx
LCCG Confidentiality Audit
Procedure V04.docx
LCCG Data Protection Impact
Assessment Procedure V06.docx
LCCG Data Protection Policy
V07.docx

Changes
Reference to Data Protection Act 1998 modified to include references to
GDPR to take effect from 25th May 2018 and Data Protection Officer
Role added
Reference included to refer to GDPR

Reference to Data Protection Act 1998 modified to include references to
GDPR to take effect from 25th May 2018
Reference to Data Protection Act 1998 modified to include references to
GDPR to take effect from 25th May 2018
Reference to Data Protection Act 1998 modified to include references to
GDPR to take effect from 25th May 2018. [DH] Change from COO to AO
as accountable person, inclusion of GB members, office holders, clinical
and other leads working with the CCG covered by policy and minor
improvements. Individual staff names removed. Version updated to 07.
LCCG Data Quality Policy V02.docx No changes to content other than GDPR – however document
subsequently modified to include reversed scoring values
LCCG IG Incident Management
Modified to include new GDPR requirement for reporting of incidents
Reporting Procedure V05.docx
within 72 hours
LCCG IG Policy V06.docx
Reference to Data Protection Act 1998 modified to include references to
GDPR to take effect from 25th May 2018 and Data Protection Officer role
added
LCCG IG Strategy and Management Reference to Data Protection Act 1998 modified to include references to
Framework V06.docx
GDPR to take effect from 25th May 2018 and Data Protection Officer role
added
LCCG Information Asset Capture
Generally unchanged apart from GDPR references added
and Updating Procedure V04.docx
LCCG Information Security Code of Reference included to refer to GDPR
Practice V05.docx
LCCG Information Security Policy
Reference included to refer to GDPR
V05.docx
LCCG Mobile Devices policy
Reference included to refer to GDPR. Minor amends removing
V05.docx
references to Chief Exec and Directors etc. Update of contact details and
references to blackberries changed to smartphone/tablet.
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Reviewer
Derek Rothwell

Reviewed?
Yes

Derek Rothwell

Yes

Ian Davies

Yes

Helen
McManus
Dave Horsfield

Yes

Helen
McManus
Ian Davies

Yes

Mark Bakewell

Yes

Mark Bakewell

Yes

Tim Caine

Yes

Dave Horsfield

Yes

Ian Davies

Yes

Dave Horsfield

Yes

Yes

Yes

LCCG Privacy Impact Assessment
Procedure V06.docx
LCCG Pseudonymisation Policy
V04.docx

Changed from Privacy Impact Assessment to Data Protection impact
Assessment also GDPR references added
No changes apart from GDPR references

Helen
McManus
Helen
McManus

Yes

LCCG RA Local Policy V04.docx

No changes apart from GDPR references. Minor amends to details
including updating named staff, amending broken links to websites and
removing dates from national documents that are regularly updated.
Reference included to refer to GDPR

Dave Horsfield

Yes

Ian Davies

Yes

Modified to include removal of fees and change of time limits

Helen
McManus
Mark Bakewell

Yes

LCCG Records Lifecycle Policy
V05.docx
LCCG Subject Access Policy
V06.docx
LCCG TOR IG Steering Group 24
08 17 v05.docx

Updated: 28/02/18 V5
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Modified to include DPO reference

Yes - retire

Yes

