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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH MARCH 2019 AT 2.30PM
BOARDROOM, LIVERPOOL CCG
TH
4 FLOOR THE DEPARTMENT,2 RENSHAW STREET,
LIVERPOOL L1 2SA
AGENDA
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
On 8th January 2019

Attached

For Approval

All
1.3

Matters Arising

Part 2:

All

Highlight Reports

2.1

Chief Officer’s Report

Report no: GB 09-19
Jan Ledward

For Noting

2.2

Chief Nurse’s Report

Report no: GB 10-19
Jane Lunt

For Noting

2.3

Public Health Update

Report no: GB 11-19
Dr Sandra Davies

For Noting

Part 3:

Performance

3.1

Finance Update January 2019 – Month 10 18/19

Report no: GB 12-19
Mark Bakewell

For Noting

3.2

CCG Corporate Performance Report March 2019

Report no: GB 13-19
Stephen Hendry

For Noting/

Report no: GB 14-19
Mark Bakewell

For Approval

Part 4:
4.1

Agreement

Strategy and Commissioning

2019/2020 Financial Plan

1

/Noting
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4.2

Liverpool Joint Local Area SEND 0-25 Inspection
for Liverpool

Part 5:

Report no: GB 15-19
Jane Lunt

For Noting

Governance

5.1

(a) Governing Body Assurance Framework
(b) Risk Register
(c) Issues Log

Report no: GB 16a-19 For Agreement
Report no: GB 16b-19For Agreement
Report no: GB 16c-19 For Agreement
Stephen Hendry

5.2

CCG responsibilities in relation to the new
Multi-Agency Safeguarding Arrangements for
Children

Report no: GB 17-19
Jane Lunt

For Noting

5.3

Attendance Management Policy

Report no: GB 18-19
Helen Dearden

For Approval

5.4

Information Governance Policies

Report no: GB 19-19
Mark Bakewell

For Approval

5.5

2018/19 Audit Risk and Scrutiny Committee Annual Report no: GB 20-19
Report to the Governing Body
Sally Houghton

For Noting

5.6

Feedback from Formal Committees:

Report no: GB 21-19

For Noting

 Finance Procurement & Contracting Committee
- 22nd January and 26th February 2019
 Quality Safety & Outcomes Committee –
5th February and 5th March 2019
 Committees In Common – 8th February 2019
 Audit Risk & Scrutiny Committee – 26th
February 2019

Gerry Gray

6.

Ken Perry
Dr Fiona Lemmens
Sally Houghton

Questions from the public

7.

Date and time of next meeting:
Friday 24th May 2019, 9am Boardroom, Liverpool CCG, 4th Floor The Department, 2
Renshaw Street, Liverpool L1 2SA.
For Noting:
Audit Risk & Scrutiny Committee – 4th December 2018
Finance Procurement & Contracting Committee minutes –18th December 2018 & 22nd
January 2019
Quality Safety & Outcomes Committee minutes – 4th December 2018 & 5th February 2019
Committee(s) In Common – 14th December 2018
Cheshire & Merseyside Health & Care Partnership System Management Board – 27th
November 2018
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Report no: GB 09-19
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH MARCH 2019

Title of Report

Chief Officer’s Report

Lead Governor

Jan Ledward, Chief Officer

Senior
Management
Team Lead

Jan Ledward, Chief Officer

Report Author

Jan Ledward, 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

Page 1 of 8

29

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 pleased to be introducing Sam James to the Governing Body
as our new Director of Planning, Performance and Delivery. Sam
has many years of experience of working in the NHS and brings
with him experience from NHS England and other CCGs.
In January 2019 the Governing Body took some time out to
consider how as a Board we work together to benefit our patients
and local population though our responsibility for commissioning. I
think we all benefitted from the time to consider how we work
effectively as Board, got to know each other better and think about
our future in light of the NHS England Ten Year Plan. I will be
bringing to the Governing Body in May our Organisational
Development plan which shares in more detail how we intend to
progress the outcome of the away day with the Board and wider
CCG.

4.

LOCAL ISSUES
4.1

Management Structure

We are making progress now, having produced and shared a draft
structure with staff for discussion and consultation. We are now at
the stage of matching staff to posts, identifying any staff at risk and
any vacant posts in the new structure and the processes we need
to go through to fill these vacancies. Obviously this is a difficult
and concerning time for all staff and we have engaged as much as
we possibly can in understanding the functions we are statutorily
Page 2 of 8
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responsible for fulfilling, what we are currently doing, how some
could be done differently and if any can stop.
We are not at this stage anticipating any redundancies, however if
this is not achievable, then I will be working with the HR Committee
on the processes and options available to us.
I would like to take this opportunity to thank everyone involved in
leading this change and all staff in participating as enthusiastically
as they, have given the levels of uncertainty changes such as this
bring to us all.

4.2

Approach to Planning 2019/20

Following the publication of the 10 Year Plan and funding
allocations, which as we know is a 5 year funding settlement, the
first 3 years being a fixed allocation with the final 2 years indicative
at this stage. At the Governing Body Development Session in
February, we shared the approach and detailed financial planning
in line with the national requirements. On the agenda today is the
updated CCGs One Liverpool Operational and Financial Plan for
2019/20. The CCG continues to work with the Liverpool Provider
Alliance to ensure close alignment across the system to our
commissioning intentions and their delivery.
The remaining timescale and deadlines are as follows:
• 2019/20 NHS standard contract published 22 February 2019.
• 2019/20 contract/plan alignment submission - 5 March 2019
2019/20.
• National tariff published - 11 March 2019.
• Deadline for 2019/20 contract signature - 21 March 2019.
• Governing Body approval of 2019/20 budgets deadline –
12th March 2019.
• Final 2019/20 organisation operating plan submission - 4
April 2019.
• Aggregated 2019/20 Cheshire and Mersey system operating
plan submissions and system operational plan narrative - 11
April 2019.
Page 3 of 8
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4.3 Membership Meetings
Dr Lemmens and I recently held the first of our next round of
meetings with our membership. We are discussing the future of
commissioning, the CCGs proposed governance arrangements,
and our revised constitution which is based on a new national
model constitution. We are also streamlining our decision making
and have agreed a clearer committee/governance structure as
shown below.

Governing Body

Audit& Risk
Committee

Remuneration &
HR Committee

Performance
Committee

Patient & Public
engagement
committee

Clinical Policy
Committee

Primary care
Committee

North Mersey
Joint Committee

The terms of reference for each committee are currently being
drawn up. The national model constitution is attached at Appendix
A. The CCGs updated version of this of this Constitution will be
brought to the May Governing Body for ratification following the
membership meetings and their agreement to the changes. NHS
England will be required to approve the changes ahead of
implementation.
The members that attended the first meeting supported the
proposed changes and welcomed the opportunity to discuss the
reason for these changes and our One Liverpool Operational Plan.
4.4

Liverpool Community Health - Look Back exercise

Dr Lemmens and I were invited to a meeting by Mersey Care, with
Minister for Health Stephen Hammond, Dame Dido Harding, Ian
Dalton Chair and Chief Executive NHS Improvement, Fiona Taylor
Sefton CCG Chief Officer and MP Rosie Cooper, in January 2019
to listen to the further findings of their look back exercise following
the review of Liverpool Community Health by Bill Kirkup.
We heard about a very significant number of incidents associated
with possible harm and about very serious concerns relating to
Page 4 of 8
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how harm or no harm was recorded by Liverpool Community
Health.
It seems clear that opportunities for learning and
improvement from incidents was not well organised. It was also
insightful to talk to some of the staff and whistleblowers from
Liverpool Community Health after the presentation to hear first
hand some of their experiences.
The work currently being undertaken by Mersey Care is to fulfil the
Kirkup requirements and they will be submitting final reports to
NHSI in March and these will be shared with the CCGs in due
course. NHSI/E will, in March, conduct a 2 day clinical review to
establish services are safe and effective as per another Kirkup
recommendation. Liverpool CCG will be asked to take part in this
non-regulatory review. The outcome report will also be shared
with the CCG in due course.
As reported in November 2018 I have instigated an internal review
of our handling of the issues with Liverpool Community Health. I
am confident that I will be able to bring a report back to our
meeting in May that identifies what lessons we have learned
and/or what improvements we need to make to ensure this is not
something we experience again in Liverpool.
4.5

Primary Care Connect

NHS Liverpool Clinical Commissioning Group (CCG) has informed
patients at six Liverpool GP practices to let them know that the
organisation which runs them has given notice on its fixed-term
contracts. This means that Primary Care Connect (PCC) will stop
managing the practices by the end of June 2019.
The six affected practices are:
1. Primary Care Connect Everton Road
2. Primary Care Connect Anfield Health
3. Primary Care Connect Garston
4. Primary Care Connect Netherley Health Centre
5. Primary Care Connect West Speke
6. Primary Care Connect Park View
Primary Care Connect holds fixed-term contracts to run these
practices until the end of March 2020, but is bringing them to an
end early because of problems recruiting permanent doctors,
Page 5 of 8
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which can make it harder to provide the consistency of care
patients need. Having to rely on locums is much more expensive
than permanent GPs, which has created financial problems, and
this issue has been further compounded as these practices also
have relatively small lists of patients.
The CCG is now exploring whether we can find someone else to
run each practice for the remainder of the contract period.
As part of the patient engagement process around this decision
making, we have written to all Primary Care Connect patients to
explain the steps we will take to decide what happens next, and to
invite people to share their views – by post, email, text, or via a
dedicated patient helpline. The CCG has also held a series of
patient drop-in sessions and public meetings within the affected
communities, which have been well attended by patients, and also
had good representation from local councillors and other
community leaders.
Currently, Liverpool CCG is considering a number of options and
has met and listened to patients and their views about their GP
services and fully understand and appreciate the levels of concern
and anxiety that exists regarding the future of their GP services .
Further communication will go out to patients as soon as we are in
a position to provide an update of our future intent with regard to
each practice.
.
5.

NATIONAL ISSUES

I am delighted to inform you that Professor Bill McCarthy commenced
his role as NW Regional Director on 1st February 2019, whilst he doesn’t
take up his official responsibilities until 1st April 2019 it has been good to
have the opportunity to meet him and welcome him to the area. We are
particularly delighted that his has been able to attend our Governing
Body meeting to meet us and establish a positive working relationship.

EU Exit:
The CCG continues to plan in accordance with NHSE direction for the
scenarios that the current relationship with the EU ends with either no
deal, a delayed deal or a deal in place by the 29th March. Our aim is to
avoid any disruption of services to patients or supplies in either of these
Page 6 of 8
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three scenarios. Our executive lead attended the recent regional briefing
meeting held in Manchester and our internal project group continues to
meet fortnightly, managing the scenarios under the existing EPRR
arrangements and plans, which have been nationally and regionally
enhanced to managed the EU exit challenges. We are in close liaison
with our provider colleagues working across workstreams including
medicines, medical devices, workforce and data / information. Guidance
is being regularly updated and the Government website
at www.gov.uk/prepare-eu-exit provides a source of both public and
professional advice.

6.

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

6.2

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.

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

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.

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:
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a)
b)
c)

Economic wellbeing
Social wellbeing
Environmental wellbeing

6.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Achieving key performance targets delivers better care for
our patients.

7.

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

8.

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

Page 8 of 8
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[Insert CCG
logo]

NHS [Insert Name]
CLINICAL COMMISSIONING GROUP
CONSTITUTION
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NHS [Insert Name] Clinical Commissioning Group Constitution
Version
V1

Effective
Date
Aug 2018

Changes
Standard model

This model constitution has been prepared on behalf of NHS England by thiNKnow LTD with the
support of Browne Jacobson LLP
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1

Introduction

1.1

Name i
The name of this clinical commissioning group is NHS [insert name]
Clinical Commissioning Group (“the CCG”).

1.2

Statutory Framework ii

1.2.1

CCGs are established under the NHS Act 2006 (“the 2006 Act”), as
amended by the Health and Social Care Act 2012. The CCG is a statutory
body with the function of commissioning health services in England and is
treated as an NHS body for the purposes of the 2006 Act. The powers
and duties of the CCG to commission certain health services are set out in
sections 3 and 3A of the 2006 Act. These provisions are supplemented by
other statutory powers and duties that apply to CCGs, as well as by
regulations and directions (including, but not limited to, those issued under
the 2006 Act).

1.2.2

When exercising its commissioning role, the CCG must act in a way that
is consistent with its statutory functions. Many of these statutory functions
are set out in the 2006 Act but there are also other specific pieces of
legislation that apply to CCGs, including the Equality Act 2010 and the
Children Acts. Some of the statutory functions that apply to CCGs take the
form of statutory duties, which the CCG must comply with when exercising
its functions. These duties include things like:
a) Acting in a way that promotes the NHS Constitution (section 14P of
the 2006 Act);
b) Exercising its functions effectively, efficiently and economically
(section 14Q of the 2006 Act);
c) Financial duties (under sections 223G-K of the 2006 Act);
d) Child safeguarding (under the Children Acts 2004,1989);
e) Equality, including the public-sector equality duty (under the Equality
Act 2010); and
f) Information law, (for instance under data protection laws, such as the
EU General Data Protection Regulation 2016/679, and the Freedom
of Information Act 2000).

1.2.3

Our status as a CCG is determined by NHS England. All CCGs are
required to have a constitution and to publish it.

1.2.4

The CCG is subject to an annual assessment of its performance by NHS
England which has powers to provide support or to intervene where it is
satisfied that a CCG is failing, or has failed, to discharge any of our
functions or that there is a significant risk that it will fail to do so.
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1.2.5

CCGs are clinically-led membership organisations made up of general
practices. The Members of the CCG are responsible for determining the
governing arrangements for the CCG, including arrangements for clinical
leadership, which are set out in this Constitution.

1.3

Status of this Constitutioniii

1.3.1

This CCG was first authorised on [date].

1.3.2

Changes to this constitution are effective from the date of approval by
NHS England.

1.3.3

The constitution is published on the CCG website at www.[insert URL].

1.4

Amendment and Variation of this Constitutioniv

1.4.1

This constitution can only be varied in two circumstances.
a) where the CCG applies to NHS England and that application is
granted; and
b) where in the circumstances set out in legislation NHS England varies
the constitution other than on application by the CCG.

1.4.2

[Optional additional clause -see supporting notes v]

1.5

Related documents

1.5.1

This Constitution is also informed by a number of documents which
provide further details on how the CCG will operate. With the exception of
the Standing Orders and the Standing Financial Instructions, these
documents do not form part of the Constitution for the purposes of 1.4
above. They are the CCG’s:

a) Standing orders – which set out the arrangements for meetings and
the selection and appointment processes for the CCG’s Committees,
and the CCG Governing Body (including Committees).
b) The Scheme of Reservation and Delegation – sets out those
decisions that are reserved for the membership as a whole and those
decisions that have been delegated by the CCG or the Governing
Body
c) Prime financial policies – which set out the arrangements for
managing the CCG’s financial affairs.
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d) Standing Financial Instructions – which set out the delegated limits
for financial commitments on behalf of the CCG.
e) The CCG Governance Handbook vi – (if the CCGs has one, if not,
cite where these documents may be found eg website) which
includes:
•

•
•

Standards of Business Conduct Policy – which includes the
arrangements the CCG has made for the management of
conflicts of interest;
Committee terms of reference;
[Add other key contents].

1.6

Accountability and transparencyvii

1.6.1

The CCG will demonstrate its accountability to its members, local people,
stakeholders and NHS England in a number of ways, including by being
transparent. We will meet our statutory requirements to:
a) publish our constitution and other key documents including
• [Add further documents such as CCG handbook];
b) appoint independent lay members and non-GP clinicians to our
Governing Body;
c) manage actual or potential conflicts of interest in line with NHS
England’s statutory guidance Managing Conflicts of Interest: Revised
Statutory Guidance for CCGs 2017 and expected standards of good
practice (see also part 6 of this constitution);
d) hold Governing Body meetings in public (except where we believe
that it would not be in the public interest);
e) publish an annual commissioning strategy that takes account of
priorities in the health and wellbeing strategy;
f)

procure services in a manner that is open, transparent, nondiscriminatory and fair to all potential providers and publish a
Procurement Strategy;

g)

involve the public, in accordance with its duties under section 14Z2 of
the 2006 Act, and as set out in more detail in the CCG’s [insert where
further information can be found e.g. engagement strategies etc].

h) When discharging its duties under section 14Z2, the CCG will ensure
that it [the CCG must include a statement of the principles that it will
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follow when implementing the arrangements made pursuant to s 14Z2
e.g. openness; early and active involvement; fairness and nondiscrimination];
i)

comply with local authority health overview and scrutiny requirements;

j)

meet annually in public to present an annual report which is then
published;

k) produce annual accounts which are externally audited;
l)

publish a clear complaints process;

m) comply with the Freedom of Information Act 2000 and with the
Information Commissioner Office requirements regarding the
publication of information relating to the CCG;
n) provide information to NHS England as required; and
o) be an active member of the local Health and Wellbeing Board.
1.6.2

In addition to these statutory requirements, the CCG will demonstrate its
accountability by:
a) [CCGs to list these- see notes for suggestions]

1.7

Liability and Indemnityviii

1.7.1

[Optional additional clause -see supporting notes]
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2

Area Covered by the CCG ix

2.1.1

The area covered by the CCG is [insert appropriate description].
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3

Membership Matters x

3.1

Membership of the Clinical Commissioning Group

3.1.1

The CCG is a membership organisation.

3.1.2

All practices who provide primary medical services to a registered list of
patients under a General Medical Services, Personal Medical Services or
Alternative Provider Medical Services contract in our area are eligible for
membership of this CCG.

3.1.3

The practices which make up the membership of the CCG are listed
below.

Practice Name

46
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3.2

Nature of Membership and Relationship with CCG xi

3.2.1

The CCG’s Members are integral to the functioning of the CCG. Those
exercising delegated functions on behalf of the Membership, including the
Governing Body, remain accountable to the Membership.

3.3

Speaking, Writing or Acting in the Name of the CCGxii

3.3.1

[ Optional additional clause -see supporting notes]

3.4

Members’ Rightsxiii

3.4.1

[ Optional additional clause -see supporting notes]

3.5

Members’ Meetings xiv

3.5.1

[ Optional additional clause -see supporting notes]

3.6

Practice Representatives xv

3.6.1

Each Member practice has a nominated lead healthcare professional who
represents the practice in the dealings with the CCG.

3.6.2

[set out the role of the representative and the arrangements the CCG has
put in place to engage with them, either here in the constitution or
signpost to where this information is set out, such as in a governance
handbook or similar.]
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4

Arrangements for the Exercise of our Functions.

4.1

Good Governance xvi

4.1.2

The CCG will, at all times, observe generally accepted principles of good
governance. These include: [CCG to add locally agreed principles, values
approaches and standards- see supporting notes for suggestions]

4.2

General

4.2.1

The CCG will:
a) comply with all relevant laws, including regulations;
b) comply with directions issued by the Secretary of State for Health or
NHS England;
c) have regard to statutory guidance including that issued by NHS
England; and
d) take account, as appropriate, of other documents, advice and
guidance.

4.2.2

The CCG will develop and implement the necessary systems and
processes to comply with (a)-(d) above, documenting them as necessary
in this constitution, its scheme of reservation and delegation and other
relevant policies and procedures as appropriate.

4.3

Authority to Act: the CCG

4.3.1

The CCG is accountable for exercising its statutory functions. It may grant
authority to act on its behalf to:
a) any of its members or employees;
b) its Governing Body;
c) a Committee or Sub-Committee of the CCG.

4.4

Authority to Act: the Governing Body

4.4.1

The Governing Body may grant authority to act on its behalf to:
a) any Member of the Governing Body;
b) a Committee or Sub-Committee of the Governing Body;
c) a Member of the CCG who is an individual (but not a Member of the
Governing Body); and
d) any other individual who may be from outside the organisation and
who can provide assistance to the CCG in delivering its functions.
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5

Procedures for Making Decisions

5.1

Scheme of Reservation and Delegation xvii

5.1.1

The CCG has agreed a scheme of reservation and delegation (SoRD)
which is published in full [add where eg CCG website link, attached as an
appendix etc]

5.1.2

The CCG’s SoRD sets out:
a) those decisions that are reserved for the membership as a whole;
b) those decisions that have been delegated by the CCG, the Governing
Body or other individuals.

5.1.3

The CCG remains accountable for all of its functions, including those that
it has delegated. All those with delegated authority, including the
Governing Body, are accountable to the Members for the exercise of their
delegated functions.

5.2

Standing Ordersxviii

5.2.1

The CCG has agreed a set of standing orders which describe the
processes that are employed to undertake its business. They include
procedures for:
• conducting the business of the CCG;
• the appointments to key roles including Governing Body members;
• the procedures to be followed during meetings; and
• the process to delegate powers.

5.2.2

A full copy of the standing orders is included in appendix 3. The standing
orders form part of this constitution.

5.3

Standing Financial Instructions (SFIs) xix

5.3.1

The CCG has agreed a set of SFIs which include the delegated limits of
financial authority set out in the SoRD.

5.3.2

A copy if the SFIs is included at Appendix 4 and form part of this
constitution. [see supporting notes.]

5.4
5.4.1

The Governing Body: Its Role and Functions xx
The Governing Body has statutory responsibility for:
a) ensuring that the CCG has appropriate arrangements in place to
exercise its functions effectively, efficiently and economically and in
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accordance with the CCG’s principles of good governance (its main
function); and for
b) determining the remuneration, fees and other allowances payable to
employees or other persons providing services to the CCG and the
allowances payable under any pension scheme established.
5.4.2

The CCG has also delegated the following additional functions to the
Governing Body which are also set out in the SoRD. Any delegated
functions must be exercised within the procedural framework established
by the CCG and primarily set out in the Standing Orders and SFIs:
a) [CCG to insert- see supporting notes]
The detailed procedures for the Governing Body, including voting
arrangements, are set out in the standing orders.

5.5

Composition of the Governing Body xxi

5.5.1

This part of the constitution describes the make-up of the Governing Body
roles. Further information about the individuals who fulfil these roles can
be found on our website [CCGs to add specific link or part of website].

5.5.2

The National Health Service (Clinical Commissioning Groups) Regulations
2012 set out a minimum membership requirement of the Governing Body
of:
a) The Chair
b) The Accountable Officer
c) The Chief Finance Officer
d) A Secondary Care Specialist;
e) A registered nurse
f)

5.5.3
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Two lay members:
• one who has qualifications expertise or experience to enable
them to lead on finance and audit matters; and another who
• has knowledge about the CCG area enabling them to express
an informed view about discharge of the CCG functions

The CCG has agreed the following additional members:
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a) A third lay member [who is the chair or vice chair of the Primary Care
Commissioning Committee if relevant to the CCG]
b) X no GPs drawn from member practices
c) [add any further categories of member].

5.6

Additional Attendees at the Governing Body Meetings xxii

5.6.1

The CCG Governing Body may invite other person(s) to attend all or any
of its meetings, or part(s) of a meeting, in order to assist it in its decisionmaking and in its discharge of its functions as it sees fit. Any such person
may be invited by the chair to speak and participate in debate, but may
not vote.

5.6.2

The CCG Governing Body will regularly invite the following individuals to
attend any or all of its meetings as attendees:
a) [CCG to list regular invited attendees such as Public Health Director,
very senior managers who are not Governing Body members]

5.7

Appointments to the Governing Body xxiii

5.7.1

The process of appointing GPs to the Governing Body, the selection of
the Chair, and the appointment procedures for other Governing Body
Members are set out in the standing orders.

5.7.2

Also set out in standing orders are the details regarding the tenure of
office for each role and the procedures for resignation and removal from
office.

5.8

Committees and Sub-Committeesxxiv

5.8.1

The CCG may establish Committees and Sub-Committees of the CCG.

5.8.2

The Governing Body may establish Committees and Sub-Committees.

5.8.3

Each Committee and Sub-Committee established by either the CCG or
the Governing Body operates under terms of reference and membership
agreed by the CCG or Governing Body as relevant. Appropriate reporting
and assurance mechanisms must be developed as part of agreeing terms
of reference for Committees and Sub-Committees.

5.8.4

With the exception of the Remuneration Committee, any Committee or
Sub-Committee established in accordance with clause 5.8 may consist of
or include persons other than Members or employees of the CCG.
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5.8.5

All members of the Remuneration Committee will be members of the CCG
Governing Body.

5.8.6

[CCGs to Include a statement on locality arrangements if appropriate see
note xxii]

5.9

Committees of the Governing Bodyxxv

5.9.1

The Governing Body will maintain the following statutory or mandated
Committees:

5.9.2

Audit Committee: This Committee is accountable to the Governing Body
and provides the Governing Body with an independent and objective view
of the CCG’s compliance with its statutory responsibilities. The Committee
is responsible for arranging appropriate internal and external audit.

5.9.3

The Audit Committee will be chaired by a Lay Member who has
qualifications, expertise or experience to enable them to lead on finance
and audit matters and members of the Audit Committee may include
people who are not Governing Body members.

5.9.4

Remuneration Committee: This Committee is accountable to the
Governing Body and makes recommendations to the Governing Body
about the remuneration, fees and other allowances (including pension
schemes) for employees and other individuals who provide services to the
CCG.

5.9.5

The Remuneration Committee will be chaired by a lay member other than
the audit chair and only members of the Governing Body may be
members of the Remuneration Committee.

5.9.6

Primary Care Commissioning Committee xxvi This committee is
required by the terms of the delegation from NHS England in relation to
primary care commissioning functions. The Primary Care Commissioning
Committee reports to the Governing Body and to NHS England.
Membership of the Committee is determined in accordance with the
requirements of Managing Conflicts of Interest: Revised statutory
Guidance for CCGs 2017. This includes the requirement for a lay member
Chair and a lay Vice Chair.

5.9.7

None of the above Committees may operate on a joint committee basis
with another CCG(s).

5.9.8

The terms of reference for each of the above committees are included in
Appendix 2 to this constitution and form part of the constitution.
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5.9.9

The Governing Body has also established a number of other Committees
to assist it with the discharge of its functions. These Committees are set
out in the SoRD and further information about these Committees,
including terms of reference, are published in: [CCGs should state where
the ToR are published. This might be the website or the CCG handbook]

5.10

Collaborative Commissioning Arrangements xxvii

5.10.1

The CCG wishes to work collaboratively with its partner organisations in
order to assist it with meeting its statutory duties, particularly those
relating to integration. The following provisions set out the framework that
will apply to such arrangements.

5.10.2

In addition to the formal joint working mechanisms envisaged below, the
Governing Body may enter into strategic or other transformation
discussions with its partner organisations, on behalf of the CCG.

5.10.3

The Governing Body must ensure that appropriate reporting and
assurance mechanisms are developed as part of any partnership or other
collaborative arrangements. This will include:
a) reporting arrangements to the Governing Body, at appropriate
intervals;
b) engagement events or other review sessions to consider the aims,
objectives, strategy and progress of the arrangements; and
c) progress reporting against identified objectives.

5.10.4

When delegated responsibilities are being discharged collaboratively, the
collaborative arrangements, whether formal joint working or informal
collaboration, must:
a) identify the roles and responsibilities of those CCGs or other partner
organisations that have agreed to work together and, if formal joint
working is being used, the legal basis for such arrangements;
b) specify how performance will be monitored and assurance provided to
the Governing Body on the discharge of responsibilities, so as to
enable the Governing Body to have appropriate oversight as to how
system integration and strategic intentions are being implemented;
c) set out any financial arrangements that have been agreed in relation
to the collaborative arrangements, including identifying any pooled
budgets and how these will be managed and reported in annual
accounts;
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d) specify under which of the CCG’s supporting policies the collaborative
working arrangements will operate;
e) specify how the risks associated with the collaborative working
arrangement will be managed and apportioned between the
respective parties;
f)

set out how contributions from the parties, including details around
assets, employees and equipment to be used, will be agreed and
managed;

g) identify how disputes will be resolved and the steps required to safely
terminate the working arrangements;
h) specify how decisions are communicated to the collaborative partners.

5.11

Joint Commissioning Arrangements with Local Authority
Partners xxviii

5.11.1

The CCG will work in partnership with its Local Authority partners to
reduce health and social inequalities and to promote greater integration of
health and social care.

5.11.2

Partnership working between the CCG and its Local Authority partners
might include collaborative commissioning arrangements, including joint
commissioning under section 75 of the 2006 Act, where permitted by law.
In this instance, and to the extent permitted by law, the CCG delegates to
the Governing Body [CCGs that have not delegated to their Governing
body should remove this sentence] the ability to enter into arrangements
with one or more relevant Local Authority in respect of:
a) Delegating specified commissioning functions to the Local Authority;
b) Exercising specified commissioning functions jointly with the Local
Authority;
c) Exercising any specified health -related functions on behalf of the
Local Authority.

5.11.3

For purposes of the arrangements described in 5.11.2, the Governing
Body may:
a) agree formal and legal arrangements to make payments to, or receive
payments from, the Local Authority, or pool funds for the purpose of
joint commissioning;
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b) make the services of its employees or any other resources available
to the Local Authority; and
c) receive the services of the employees or the resources from the Local
Authority.
d) where the Governing Body makes an agreement with one or more
Local Authority as described above, the agreement will set out the
arrangements for joint working, including details of:
•

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

•

the duties and responsibilities of the parties, and the legal basis
for such arrangements;

•

how risk will be managed and apportioned between the parties;

•

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

•

contributions from each party, including details of any assets,
employees and equipment to be used under the joint working
arrangements; and

•

the liability of the CCG to carry out its functions, notwithstanding
any joint arrangements entered into.

5.11.4

The liability of the CCG to carry out its functions will not be affected where
the CCG enters into arrangements pursuant to paragraph 5.11.2 above.

5.11.5

[If joint working arrangements have been agreed with a combined
authority, include the model wording here].

5.12

Joint Commissioning Arrangements – Other CCGs xxix

5.12.1

The CCG may work together with other CCGs in the exercise of its
Commissioning Functions.

5.12.2

The CCG delegates its powers and duties under 5.12 to the Governing
Body and all references in this part to the CCG should be read as the
Governing Body, except to the extent that they relate to the continuing
liability of the CCG under any joint arrangements. [ CCGs that have not
delegated to their Governing body should remove this paragraph].

5.12.3

The CCG may make arrangements with one or more other CCGs in
respect of:
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a) delegating any of the CCG’s commissioning functions to another
CCG;
b) exercising any of the Commissioning Functions of another CCG; or
c)

5.12.4

exercising jointly the Commissioning Functions of the CCG and
another CCG.

For the purposes of the arrangements described at 5.12.3, the CCG may:
a) make payments to another CCG;
b) receive payments from another CCG; or
c) make the services of its employees or any other resources available
to another CCG; or
d) receive the services of the employees or the resources available to
another CCG.

5.12.5

Where the CCG makes arrangements which involve all the CCGs
exercising any of their commissioning functions jointly, a joint committee
may be established to exercise those functions.

5.12.6

For the purposes of the arrangements described above, the CCG may
establish and maintain a pooled fund made up of contributions by all of
the CCGs working together jointly pursuant to paragraph 5.12.3 above.
Any such pooled fund may be used to make payments towards
expenditure incurred in the discharge of any of the commissioning
functions in respect of which the arrangements are made.

5.12.7

Where the CCG makes arrangements with another CCG as described at
paragraph 5.12.3 above, the CCG shall develop and agree with that CCG
an agreement setting out the arrangements for joint working including
details of:
a) how the parties will work together to carry out their commissioning
functions;
b) the duties and responsibilities of the parties, and the legal basis for
such arrangements;
c) how risk will be managed and apportioned between the parties;
d) financial arrangements, including payments towards a pooled fund
and management of that fund;
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e) contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements.
5.12.8

The responsibility of the CCG to carry out its functions will not be affected
where the CCG enters into arrangements pursuant to paragraph 0 above.

5.12.9

The liability of the CCG to carry out its functions will not be affected where
the CCG enters into arrangements pursuant to paragraph 5.12.1 above.

5.12.10

Only arrangements that are safe and in the interests of patients registered
with Member practices will be approved by the Governing Body.

5.12.11

The Governing Body shall require, in all joint commissioning
arrangements, that the lead Governing Body Member for the joint
arrangements:
a) make a quarterly written report to the Governing Body;
b) hold at least one annual engagement event to review the aims,
objectives, strategy and progress of the joint commissioning
arrangements; and
c) publish an annual report on progress made against objectives.

5.12.12
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Should a joint commissioning arrangement prove to be unsatisfactory the
Governing Body of the CCG can decide to withdraw from the
arrangement, but has to give six months’ notice to partners to allow for
credible alternative arrangements to be put in place, with new
arrangements starting from the beginning of the next new financial year
after the expiration of the six months’ notice period. .
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5.13

Joint Commissioning Arrangements with NHS England

5.13.1

The CCG may work together with NHS England. This can take the form of
joint working in relation to the CCG’s functions or in relation to NHS
England’s functions.

5.13.2

The CCG delegates its powers and duties under 5.13 to the Governing
Body and all references in this part to the CCG should be read as the
Governing Body, except to the extent that they relate to the continuing
liability of the CCG under any joint arrangements [CCGs that have not
delegated to their Governing Body should remove this paragraph].

5.13.3

In terms of either the CCG’s functions or NHS England’s functions, the
CCG and NHS England may make arrangements to exercise any of their
specified commissioning functions jointly.

5.13.4

The arrangements referred to in paragraph 5.13.3 above may include
other CCGs, a combined authority or a local authority.

5.13.5

Where joint commissioning arrangements pursuant to 5.13.3 above are
entered into, the parties may establish a Joint Committee to exercise the
commissioning functions in question. For the avoidance of doubt, this
provision does not apply to any functions fully delegated to the CCG by
NHS England, including but not limited to those relating to primary care
commissioning.

5.13.6

Arrangements made pursuant to 5.13.3 above may be on such terms and
conditions (including terms as to payment) as may be agreed between
NHS England and the CCG.

5.13.7

Where the CCG makes arrangements with NHS England (and another
CCG if relevant) as described at paragraph 5.13.3 above, the CCG shall
develop and agree with NHS England a framework setting out the
arrangements for joint working, including details of:
a) how the parties will work together to carry out their commissioning
functions;
b) the duties and responsibilities of the parties, and the legal basis for
such arrangements;
c)

how risk will be managed and apportioned between the parties;

d) financial arrangements, including, if applicable, payments towards a
pooled fund and management of that fund;
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e) contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements.
5.13.8

Where any joint arrangements entered into relate to the CCG’s functions,
the liability of the CCG to carry out its functions will not be affected where
the CCG enters into arrangements pursuant to paragraph 5.13.3 above.
Similarly, where the arrangements relate to NHS England’s functions, the
liability of NHS England to carry out its functions will not be affected where
it and the CCG enter into joint arrangements pursuant to 5.13.

5.13.9

The CCG will act in accordance with any further guidance issued by NHS
England on co-commissioning.

5.13.10

Only arrangements that are safe and in the interests of patients registered
with member practices will be approved by the Governing Body.

5.13.11

The Governing Body of the CCG shall require, in all joint commissioning
arrangements that the lead Governing Body Member for the joint
arrangements make;
a) make a quarterly written report to the Governing Body;
b) hold at least one annual engagement event to review the aims,
objectives, strategy and progress of the joint commissioning
arrangements; and
c) publish an annual report on progress made against objectives.

5.13.12
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Should a joint commissioning arrangement prove to be unsatisfactory the
Governing Body of the CCG can decide to withdraw from the arrangement
but has to give six months’ notice to partners to allow for credible
alternative arrangements to be put in place, with new arrangements
starting from the beginning of the next new financial year after the
expiration of the six months’ notice period.
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6

Provisions for Conflict of Interest Management and
Standards of Business Conduct

6.1

Conflicts of Interest xxx

6.1.1

As required by section 14O of the 2006 Act, the CCG has made
arrangements to manage conflicts and potential conflicts of interest to
ensure that decisions made by the CCG will be taken and seen to be
taken without being unduly influenced by external or private interest.

6.1.2

The CCG has agreed policies and procedures for the identification and
management of conflicts of interest.

6.1.3

Employees, Members, Committee and Sub-Committee members of the
CCG and members of the Governing Body (and its Committees, SubCommittees, Joint Committees) will comply with the CCG policy on
conflicts of interest. Where an individual, including any individual directly
involved with the business or decision-making of the CCG and not
otherwise covered by one of the categories above, has an interest, or
becomes aware of an interest which could lead to a conflict of interests in
the event of the CCG considering an action or decision in relation to that
interest, that must be considered as a potential conflict, and is subject to
the provisions of this constitution and the Standards of Business Conduct
Policy.

6.1.4

The CCG has appointed the Audit Chair [CCG to edit accordingly] to be
the Conflicts of Interest Guardian. In collaboration with the CCG’s
governance lead, their role is to:
a) Act as a conduit for GP practice staff, members of the public and
healthcare professionals who have any concerns with regards to
conflicts of interest;
b) Be a safe point of contact for employees or workers of the CCG to
raise any concerns in relation to conflicts of interest;
c) Support the rigorous application of conflict of interest principles and
policies;
d) Provide independent advice and judgment to staff and members
where there is any doubt about how to apply conflicts of interest
policies and principles in an individual situation
e) Provide advice on minimising the risks of conflicts of interest.

6.2

Declaring and Registering Interests xxxi

6.2.1

The CCG will maintain registers of the interests of those individuals listed
in the CCG’s policy.
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6.2.2

The CCG will, as a minimum, publish the registers of conflicts of interest
and gifts and hospitality of decision making staff at least annually on the
CCG website and make them available at our headquarters upon request.

6.2.3

All relevant persons for the purposes of NHS England’s statutory
guidance Managing Conflicts of Interest: Revised Statutory Guidance for
CCGs 2017 must declare any interests. Declarations should be made as
soon as reasonably practicable and by law within 28 days after the
interest arises. This could include interests an individual is pursuing.
Interests will also be declared on appointment and during relevant
discussion in meetings.

6.2.4

The CCG will ensure that, as a matter of course, declarations of interest
are made and confirmed, or updated at least annually. All persons
required to, must declare any interests as soon as reasonable practicable
and by law within 28 days after the interest arises.

6.2.5

Interests (including gifts and hospitality) of decision making staff will
remain on the public register for a minimum of six months. In addition, the
CCG will retain a record of historic interests and offers/receipt of gifts and
hospitality for a minimum of six years after the date on which it expired.
The CCG’s published register of interests states that historic interests are
retained by the CCG for the specified timeframe and details of whom to
contact to submit a request for this information.

6.2.6

Activities funded in whole or in part by 3rd parties who may have an
interest in CCG business such as sponsored events, posts and research
will be managed in accordance with the CCG policy to ensure
transparency and that any potential for conflicts of interest are wellmanaged.

6.3

Training in Relation to Conflicts of Interestxxxii

6.3.1

The CCG ensures that relevant staff and all Governing Body members
receive training on the identification and management of conflicts of
interest and that relevant staff undertake the NHS England Mandatory
training.

6.4

Standards of Business Conduct

6.4.1

Employees, Members, Committee and Sub-Committee members of the
CCG and members of the Governing Body (and its Committees, SubCommittees, Joint Committees) will at all times comply with this
Constitution and be aware of their responsibilities as outlined in it. They
should:
a) act in good faith and in the interests of the CCG;
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b) follow the Seven Principles of Public Life; set out by the Committee
on Standards in Public Life (the Nolan Principles);
c) comply with the standards set out in the Professional Standards
Authority guidance - Standards for Members of NHS Boards and
Clinical Commissioning Group Governing Bodies in England; and
d) comply with the CCG’s Standards of Business Conduct, including
the requirements set out in the policy for managing conflicts of
interest which is available on the CCG’s website and will be made
available on request.
6.4.2
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Individuals contracted to work on behalf of the CCG or otherwise
providing services or facilities to the CCG will be made aware of their
obligation with regard to declaring conflicts or potential conflicts of
interest. This requirement will be written into their contract for services
and is also outlined in the CCG’s Standards of Business Conduct policy.
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Appendix 1: Definitions of Terms Used in This Constitution
2006 Act

National Health Service Act 2006

Accountable Officer
(AO)

an individual, as defined under paragraph 12 of Schedule 1A
of the 2006 Act, appointed by NHS England, with
responsibility for ensuring the group:
complies with its obligations under:
sections 14Q and 14R of the 2006 Act,
sections 223H to 223J of the 2006 Act,
paragraphs 17 to 19 of Schedule 1A of the NHS Act 2006,
and
any other provision of the 2006 Act specified in a document
published by the Board for that purpose;
exercises its functions in a way which provides good value
for money.

Area

The geographical area that the CCG has responsibility for,
as defined in part 2 of this constitution

Chair of the CCG
Governing Body

The individual appointed by the CCG to act as chair of the
Governing Body and who is usually either a GP member or a
lay member of the Governing Body.

Chief Finance
Officer (CFO)

A qualified accountant employed by the group with
responsibility for financial strategy, financial management
and financial governance and who is a member of the
Governing Body.

Clinical
Commissioning
Groups (CCG)

A body corporate established by NHS England in
accordance with Chapter A2 of Part 2 of the 2006 Act.

Committee

A Committee created and appointed by the membership of
the CCG or the Governing Body.

Sub-Committee

A Committee created by and reporting to a Committee.

Governing Body

The body appointed under section 14L of the NHS Act 2006,
with the main function of ensuring that a Clinical

63

27

Commissioning Group has made appropriate arrangements
for ensuring that it complies with its obligations under section
14Q under the NHS Act 2006, and such generally accepted
principles of good governance as are relevant to it.
Governing Body
Member

Any individual appointed to the Governing Body of the CCG

Healthcare
Professional

A Member of a profession that is regulated by one of the
following bodies:
the General Medical Council (GMC)
the General Dental Council (GDC)
the General Optical Council;
the General Osteopathic Council
the General Chiropractic Council
the General Pharmaceutical Council
the Pharmaceutical Society of Northern Ireland
the Nursing and Midwifery Council
the Health and Care Professions Council
any other regulatory body established by an Order in Council
under Section 60 of the Health Act 1999

Lay Member

A lay Member of the CCG Governing Body, appointed by the
CCG. A lay Member is an individual who is not a Member of
the CCG or a healthcare professional (as defined above) or
as otherwise defined in law.

Primary Care
Commissioning
Committee

A Committee required by the terms of the delegation from
NHS England in relation to primary care commissioning
functions. The Primary Care Commissioning Committee
reports to NHS England and the Governing Body

Professional
Standards Authority

An independent body accountable to the UK Parliament
which help Parliament monitor and improve the protection of
the public. Published Standards for Members of NHS Boards
and Clinical Commissioning Group Governing Bodies in
England in 2013

Member/ Member

A provider of primary medical services to a registered patient
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Practice

list, who is a Member of this CCG.

Member practice
representative

Member practices appoint a healthcare professional to act as
their practice representative in dealings between it and the
CCG, under regulations made under section 89 or 94 of the
2006 Act or directions under section 98A of the 2006 Act.

NHS England

The operational name for the National Health Service
Commissioning Board.

Registers of
interests

Registers a group is required to maintain and make publicly
available under section 14O of the 2006 Act and the
statutory guidance issues by NHS England, of the interests
of:
the Members of the group;
the Members of its CCG Governing Body;
the Members of its Committees or Sub-Committees and
Committees or Sub-Committees of its CCG Governing Body;
and Its employees.

STP

Sustainability and Transformation Partnerships – the
framework within which the NHS and local authorities have
come together to plan to improve health and social care over
the next few years. STP can also refer to the formal
proposals agreed between the NHS and local councils – a
“Sustainability and Transformation Plan”.

Joint Committee

Committees from two or more organisations that work
together with delegated authority from both organisations to
enable joint decision-making
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Appendix 2: Committee Terms of Reference xxxiii
Audit Committee
Remuneration Committee
Primary Care Commissioning Committee

Appendix 3: Standing Orders xxxiv
Appendix 4: Standing Financial Instructions xxxv
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Report no: GB 10-19
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH MARCH 2019
Title of Report

Chief Nurse’s Report

Lead Governor

Jane Lunt, Director of Quality, Outcomes &
Improvement (Chief Nurse)

Senior
Management
Team Lead
Report Author

Jane Lunt, Director of Quality, Outcomes &
Improvement (Chief Nurse)

Summary

The Chief Nurses Report highlights the
quality issues and risks for the CCG and
assures the Quality, Safety & Outcomes
Committee of work to address the issues,
and also assures of progress in key work
streams.

Recommendation

That Liverpool CCG Governing Body
 Note the contents of the report

Relevant
standards/targets

Jane Lunt, Director of Quality, Outcomes &
Improvement (Chief Nurse)
Kerry Lloyd, Deputy Chief Nurse
Helen Smith, Head of Safeguarding

Domain 1 - Preventing people from
dying prematurely
Domain 2 - Enhancing quality of life
for people with long-term conditions
Domain 3 -Helping people to recover
from episodes of ill health or following
injury
Domain 4 - Ensuring that people have
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a positive experience of care
Domain 5 - Treating and caring for
people in a safe environment and
protecting them from avoidable harm
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CHIEF NURSE’S REPORT

1.

PURPOSE

The Chief Nurses Report highlights the quality issues and risks for the
CCG and assures the Governing Body of work to address the issues,
and also assures of progress in key work streams.
2.

RECOMMENDATIONS
That the Governing Body:
 Note the content of the report

3.

BACKGROUND

This report forms part of systematic reporting to Quality, Safety and
Outcomes Committee (‘QSOC’) and subsequently, the Governing Body
agenda. The Chief Nurse Report should facilitate the flow of relevant
information, and assurance, between QSOC and the Governing Body,
and will be considered at each Governing Body meeting. It will also
support the provision of consistent information for external purposes
such as the Cheshire & Mersey Quality Surveillance Group (QSG) and
for assurance purposes with NHS England.

4.

CHIEF NURSE UPDATE

The Chief Nurses report for the Governing Body contains the risks and
concerns reported to Quality, Safety & Outcomes Committee (QSOC)
and also contains further commentary related to the Chief Nurse role.
4.1 Special Educational Needs & Disability (SEND) inspection
Part 3 of the Children and Families Act 2014 and associated regulations
places a duty on local authorities, social care, CCGs and health partners
to support a child or young person with SEND aged 0-25 years to ensure
that they if it is identified that they require support with their education,
that support is put in place quickly.
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Local authorities, CCGs and partners are inspected jointly by Ofsted and
the Care Quality Commission (CQC) via a defined inspection framework
and Liverpool was subject to an inspection in January 2019 which took
place 14th-18th January. The senior leaders of the Local Authority and
the CCG received a letter outlining the outcome of the inspection which
is discussed in a separate, comprehensive report is on today’s
Governing Body agenda.
4.2 PROVIDER LEVEL QUALITY CONCERNS
4.2.1 Primary Care Connect (PCC)
In September 2018 the Care Quality Commission inspected 2 of the 6
PCC practices and rated PCC Everton Road Medical Centre as overall
Inadequate and PCC Anfield Health as overall Requires Improvement.
The CCG established a task and finish group in October to support the
practices to develop and implement an action plan and NHSE were
invited to be a member of this group. This also enabled the CCG to
gather assurance regarding the improvement work. Both practices would
have up to 6 months to make improvements before being re-inspected
by CQC.
PCC Everton Road also received warning notices from the CQC that
were monitored as part of the process. The notices were for
1. July 2018 - failures in safeguarding processes
2. August 2018 - failures in prescribing processes and emergency
medical assessment and equipment
3. September 2018 – weaknesses in clinical and non-clinical
oversight of the practice, review of two week wait referrals, high
risk drug reviews
The areas for both practices requiring remedial action to improve broadly
fell into safeguarding, patient safety and issues of leadership (within the
well-led domain). Both practices were rated good within the caring
domain.
The practices have now been reinspected by the CQC on these dates:
• Everton Road 25th January 2019
• Anfield Health 1st February 2019
Formal feedback will be reported to the Quality & Safety Assurance
Group (QSAG) once available.
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4.2.2 Merseycare - Mental Health Thematic Review
As a result of 5 serious incidents that were suggestive of recurrent
themes, the CCG, along with colleagues from NHS England, hosted a
workshop in January to ascertain if there were additional care
delivery/service delivery issues and contributory factors which may
benefit from further exploration and improvement work. The outcome of
the event, which was well attended by all stakeholders, was that
additional assurance from the Trust was required in relation to:
• Risk assessment and formulation (in particular, the scope of
practice and competency of mental health practitioners)
• Processes for joint working with partners – particularly in relation
to those patients presenting in Accident and Emergency
Departments and Custody Suites
• Family engagement
The Trust is preparing a gap analysis of progress in these areas which
will be presented at the March Clinical Quality & Performance Group
(CQPG). A further workshop to follow up actions agreed has been
planned for April 2019.
4.2.3 Merseycare Community Division- Safeguarding concerns
Prior to transitioning into Merseycare Community Division, Liverpool
Community Health (LCH) was unable to demonstrate that they were
meeting their statutory commitments in relation to Children in Care on
the quarterly KPI submissions. A number of factors were presented as
impacting on this including staff absence, staff morale and inefficient
data systems. Following the LCH transition to Merseycare in April 2018
there has been only limited evidence of improvement in compliance.
Merseycare has identified non -compliance with Children in Care as a
risk to the Trust and submitted an improvement plan to LCCG in
November 2018. Merseycare Executive Board receives monthly update
on the improvement plan from the Deputy Director of Nursing for
Safeguarding and Quality.
Some improvement in compliance with training to enable staff to
undertake statutory health assessments for Children in Care has been
evidenced but the pace of change remains a concern. LCCG has
challenged the data integrity of the reported submissions for Children in
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Care and Merseycare undertaking a data cleansing operation to identify
the true numbers of children involved. Despite Merseycare identifying
extra resource to support this operation, progress has been slow and the
Trust has now committed further resource to complete this.
Merseycare have stated their intention to undertake a comprehensive
review of Safeguarding within their organisation. This has not yet started
but an initial meeting has been identified for late February 2019.
As a risk mitigation measure, LCCG Safeguarding team has increased
monitoring and has implemented weekly action plan update meetings
with the Trust’s Head of Safeguarding alongside monthly oversight via
LCCG Head of Safeguarding and Deputy Director of Nursing. It was
agreed that Safeguarding and specifically the Children in Care
Improvement plan would be a standing agenda item at the Merseycare
Collaborative Forum meetings and assurance monitoring of the
improvement plan at the monthly CQPG meetings with the Trust.
Performance monitoring will also continue via quarterly KPI submissions
with update reports to the Quality and Safety Outcomes Committee.
LCC Children’s Services are working closely with LCCG given their
Corporate Parenting role as they wish to see the pace of improvement
accelerate.
4.2.4 Aintree
Following the Single Item Quality Surveillance Group (SIQSG),
undertaken in April 2018, Aintree has made significant improvements
and commissioners are assured for the majority of areas previously
highlighted as a concern. This has resulted in a de-escalation from
overall Enhanced Quality Surveillance for the organisation. This brings
an end to the SIQSG process. However, following two further serious
incidents within the operating theatres in November 2018, a decision has
been made to maintain Never Events/Theatres on Enhanced Quality
Surveillance, with a further review planned at the end of March 2019.
Commissioners have requested specific information to support further
assurance. This allows time to receive and review the Royal College of
Surgeons report, following their visit in November 2018. Progress will
continue to be monitored via the Clinical Quality and Performance Group
(CPQG), chaired by the commissioners and will be reported into the
routine meetings of the Cheshire and Merseyside QSG. NHS
Improvement/NHS England will continue to have a presence at the
CPQG until this final area is de-escalated. A letter to this effect has been
sent to the Trust from Graham Urwin, DCO, NHSE.
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4.2.5 Royal Liverpool & Broadgreen University Hospital Trust
(RLBUHT)
Current quality related issues within the Trust have been highlighted in a
detailed report to the Quality, Safety and Outcome Committee (February
2019). The report describes sub-optimal performance and associated
levels of mitigation in the areas of; Referral to Treatment Times,
Diagnostics; Cancer and Unscheduled Care. Positive progress is also
noted in areas such as safeguarding and health care acquired infection.
Ongoing Estate issues continue to impact on operational delivery of
care. The Trust are reporting issues with poor and deteriorating
infrastructure, with the new facility now scheduled to open in 2020. The
CQPG has included Estate and its impact on quality at the CQPG.
The Chair of the CCG has also recently written to the Chief Executive
and Chief Nurse to highlight concerns in relation to late and absent
submissions to CQPG. The letter reaffirms the need to provide
appropriate levels of assurance to the CQPG as the main vehicle for
quality governance.
The Trust has recently undergone an unannounced CQC inspection
(January 2019), the results of which are yet to be published. The Trust
currently has a ‘good’ rating following its inspection in 2016. Further
detail of performance in key areas is within the Performance report on
the agenda.

4.2.6 Preparation for the Aintree & Royal merger
Periods of huge change within organisations potentially create the
environment for risks and issues to emerge, including quality risks.
Experience with the LCH transaction and subsequent transition into
Merseycare has enabled the system to learn how additional surveillance
can help create an early warning system approach to potential risks and
issues. In light of this and the potential performance and quality risks,
the CCG (in conjunction with South Sefton CCG) is compiling an
overview of the both Trusts looking at performance, quality,
environmental and financial issues to understand these key issues, and
inform any action required, as the integration process continues .
For the first year of the new arrangements for the merger,
commissioners will request that the newly merged trust uses KPIs
focused on patient and staff experience with regular narrative insight
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reported back through the CQPGs to assure commissioners. The new
organisation will also have in place a Quality Strategy to oversee a
successful merger and this will report back to the new Board to provide
assurance. It is hoped that this enhanced surveillance, in conjunction
with the trusts own quality oversight, will ensure quality is maintained
during transition to the new organisation and beyond.
.
4.2.7 North West Ambulance Service (NWAS)
In recent months, work has taken place across the North West to
strengthen the quality input to the complex governance arrangements for
quality and performance for NWAS, overseen by the Chief Nurses
Network in Cheshire and Mersey for the Cheshire and Mersey specific
issues.
Blackpool CCG is the coordinating commissioner for NWAS on behalf of
the 31 CCGs in the North West. This is a huge and complex task and
governance operates through a ‘county’ specific structure which requires
responsibility on both parts (NWAS and CCGs) to organise appropriate
representation and feedback networks within each county. It also
requires NWAS and Blackpool CCG to be clear about roles and
responsibilities.
NWAS ran a Quality Seminar in November 2018 and asked for
representation from each CCG partner. The event aimed to aid
communication, awareness and understanding of the governance and
specific issues that required improvement and there was commitment to
the event being the first of regular events. One specific area which has
required further scrutiny and understanding is the governance and
management of Serious Incidents. There was an event specifically
focusing on this on 5th February and the CCG had representation at the
event. Following this, the CCG has requested data detailing a
breakdown of NWAS serious incidents over the last 2 years (17/18 and
18/19 YTD) by CCG for Cheshire and Merseyside. This data will be
reviewed with an aim to develop the local infrastructure to support
Blackpool CCG.
In addition to this, on behalf of Mersey CCGs, the Director of Quality,
Outcomes and Improvement has joined the NWAS Quality Meeting as a
temporary measure to understand the processes and governance and to
feed in Mersey issues with feedback to partner CCGs and the Chief
Nurse network. This will be reviewed as a model for effective Mersey
representation.
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4.3 OTHER SYSTEM ISSUES
4.3.1 Continuing Health Care (CHC)
The CCG has recently submitted its Quarter 3 CHC performance data to
NHS England. The data demonstrated positive ongoing performance in
relation to CHC assessments taking place outside of the hospital setting,
which forms part of the CCG Quality Premium Framework. Quarter 3
data demonstrated that only 2% of assessments took place within the
hospital setting, against a national target of no greater than 15%. The
CCG continues to perform strongly in this area as a result of previous
investments made in ‘discharge to assess’ models of care.
Data for performance in relation to eligibility for CHC being agreed within
28 days of referral showed improvements, from a rate of 71% in Quarter
2, to 83% in Quarter 3, against a national target of 80%. This
improvement demonstrates the concerted efforts being made to improve
joint working between community services provider (Merseycare) and
Midlands and Lancashire Commissioning Support Unit (CSU), however,
much mitigation is needed to overcome the multiple handoffs and
varying quality in order to ensure an effective and efficient service for
individuals and families. This lack of an ‘end to end’ assessment service
within Liverpool remains the major cause for much of this variation and
work remains ongoing to reduce the waiting times for those 20% of
patients who have breached the 28-day target. The CSU is tasked by
the CCG to provide a system wide monthly system breakdown of where
and why these delays are occurring to enable remedial action.
4.3.2 Transforming Care Programme (TCP)
LCCG is currently responsible for 18 adult LD inpatients, of which 13 are
detained in specialist out-of-area hospitals and five in our local
Assessment &Treatment Unit (ATU) operated by Mersey Care.
ATU Patients:
Two patients have community placements confirmed and are actively
working towards discharge over the coming weeks.
A further patient has been assessed by a provider and from the
documentation supplied to the provider prior to the assessment, they
were confident of being able to meet the patient’s needs. This patient is
likely to be discharged in early April as transition planning and
familiarisation with new carers etc is required.
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One patient is fit for discharge but remains without a community
placement offer following two placements that didn’t materialise due to
provider staffing difficulties. Further options are being explored.
The final patient remains acutely unwell at present and is appropriately
placed with their current hospital setting.
Out-of-Area Patients:
Four patients have been assessed and accepted for Besford House (see
below). Transition planning began in January for two of the patients as
their current MHA status means discharge will be relatively
straightforward and they can transfer to the new site as soon as it is
formally open. The other two patients have Ministry of Justice (MoJ)
restrictions attached so their Mental Capacity Act (MCA) status will direct
MDT discharge planning. Recently released MoJ guidance around this
cohort needs to be considered by the MDT, along with the practical
implications of it given its very recent release. For this reason, the
discharges of the restricted patients will require careful planning.
A provider (Besford House) has assessed and accepted a further patient
so the MDT are currently working through discharge planning. The
patient’s discharge date is dependent upon this along with a best
interest process which is in progress. This provider has also been asked
to assess a further two patients. For one patient, the MDT need to
discuss whether they are happy to return to Liverpool as in the past
they’ve expressed a preference to reside elsewhere, although this was
some time ago when the patient was quite unwell. Discharge dates are
planned for April.
Besford House: I am pleased to update that Liverpool City Council, with
support from both Liverpool CCG and the TCP programme Team,
submitted a new application to CQC for registration of Besford House
with significant changes to the original proposal and Besford House has
now been granted CQC registration. Transition plans for the individuals
subject to delayed discharge due to this had begun whilst awaiting the
outcome of the registration application to support a safe and sustainable
transfer to Besford House.
A Ministerial Visit to the Cheshire & Mersey TCP Programme took place
on 5th February. Liverpool CCG were asked to submit case studies to
share with the team and to take part in a discussion with the Ministerial
Team. We have a significant number of cases and experience due to our
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population size and the complexity of some specific cases. Relevant
staff were involved. The Ministerial team also met frontline staff from
Intensive Support Teams (IST), visited an Assessment & Treatment Unit
(ATU) and most importantly met with those with experience of services
and their families and carers.
4.3.3 Multi Agency Safeguarding Arrangements (MASA)
CCGs, Local Authorities (via Children’s Social care) and the Police as
the 3 accountable agencies are required to review and revise their multiagency safeguarding arrangements in light of the Children & Social
Work Act 2017. This has been signalled to the Governing Body in
previous reports and work has been in place for 12 months, which
includes other partners such as schools, to prepare for this. There is a
comprehensive paper on the agenda today outlining the proposals and
the CCG’s role within the arrangements.
4.3.4 Gram Negative Blood Stream Infection (GNBSI) Improvement
Plan Update
The prevalence of GNBSIs have increased over recent years and
believed to have contributed to an estimated 5,500 NHS patient deaths
across England in 2015. The Secretary of State for Health launched an
ambition in 2017; to reduce healthcare associated GNBSIs by 50% by
2021 and reduce inappropriate antimicrobial prescribing by 50% by
2021. In particular, the number of Escherichia coli bloodstream
infections (E.coli BSIs) has increased nationally over recent years and
continues to rise. Around 50% of E.coli BSIs derive from a urinary tract
infection (UTI) source. These BSIs represent over half of all GNBSIs,
with approximately three quarters occurring prior to hospital admission
and are highest amongst the over 65 age group, therefore requiring a
whole health economy approach.
NHS Liverpool CCG submitted a GNBSI Improvement Plan to NHS
England in 2017. The plan was subsequently shared with NHS South
Sefton and Southport & Formby CCGs. A collaborative approach was
introduced to address the necessary key actions required to achieve the
reduction; with the development of the multidisciplinary North Mersey
Health Economy GNBSI Reduction Steering Group in Quarter 3
2017/18; led by NHS South Sefton CCG. It was agreed that by targeting
UTIs, a significant impact could be made in the reduction of GNBSIs
across North Mersey and the wider Cheshire and Merseyside footprint.
Four bespoke work streams were developed from within the Steering
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Group and three Task and Finish Groups set up in Quarter 4 2017/18, to
focus on; continence, hydration and surveillance/reporting; with a further
Task and Finish Group planned to lead on engagement; with the
promotion of educational material produced by the three groups, later in
2018/19.
The Steering and the Task and Finish Group meetings were set up on a
bimonthly basis; with NHS Liverpool CCG contributing to and providing
representation at the Steering Group and the Continence and Hydration
Task and Finish Groups. During the summer period of 2018; several
planned meetings were cancelled; representation from provider
organisations diminished and the pace and progression of work slowed
down, reducing potential impact. This has been acknowledged and the
work of the groups re-energised; with clearer time-bound actions and
objectives set. The North Mersey GNBSI Improvement Plan (Appendix
1) has been updated and following advice from NHS Improvement
(NHSI) will be further updated, ahead of the February Steering Group
Meeting. NHS Liverpool CCG has also taken the decision to re-focus
improvement work locally, concentrating on areas which are predicted to
have the greatest impact upon reducing GNBSIs across the Liverpool
population; in addition to continuing to share ideas, innovation and any
lessons learnt with the North Mersey Steering Group and Task and
Finish Groups.

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? 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
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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

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

Getting quality right, reducing clinical variation and ensuring care is as
efficient as it can be, ensures better outcomes for patients, reduced risk
of avoidable complications and most effective use of resources.
7.

CONCLUSION

The Chief Nurses Report summarises those areas across the system
where quality of care is challenged and the assurances in place. The
risks to quality remain dynamic and will be influenced by external
factors, alongside areas within CCG control. The report also brings to
the attention of the Governing Body key issues associated with the Chief
Nurse’s portfolio.

ENDS
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PUBLIC HEALTH UPDATE
1.

PURPOSE
The purpose of the Report is to highlight Public Health issues that
are noteworthy or that require support or attention from the CCG
Governing Body.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the content of the report
 Identifies mechanisms for providing support where requested.

3.

BACKGROUND
The Director of Public Health is required to provide an update to the
Governing Body at its bi-monthly meeting. This report highlights
key points of interest around public health issues.

4.

UPDATES
Air Pollution
LCR will be using Liverpool’s “Let’s cleat the air” brand and
campaign to build the LCR air pollution website. This will avoid
confusion with Liverpool public and give consistent messages.
Public Health “Live Your Life” Website
Following on from the request at the last Governing Body to involve
GPs and the CCG in the development of the website,
•
•
•

The CCG have been asked, via one of their Officers, for
comments on the website and these are now being fed through
to the website development team.
A Communications Toolkit will be issued at the end of March
Promotional items will be distributed to all NHS settings at the
end of March, including GP Surgeries
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British Medical Journal Awards
•

“Drink Less Feel Good” and “Save Kids from Sugar” Public
Health Campaigns have both been shortlisted for the BMJ
awards in the Prevention and Lifestyle Category (judging to
take place on April 24th).

•

The “Save Kids from Sugar” brand has become established in
Liverpool, and we are getting approximately 1,500 web hits a
month although we have not promoted the site since July 2018.
We are getting lots of requests from dentists in the city for
resources which is good news.

Smoking Prevention
South Liverpool Homes (SLH) have approved the development of
a Smokefree Homes approach across their tenancies.
The nature of the policy will be informed by consultation with their
staff and the tenants themselves. Public Health Liverpool are
supporting SLH with the shaping of the policy, development of
communication materials and training of SLH staff in very brief
stop smoking advice training.
Smokefree Liverpool (the Public Health commissioned stop
smoking service) will also be making smoking cessation support
available to SLH tenants locally to facilitate rapid access to the
service.
Public Health are working alongside RLBUHT to develop pathways
and protocols for the implementation of the CURE Stop Smoking
Model in the summer. This is a version of the Ottawa Model that is
referenced in the NHS Long Term Plan.
Paris Declaration on HIV and AIDS
• The first workshop to take forward this work takes place on
Tuesday 26th February. The focus is about framing the issue
and then devising a response to delivering on Triple 90.
• CCG and GP colleagues are needed to be part of this as we
progress the actions, particularly around increased testing.
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Each year in Liverpool around 50 new cases are diagnosed and
there are currently 650 people in the city with HIV – a level
comparable with other big core cities.
It is estimated there are up to 115 people that are infected but
unaware, and over half of people are diagnosed late.
Pre Exposure Prophylaxis (PrEP) to Prevent HIV Infection
The PrEP Trial expansion was announced by NHSE on 19th
January 2019. This will mean that the RLBUH will be supported to
take another 150 people onto the trial (total 300). Public Health
have agreed to support this process through additional funding for
visits to the service. NHS England will continue to fully fund the
drug costs associated with any increased uptake.
SEXUAL HEALTH STRATEGY FOR LIVERPOOL
• The first workshop to begin to shape a plan for Liverpool will
take place on 21st March 2019
• A strategic plan is required to tackle issues key as identified by
the needs assessment
o Figures suggest that we are likely to see further and
sustained increases in activity at GUM Clinic
o There is work to do to further improve HIV testing uptake
levels locally
o Almost 60% of Sexually Transmitted Infections in Liverpool
are diagnosed in young people. This is 8% higher than the
England average
o There is a need to improve and develop the array of
contraceptive services on offer to ensure robust access for
those most in need
• Greater collaboration and synergy of offer across providers will
be considered and developed
• This work is centred around the national framework ambitions
for sexual health (DH)
Flu Vaccination
•

Good performance on the >65yr uptake this year which was
69.2%, just slightly lower than the national average. CCG lead
for immunisations is writing to practices to say thank you.
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•

There has also been an ask for another push for 2-3 year olds,
and work is underway with Public Health England’s Screening
and Immunisation team to proactively support practices where
uptake can be improved.
• 2 and 3 year olds (reported in January report); Uptake in both 2
(25%) and 3 (28.3%) year olds in Liverpool are currently much
lower than national average. In 2 year olds, uptake is almost
7% lower than this time last year.
• Further performance data will be available at the start of March
2019.
Latent TB Infection Programme (LTBI).
The LTBI programme commissioned by the CCG has seen 69
patients screened since commencement in December. This is
excellent news at a time when TB infections are falling across the
country, but cases are becoming more complex.

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
Not applicable
5.2 Does the public sector equality duty apply?
All Public Health activity is concerned with inequalities.
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
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All Public Health activity is concerned with inequalities and
reducing inequalities.
6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Not applicable

7.

CONCLUSION
There are a number of key issues that the CCG GB is asked to
note, and to support where possible.
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Summary
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2019 (Month 10) for Governing Body and contains details regarding:
 Finance Performance in respect of delivery of NHS England Business Planning
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 Assessment of risk to the delivery of forecast breakeven position for the 2018/19
financial year and required mitigating actions.
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That Liverpool CCG’s Governing Body :
 Note the current financial position and risks associated with delivery of the
forecast outturn position.

Relevant Standards or targets

 Financial Duties
 NHS England Business Rules
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1. Executive Summary
Financial Position
•
•
•
•
•

As at 31st January 2019 the CCG is showing a balanced year to date and forecast outturn position.
Programme expenditure is reporting a £876k overspend at Month 10 (M09 +£807k) (Forecast Outturn overspend £1,024k (M09 FOT +£1,044k)).
This is offset by a Running Cost underspend of -£876k to date (M09 -£807k) (Forecast Outturn underspend -£1,024k (M09 FOT -£1,044)).
The year to date financial balance incorporates £3,225k of the CCG’s Contingency Reserve budget (YTD M09 £2,619k) to mitigate an equivalent
overspend across service budgets.
The full year financial balance utilises the full £4.5m Contingency Reserve to offset forecast outturn pressures: notably Acute Commissioning £3.6m,
Community £0.6m, Continuing Care £1.7m and Other Programme £0.6m.

Revenue Resource Limit (Allocation)
•
•
•
•

In-Year revenue resource limit allocations for 2018/19 total £890.3m.
This comprises: Programme £805.2m; Delegated Co-Commissioning £74.5m and Running Cost £10.6m.
Allocations increased by £617k in Month 10 comprising Medicines Optimisation £33k, Green Paper Mental Health Support Teams £296k & Waiting
Time Initiatives £125k, Social Value Work £125k and Transformation Cancer funding of £38k.
The CCG also has a brought forward allocation of £20.5m relating to cumulative prior year surpluses, which it is unable to utilise under current NHS
England rules.

Reserves
•
•
•
•

The full year reserves at Month 10 total £10.5m, including a 0.5% Contingency Reserve of £4.5m.
The CCG is forecasting that the full £4.5m Contingency is required to mitigate cost pressures reflected within Programme budgets.
£3.2m of the Contingency Reserve has been utilised at M010 to offset cost pressures and support the year to date breakeven position.
Earmarked Reserves are reporting a £155k adverse position at Month 10 (FOT £833k adverse); the forecast outturn includes cost pressures of
£1,599k against earmarked reserves for items that have still to be finalised and reflected against programme heads, offset by forecast slippage of
£766k against the CCG Development Reserve.

Cash Releasing Efficiency Savings (CRES)
•
•

•
•

The CCG is forecasting the delivery of £9.92m of efficiencies against an £8.79m CRES target for the year.
The £1.13m FOT overachievement is largely due to prescribing efficiencies, increased demand management , staffing structure management and
clinical leadership savings; offset in part by estates void costs, delayed repatriation of Learning Difficulties out of area package of care and CHC/JF
packages of care savings below planned levels.
New Prescribing initiatives have now been recognised to replace the original planned initiatives that are no longer being progressed.
Efficiencies of £3.5m were secured through budget setting and baseline contracts at the outset of the year. The remaining balance of £5.3m is
subject to ongoing performance management.

Financial Risk
•
•
•

Delivery of the CCG’s planned outturn position and achievement of Business Rules is subject to the appropriate proactive management of risks.
Current risks are assessed as contained within the Contingency Reserve and Other Reserves.
Following NHSE correspondence the CCG is no longer anticipating that NHSE will meet excess NCSO Prescribing costs above the 2016/17
baseline level.

Overall Conclusion – Focus is required to ensure that budgets remain in balance for the remainder of the financial year and
opportunities for greater financial efficiency continue to be explored.
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2. At A Glance – Business Rules
Financial Performance Indicators
a) Business Rules
2018/19 Forecast Outturn ‘In year’ Surplus / (Deficit)
2018/19 Forecast Outturn ‘Cumulative’ Surplus / (Deficit)Position
2018/19 Year to Date Surplus / (Deficit) Position

2018/19

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

0

0

0

0

0

0

0

0

0

0

0

20,453

20,453

20,453

20,453

20,453

20,453

20,453

20,453

20,453

20,453

20,453

0

0

0

0

0

0

0

0

0

0

0

10,584

10,175

10,047

9,554

9,502

9,557

9,434

9,406

9,245

8,933

8,953

b) National Planning Rules

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

0.5% Contingency ‘Reserve’ Earmarked & Available

4,471

4,471

4,471

4,471

4,471

4,471

4,471

4,471

4,471

4,471

4,471

c) Effectiveness Indicators

Target

%

%

%

%

%

%

%

%

%

%

< 1.25%

0.14%

0.75%

0.23%

1.05%

0.45%

1.09%

0.35%

1.16%

0.25%

0.40%

Target

%

%

%

%

%

%

%

%

%

%

Running Costs Forecast Expenditure

Month –End Cash Balance (as a % of in-month drawdown)
d) Improvement & Assessment Framework (IAF)
Year to Date variance (%)

< 0.1%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

Year to Date CRES delivered (%)

>= 80%

100%

100%

89%

93%

93%

104%

107%

110%

113%

111%

Forecast outturn CRES delivery (%)

>= 90%

100%

100%

100%

100%

100%

104%

106%

111%

113%

113%

< 1%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

Net Risk as % of Planned spend
MHIS finance target met (i.e. 18/19 investment in MH )

>=2.8%

2.80%

2.80%

3.15%

3.71%

2.82%

2.84%

2.80%

2.85%

2.87%

2.80%

Overall Finance IAF Rating

Rating

Green

Green

Green

Green

Green

Green

Green

Green

Green

Green

Better Payment Practice Code

Target

M01 YTD M02 YTD M03 YTD M04 YTD M05 YTD M06 YTD M07 YTD M08 YTD M09 YTD M10 YTD

Performance by Volume – NHS

95%

98.6%

98.3%

98.8%

98.6%

98.7%

98.5%

98.1%

98.3%

98.3%

98.3%

Performance by Volume - Non-NHS

95%

99.7%

98.8%

99.0%

99.0%

99.0%

99.0%

99.1%

99.0%

99.0%

98.9%

Performance by Value – NHS

95%

100.0%

100.0%

100.0%

99.9%

99.9%

99.9%

99.8%

99.8%

99.5%

99.5%

Performance by Value - Non-NHS

95%

99.8%

99.5%

99.7%

99.6%

99.6%

99.6%

99.5%

99.1%

99.0%

99.0%

Memorandum: MH Investment Standard

2017/18
Outturn M01 FOT M02 FOT M03 FOT M04 FOT M05 FOT M06 FOT M07 FOT M08 FOT M09 FOT M10 FOT
£000

MHIS - 18/19 investment in MH rises at faster rate than overall
programme funding (i.e. >=2.8%) [excluding LD & Dementia)

101,851 104,704 104,704 105,059 105,632 104,719 104,740 104,703 104,752 104,771 104,703

Forecast increase in MH expenditure
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Target / Percentage Increase

>=2.8%

2,853

2,853

3,208

3,781

2,868

2,889

2,852

2,901

2,920

2,852

2.80%

2.80%

3.15%

3.71%

2.82%

2.84%

2.80%

2.85%

2.87%

2.80%

Key Messages
Financial position - a balanced position, which is in
compliance with Business Rules, is being reported for
both the Month 10 year to date and year-end forecast
outturn.
Cumulative Surplus - the CCG has a cumulative surplus
of £20.5m brought forward from 2017/18 which it
cannot access under current Business Rules.
Running Costs - are forecast at £8.95m which is within
the Running Cost allocation of £10.6m. Forecast
expenditure has increased by £20k in M10. The
overarching position reflects continuing staff
vacancies.
Contingency Reserve - the CCG established a 0.5%
uncommitted contingency reserve of £4.47m in
accordance with planning guidance. The reported
balanced financial forecast outturn position makes a
full call on this reserve (YTD £3.23m) to mitigate
financial pressures across a range of programme
budgets.
Cash - the CCG is required to minimise cash levels at
the end of each month to no more than 1.25% of
monthly drawdown. The cash balance at the end of
January, at 0.40% of drawdown, was within this target.
IAF Framework - NHSE's CCG IAF framework provides
a range of indicators as a marker of success. The
finance indicators are all at or better than target levels
at M10 resulting in an overall "green" rating.
Better Payment Practice Code - the CCG is compliant
with the BPPC targets for both volume and value of
invoices paid as at Month 10.

3. Revenue Resource Limit
Revenue Resource Limit

£000

Baseline Recurrent Programme Allocation

802,595

Baseline Non-Recurrent Programme Allocations

(1,891)

In-Year Programme Allocations

4,496

Primary Care Co Commissioning

74,500

Total Revenue Resource Limit (Programme)

879,700

Running Costs Allocation

10,584

Total In-Year Allocation

890,284

Prior Year (carried forward) Surplus

20,453

Total CCG Allocation

910,737

Baseline Non-Recurrent Programme Allocations

£000

Paramedic Funding

248

HSCN (Health & Social Care Network)

61

Health & Social Care Partnership for C&M (top slice)

(2,200)

Total Baseline Non-Recurrent Allocation

(1,891)

In-Year Programme Allocations

£000

Moved from Delegated to Programme - GPFV

541

GP WIFI Maintenance 2018/19

40

IPS Wave 1 Transformation Funding (Q1 to Q4)

104

Perinatal Comm Services Development Fund 1st and 2nd alloc
2018-19 CYP IAPT Trainee staff salary support funding
GPFV-Improving Access to General Practice
GPFV - Online Consultation redistribution of funds
IAT adjustment for IR (identification rules) funding *
Medicines Optimisation in Care Homes (MOCH)
AfC Pay award uplift - Programme
CCG Incentive Scheme
Adult flu vaccine funding transferred to NHSE local team *
Acute earmarked allocation / Excess Treatment Programme

2,206
132
1,703
(52)
1
132
29
(1,800)
(599)
220

Wave 5 - Elective Care

60

Non Recurrent - Other Programmes / Transforming Cancer

264

Global Digital Exemplar - Royal and Alder Hey Hospitals
Charge Exempt Overseas Visitor ( CEOV ) Adjustment

769
(619)

Quality Premium Tranche 1 Measures 2 - 6

581

Comms support funding for ICS/STP

100

Liverpool Continuing Health EoLC SIP Project 18/19

15

UEC Length of stay / Mental Health winter pressures

73

Green Paper projects: CYP / Mental Health / Waiting Times

471

Social Value work
Total Non-Recurrent Allocation
Primary Care Co-Commissioning Allocations
Baseline Primary Care Co-commissioning allocation *
Moved from Delegated to Programme - GPFV
Total Primary Care Co-Commissioning Allocation
Running Costs Allocations
Baseline Allocation *

125
4,496
£000
75,041
(541)
74,500
£000
10,506

Baseline - H&SC - Running Costs

3

AfC pay award uplift *

75
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Total Running Cost Allocation
* Recurrent In-Year Allocations

10,584

Key Messages
a. "In-Year" revenue resource limit allocations total £890.3m. The CCG's
expenditure is not permitted to exceed its "in-year" RRL allocation under
NHS England Business Rules for 2018/19.
b. Allocations increased by £617k in Month 10 comprising £33k Medicines
Optimisation, Green Paper MH Support Teams £296k & Waiting Time
Initiatives £125k, Social Value Work £125k and Transformation Cancer £38k.
c. The CCG's Running Cost allocation for 2018/19 now totals £10.58m. The
CCG's running costs are not permitted to exceed this allocation under NHS
England Business Rules.
d. The CCG has a brought forward allocation of £20.5m in respect of prior year
surpluses. The CCG is unable to access this funding under current NHS
England Business Rules.
e. The CCG's non-recurrent baseline allocations for 2018/19 totalled -£1.89m.
This is net of a £2.20m (0.25%) transformational fund contribution top slice
of resources which are to be held by the Cheshire & Merseyside Health &
Care Partnership (H&CP). The CCG has been advised to anticipate a further
non-recurrent H&CP contribution in 2019/20 of £4.23m (0.50% of
allocation)
f. The H&C Partnership has designed a process for assessment of 'place based'
bids and will use this to decide upon allocation of transformational funds for
the 2018/19 financial year. At M10 the CCG is now in receipt of £1.010m
from the H&CP to cover the CCG's STP administration costs £0.10m and
Tranche 1B funding £0.41m earmarked for Mersey Care co-ordinated
schemes, including Social Prescribing and Tranche 2 funding of £500k for
Bespoke Neighbourhood level analytics, local engagement & a city wide
digital platform.
g. Additional In-Year Programme allocations totalling £4.5m have been
received to date, which includes a realignment of £0.54m from Delegated
Co-Commissioning. In-year allocations are specifically earmarked and often
represent a pass-through cost.

4. Operating Cost Statement
Annual

Expenditure Area
Acute Commissioning

Budget
£000

Year to Date
Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

442,267

368,687

372,104

3,417

445,910

Community

90,227

75,295

75,782

487

90,848

3,643
621

Continuing Care

37,864

31,880

33,274

1,394

39,601

1,736

Mental Health

88,704

74,051

73,938

(113)

88,632

(72)

Other Programme

23,380

19,853

20,535

682

23,982

602

Reserves

10,491

8,241

5,171

(3,070)

6,854

(3,637)

Primary Care & Prescribing

187,375

155,718

153,797

(1,921)

185,505

(1,870)

Sub Total - Programme Expenditure
Corporate

880,308
9,976

733,725
8,313

734,602
7,436

876
(876)

881,331
8,953

1,024
(1,024)

TOTAL EXPENDITURE

890,284

742,038

742,038

0

890,284

(0)

Key Messages

Acute Commissioning: £366k prior year cost pressure from M12 freeze contract performance data. In-year over performance on Acting as One Contracts of £1,567k FOT in respect of
High Cost Drugs (HCD) & Appliances (after adjusting for the Adalimumab price reduction benefits and reflecting the adverse impact of a resource allocation reduction for Overseas
Visitors). The FOT on Non-AAO activity based contracts is £1,006k overperformance mainly due to Non Elective activity. There are other net acute commissioning costs pressures
totalling £704k mainly in respect of Non-Contract Activity.
Community: Over performance of SpaMedica and BPAS £497k YTD (FOT £546k). Intermediate Care forecast overspend £82k ( FOT £176k) based on latest data. Palliative Care is
reporting a prior year outturn benefit of £37k and Hospices, Digital staffing and externally funded projects are forecast to underspend by £64k
Continuing Care: New Personal Health Budgets contributing to YTD overspend £503k (FOT £682k). Adult Joint Funded Care £894k YTD overspend (FOT £1,099k) offset by savings in
Funded Nursing Care £926k YTD (FOT £1,174k). Adult fully funded forecast overspend £1.0m pending finalisation of packages of care financial data quality review. Other FOT pressures
total £129k
Mental Health: MH S117 Joint Funded Packages of Care recharges from Liverpool CC FOT overspend £437k. Learning Difficulties S117 underspend of £537k forecast due to a reduction
in costs expected form LCC for a community facility in Queens Drive. All other Mental Health forecasts are £28k adverse to budget, geriatrician costs are no longer being forecast.
Other Programme includes Non-Acute commissioning £497k FOT cost pressure mainly for Acquire Brain Injury spot purchases. Other costs, including the Healthy Liverpool Programme,
are projecting £105k adverse to budget. YTD position reflects delivery of £300k of the £500k BCF efficiencies, with the additional £200k projected to be delivered by the financial yearend.
Contingency Reserve - YTD budget of £3,225k, including £0.24m brought forward from M11-M12 to mitigate overspends against all other service areas. Full Contingency Reserve of
£4,471k required to support delivery of year-end position. Other Reserves and the Development Reserve are projecting a net £834k overspend.
Primary Care & Prescribing: Financial year to date position includes £411k favourable variance in respect of 17/18 outturn Prescribing costs being less than accrued levels. Prescribing
CRES £669k favourable to plan at M10 (FOT variance £729k) Other Prescribing costs underspend £662k YTD (FOT £413k underspent). Other Primary Care YTD underspend £179k, FOT
underspend £317k reflecting APMS premises void space and Locum FOT with budgets profiled in M12.
Corporate: Corporate Services are reporting a year to date underspend of £876k (forecast outturn £1,024k) which can almost entirely be attributed to the level of vacancies being
carried.
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5.a) Operating Costs - Analysis of Significant Variances
Month 10
Acute - Commissioning
Acute - Commissioning
Acute - Commissioning
Acute - NCA / HCD / Winter

YTD Variance FOT Variance
£000
£000
Prior year cost pressure from M12 freeze contract performance data
366
366
Acting As One - High Cost Drugs & Devices - variable element of contract cost pressure per M09 FIMS data (FOT £0.78m
1,654
1,567
Analysis of Significant Variances

net of Adalumimab savings) plus impact of Overseas Visitors resource allocation reduction & AQP activity (FOT
£0.79m).
Non Acting As One - over performance notably in respect of Clatterbridge Centre for Oncology, St Helens Hospitals,
Wirral Hospitals and Wrightington, Wigan & Leigh NHS FT, offset by a reduction in Spire Hospital's YTD and FOT
position.
Non Contract Activity cost pressure of £607k (FOT £732k) following receipt of latest Qtr 3 NCA invoices and estimated
Bariatric recharges from North Midlands UHFT). Other costs are underspent by £16k at M10 (FOT underspend £28k).

M09 FOT Var
£000
366
1,615

806

1,006

1,210

591

704

247

487

621

619

Community

Over performance of SpaMedica and BPAS £497k YTD (FOT £ 546k). Intermediate Care overspend £82k (FOT £176k)
based on latest data. Prior year benefit £37k (Palliative Care), Digital & Hospices YTD £55k & FOT £64k underspends.

Continuing Care

New Personal Health Budgets contributing to YTD overspend £503k (FOT £682k). Adult Joint Funded Care £894k YTD
overspend (FOT £1,099k) offset by savings in Funded Nursing Care £926k YTD (FOT £1,174k). Adult fully funded forecast
overspend £1.0m pending finalisation of packages of care financial data quality review. Other FOT pressures total
£129k.
Learning Difficulties - Public Sector recharges FOT underspend £537k reflecting reduced costs expected from LCC for a
community facility in Queens Drive; offset by reduced OOA repatriation savings due to extension of placements.

1,394

1,736

1,603

(401)

(377)

(358)

Mental Health - Other: overspend reflects latest Liverpool City Council packages of care rates and occupancy data; also
geriatrician costs of £111k are no longer being forecast at M10.
Delayed transaction of Better Care Fund CRES initiative. £300k of targeted efficiency validated during M09, with
balance of £200k of savings to be finalised and delivered ahead of financial year end.
Non-Acute commissioning £497k FOT cost pressure mainly for Acquire Brain Injury spot purchases. NHS Property
recharges adverse to plan based on latest recharge schedules (YTD £74k) FOT £81k. All other net £24k FOT adverse.

288

305

699

200

0

0

482

602

548

(411)
(669)

(411)
(729)

(411)
(729)

Mental Health - Learning
Difficulties (incl S117)
Mental Health - Other
Other Programme - BCF
Other Programme - Other

Primary Care - Prescribing

Prescribing 17/18 outturn benefit with actual Feb-18 & Mar-18 costs being less than year end accruals

Primary Care - Prescribing

Prescribing CRES schemes ahead of schedule at M10, including new prescribing initiatives. A number of schemes
scheduled for the later part of the year no longer proceeding, which impacts on the FOT delivery.

Primary Care - Prescribing

Other Prescribing costs are underspent against budget by £662k YTD, which includes NCSO cost pressures of £1,421k
(FOT £1,866k). Other non-NCSO prescribing costs are underspent by £2,083k YTD (FOT 2,279k underspend).

(662)

(413)

126

Primary Care - Other

Delegated Co-Commissioning YTD underspend £14k net of APMS premises void space, FOT underspend £141k reflecting
Locum budget profiled in M12. Other variances LES / OOH favourable YTD £165k (FOT £175k fav.)

(179)

(316)

(22)

Corporate

Staffing costs underspend YTD £855k ( FOT £986k) reflecting current vacancies and staff on secondment). Non Pay
Costs are underspending by £21k YTD (FOT £38k ).

(876)

(1,024)

(1,044)

Reserves - Other

FOT includes the recognition of cost pressures of £1,599k against Other Earmarked Reserves, offset by £766k forecast
outturn slippage against the Development Reserve.

155

834

2

3,225

4,471

4,471

(3,225)

(4,471)

(4,471)

0

0

0

Sub Total - Before application of Contingency Reserve
Reserve - Contingency
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Contingency reserve is being utilised in full to mitigate reported cost pressures across programme heads.

Year to Date & Forecast Outturn Reported Variance

5.b) Operating Costs – Bridge Analysis
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5.c) Operating Costs – Plan of Action
• High Cost Drugs & Devices – investigate cost increase
•
•

Prescribing, Finance & Contracts teams to review & ensure appropriate prescribing of HCD & Devices.
Review of HCD savings as branded products come off patent.

• Demand Management – Non Acting as One / Packages of Care
•

Business Intelligence, Finance & Contracts teams to review changes in demand / referrals & root cause.

• Additional Medicines Management workstreams / CRES initiatives
•
•
•
•

Cardiology (Rosuvastatin) – out of patent with projected savings of c.£409k
Prescribing not dispensed scheme – where patients are holding unused drugs c.£242k
Blood Glucose Monitoring – c.£37k
MMT Switch projects – review of drugs being used and identify more cost effective alternatives c.£441k

• Personal Health Budgets – audit review / cost recovery
•

Audit review initially identified £249k of underutilised resources, this has been revised down to £183k following
further work with Instream. The recovery of £157k has been agreed to date.

• Operational Plan Delivery
•

Implementation of 2018/19 Investments to deliver operational planning requirements.

• Financial Management – Forecast outturn assumptions / slippage

96

•
•
•
•

Continued review and reporting of forecast outturn assumptions from Budget Holder meetings.
Identification of potential slippage / deferred expenditure to mitigate unplanned cost pressures.
Review of accrued aged creditors – establish if credit notes are required to clear invoice values.
Review of accrued Goods Received Not Invoiced (GRNI) – to establish if open orders can be closed.

6. Reserves
Annual

2018/19 RESERVES - Month 10

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

CONTINGENCY

4,471

3,225

0

(3,225)

0

(4,471)

DEVELOPMENT RESERVE (18/19 Investments)

2,196

1,830

1,192

(638)

1,430

(766)

OTHER EARMARKED

3,824

3,187

3,980

793

5,423

1,599

10,491

8,241

5,171

(3,070)

6,854

(3,637)

0

0

0

0

0

0

10,491

8,241

5,171

(3,070)

6,854

(3,637)

TOTAL COMMISSIONING RESERVES
GENERAL ADMIN RESERVE
TOTAL RESERVES

Key Messages

a. The CCG is required to hold a 0.5% uncommitted Contingency Reserve at the outset of the year. The £4.47m reserve was initially
profiled for use in the final 6 months of the financial year. £2.02m of the Contingency Reserve was brought forward to M06 to offset
cost pressures across operational services. The Contingency Reserve at M10 totals £3.225m and this supports the reported M10
balanced financial position. Forecast outturn cost pressures across Programme budgets are being underpinned by the full £4.47m call
on the Contingency Reserve.

b. NHS England published updated planning guidance in February 2018 with additional funding provided to CCG's in order to support
plan delivery requirements. Liverpool CCG received £6.269m for the 2018/19 financial year. 50% of the additional allocation was
attributed directly to NHS "Acting as One" providers in respect of increases in demand and potential activity levels. The remaining
50% of the allocation £3.134m was initially held in Reserves to be targeted by the CCG to support the delivery of NHS England
Planning Guidance deliverables including Mental Health, Cancer and Learning Disabilities. To date, resources totalling £0.939m have
been released from Reserves to Programme categories. It is assumed that £1.430m of the remaining £2.196m balance of the
Development Reserve will be fully committed and utilised during 2018/19, with slippage of £0.766m further supporting delivery of
breakeven performance for the year.
c. Other Earmarked Reserves include: IM&T, Mental Health, Social Value, Other earmarked allocations and a Cost Pressures reserve.
Other Earmarked Reserves are forecast to be oversubscribed by £1.599m comprising; slippage of £0.38m against the Mental Health /
Learning Difficulty reserve, which is offset by net cost pressures of £1.98m in excess of budget for a range of costs which are currently
reflected within Reserves pending final resolution and transfer to Programme budgets.
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7. Cash Releasing Efficiency Savings
CRES SUMMARY
IM&T Planned Slippage
Prescribing
Non AAO - Demand Management
Learning Disabilities - OOA Repatriation
Better Care Fund scheme reviews
Packages of Care (CHC / JF Packages)
Clinical Lead review
Estates - reduction in Void costs
Local Enhanced Services - Demand Mgt
SUB TOTAL - PLAN CRES SCHEMES
Staffing Structure Management
New Prescribing Schemes
TOTAL CRES

Annual
Budget
£000s
2,500
2,923
1,316
530
500
418
150
250
200
8,787
0
0
8,787

Year to Date
Budget
£000s
2,500
2,355
1,216
351
500
346
118
150
200
7,736
0
0
7,736

Actual
£000s
2,500
2,213
1,456
112
300
271
219
76
318
7,465
324
811
8,600

Forecast
Variance
£000s
0
(142)
240
(239)
(200)
(75)
101
(74)
118
(271)
324
811
864

Outturn
£000s
2,500
2,522
1,621
167
500
325
254
169
344
8,402
385
1,130
9,917

Variance
£000s
0
(401)
305
(363)
0
(93)
104
(81)
144
(385)
385
1,130
1,130

Key Messages

The CCG's cash releasing efficiency programme totals £8,787k for 2018/19.
£3,516k of efficiencies have been secured through budget setting methodology and baseline contract agreements (IM&T Planned Slippage £2,500k; Local Enhanced
Services £200k and £816k of the Non Acting as One demand management efficiency target).
Non-Acting as One demand management is now reporting efficiencies £240k above planned levels at M10 based on the latest FIMS data. It is expected that £305k of
savings will be delivered over and above plan by year-end.
The targeted repatriation of Learning Disabilities out of area packages of care planned for early 2018/19 has yet to take place with current arrangements being
extended resulting in a year to date CRES shortfall of £239k and forecast outturn shortfall of £363k.
A review of Better Care Fund schemes to deliver the planned £500k efficiency savings was expected to be completed in Quarter 1. The timeframe for this has slipped
with £300k of efficiencies being achieved in December, with the balance to be finalised in Quarter 4.
Reported Prescribing efficiencies are based on eight months data. A number of the original Prescribing initiatives scheduled for the later part of the year are no longer
to be progressed in 2018/19 resulting in a forecast shortfall of £401k against the original programme. The original schemes have been supplemented by new
initiatives that are in train and forecast to deliver total savings of £1,130k in 2018/19.
All CRES schemes continue to be reassessed each month based on the latest available data, as reflected in the above table
NHSE require CRES plans to be dynamic, subject to continuous review and amendment. Where schemes are not delivering they must be replaced with new initiatives.
Whilst the CCG finalises its Senior Staffing structure there are a number of posts that are currently vacant and the non-recurrent savings associated with these posts
are now reflected in the reported CRES position. Similarly, new Prescribing schemes have been put in place to replace original schemes that are not being progressed.
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8. 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;

Risk Area

Cash Releasing Efficiency
Savings (CRES) Delivery

Description

Risk

Mitigation

Delivery of CRES Schemes in line with planned
levels and remaining subject to assumptions
based on information available at a point in time
(eg. prescribing)

CRES delivery not in line
with required planning
assumptions

Reconciliation of CRES delivery on a monthly basis,
regular meetings with Senior Management Team /
Budget Holders, Programme Leads.

Non-Acting as One
Contract Performance

Contract Performance exceeds current planning
assumptions and exceed contingency / risk
reserve available.

Expenditure exceeds
planning assumptions.

Monthly monitoring, contract performance review
with co-ordinating commissioner, planned care and
demand management workstreams.

Continuing Healthcare /
Packages of Care
Expenditure

Demand Led expenditure being subject to
fluctuation including price and volume changes.

Planned expenditure
remain subject to ongoing
validation

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.

Prescribing NCSO Costs

Planning guidance advised that 'No Cheaper
Stock Obtainable' prescribing costs pressures
would be met by NHS England.

NHS England do not meet
NCSO prescribing costs
pressures.

NHS England have now advised that CCG’s have a
baseline level of NSCO costs built into their
allocations and that it is for CCG’s to manage any inyear volume or price increases. Additional income
from NHSE is no longer anticipated by the CCG.
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9. Statement of Financial Position
Statement of Financial
Position
Total Non-Current Assets
Cash

31-Mar-18 31-Jan-19 Movement
£000
£001
£000
0
0
0
1

264

263

Accounts Receivable

5,696

11,396

5,700

Total Current Assets

5,697

11,660

5,963

TOTAL ASSETS

5,697

11,660

5,963

Accounts Payable

41,845

55,664

13,819

Total Current Liabilities

41,845

55,664

13,819

Retained Earnings incl. In Year

(36,148)

(44,004)

(7,856)

Total Taxpayers Equity

(36,148)

(44,004)

(7,856)

5,697

11,660

5,963

TOTAL EQUITY + LIABILITIES
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Key Messages
Cash - has increased by £263k since 31/03/18. Cash balances
are expected to be at minimum levels at the financial yearend. Throughout the year, CCGs are required to maintain
month end cash balances at no more than 1.5% of cash draw
down for the month. The January month end cash balance of
£264k represents 0.40% of the £66.5m draw-down for the
month and is within the cash target.
Accounts Receivable - has increased by £5.70m in-year to a
value of £11.40m at 31st January 2019. Receivable balances
at the 31st March are at minimum levels as NHS organisations
look to settle invoices ahead of the year-end agreement of
Debtor and Creditor balances. Balances throughout the year
are therefore normally higher than year-end levels.
Receivables with Liverpool City Council account for £9.90m
(87%) of the total balance and this is considered to be a low
risk debt.
Accounts Payable - has increased by £13.8m in-year to a
value of £55.66m at 31st January 2019. Payable balances at
the 31st March are at minimum levels as NHS organisations
look to settle invoices ahead of the year-end agreement of
Debtor and Creditor balances. Balances throughout the year
are normally higher than year-end levels. Current liabilities
include accrued expenditure were the CCG is still awaiting
receipt of supplier invoices.
Retained Earnings - has changed from -£36.1m to -£44.0m at
31st January 2019. The movement reflects year-to-date
financial performance (currently break-even) , plus / minus
movements in working capital balances.

10. Better Payment Practice Code
BPPC - April 2018 to January 2019

Total Number of Total Paid within
Target
Invoices Paid
NHS
NON NHS

Compliance
% age

Total Value of Value Paid within
Target
Invoices Paid
£000
£000

Compliance
% age

2,700

2,655

98.3%

506,535

504,200

99.5%

13,385

13,234

98.9%

210,029

207,921

99.0%

KEY MESSAGES

Under the Better Payment Practice Code (BPPC), CCGs are expected to pay 95% of all creditors within 30 days of the receipt of a valid
invoice.
The year to date performance against target for both the volume and value of invoices paid has been achieved as set out in the above
table.
The targets for the month of January 2019 for NHS invoices, for both the number and value of invoices, was achieved at 99.2% and
99.7% respectively.
The targets for the month of January 2019 for Non-NHS invoices, for both the number and value of invoices, was achieved at 97.6%
and 98.7% respectively.
The BPPC target of 95% compliance for the 2018/19 financial year is expected to be achieved.
The CCG is required to publish its BPPC performance in its Annual Report and Accounts each year.
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11. Conclusion
The purpose of this report is to provide the Governing Body with an update on
the CCG’s financial performance against its planned in-year breakeven position
and elements of NHS England business planning rules for 2018/19.
The Governing Body is asked to note the contents of this report.
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CCG CORPORATE PERFORMANCE REPORT MARCH 2019
1.

PURPOSE

The purpose of this paper is to report to the Governing Body the areas of its
delivery of key NHS Constitutional measures, quality standards, performance
and outcomes targets for a combined period of November 2018 to December
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 highlighted and of the recovery
actions taken to improve performance and quality;
 Determines if the levels of assurances given are adequate in terms of
mitigating actions, particularly where risks to the CCG’s 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; Better Care; Sustainability and Leadership. Ultimately, the CCG
Governing Body has to be assured that the services we commission are
delivering NHS Constitutional, national and quality standards to meet these
local system priorities and achieve the CCG’s aims of a radical upgrade in
population health, a strong focus on prevention and reduced health
inequalities.
The Corporate Performance Report has been further developed for the
financial year 2018/19 with a number of changes applied to the report’s
structure and in terms of the depth of analysis provided. The ‘Performance on
a Page’ section has been introduced to act as a quick reference point for
progress against all NHS Constitutional, national and local measures whilst
exception reporting is now aligned to the ‘One Liverpool Plan’ and risks to
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delivery of its key thematic areas of Population Health & Prevention,
Integrated Community Services and Acute & Specialist Services.
One of the key aims of this report is to provide a good balance between the
most current local NHS performance data and trends with meaningful insight
into the potential/actual risks to quality, safety and patient care from suboptimal provider performance.
The Corporate Performance Report will continue to draw the Governing
Body’s attention to specific areas of concern/risk in addition to providing
relevant ‘evidential’ assurances on the key mitigating actions taken at both
CCG and provider level to improve. Performance areas which have remained
‘red’ for a period of more than 6 months (particularly NHS Constitutional
Standards) and/or which threaten achievement or delivery of CCG operational
objectives will continue to be reported via the CCG’s Issues Log as opposed to
the Corporate Performance Report.
3.1

March 2019 Performance Summary

The data used and referenced in this report is the most current at the time of
writing. For the month of March 2019 the latest available data relates to
November and December 2018 and this period therefore forms the basis of
the analysis throughout.
For March 2019, the CCG has maintained good performance against thirteen
of the NHS Constitutional standards including cancer waiting times, Estimated
Dementia Diagnosis rates and key mental health measures such as Early
Intervention in Psychosis (EIP). Liverpool providers also continue to make
good progress against IAPT waiting times (6 weeks and 18 weeks), C.difficile
rates and mixed sex accommodation breaches.
Liverpool CCG continues to face stern challenges in terms of achievement of
Referral to Treatment targets for both 18-week and 52-week measures in
addition to sub-optimal performance against E-referral utilisation, IAPT
(recovery and access), HCAI (E-coli and MRSA) and the 1% diagnostic target.
Poor performance against two key cancer measures (62 days and 2-week
referral wait times) has been consistent throughout the financial year, with
both standards failing year-to-date and showing little or no sign of
improvement. These areas of performance have been placed on the CCG’s
‘Issues Log’ as at 4th March 2019 for enhanced monitoring and oversight of
mitigating actions.
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4.

NHS CONSTITUTION PERFORMANCE ON A PAGE
ON TARGET

% of patients receiving definitive treatment within 1 month of a cancer diagnosis
% of patients receiving subsequent treatment for cancer within 31 days (drug treatment)
% of patients receiving subsequent treatment for cancer within 31 days (radiotherapy treatment
% of patients receiving treatment for cancer within 62 days from an NHS Cancer Screening
Service
% of patients receiving treatment for cancer within 62 days: upgrade their priority
Estimated dementia diagnosis rates (65+)
IAPT waiting times – 6 weeks
IAPT waiting times – 18 weeks
Early Intervention in Psychosis
Care Programme Approach
Number of C.Difficile infections
Mixed sex accommodation

NOT ON TARGET with POSITIVE
trend
IAPT: % of people who receive psychological
therapies – roll out
Incomplete pathways + 52 weeks

NOT ON TARGET with FLAT or
NEGATIVE trend
% of incomplete pathways within 18 weeks
% of patients waiting + 6 weeks for a
diagnostic test
E-referrals Utilisation
% of patients seen within two weeks for an
urgent GP referral for suspected cancer
% of patients seen within 2 weeks for an
urgent referral for breast symptoms
% of patients receiving subsequent treatment
for cancer within 31 days (Surgery)
% of patients receiving 1st definitive treatment
for cancer within 62 days of cancer diagnosis
IAPT: % of people who finish treatment having
attended at least 2 treatment contacts and are
moving to recovery
Number of E-Coli infections
Number of MRSA Bacteraemia
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5. EXCEPTION REPORT – ACUTE AND SPECIALIST SERVICES
5.1 52 week waits link to analysis
Indicator
Referral to Treatment
Incomplete pathway (52
Weeks)

Performance summary up to
January 2019
Last 3 months (LCCG)
Nov 18

Dec 18

13

10

Jan 19
4

YTD
40

RightCare / Core Cities
Peer Group

Potential organisational or
patient risk factors

52-week RTT measure carries
zero tolerance and is therefore
not benchmarked.

CCG is unable to meet statutory duty to
provide patients with timely access to
treatment. Potential quality/safety risks from
delayed treatment ranging from progression
of illness (severity dependent on pathway) to
increase in symptoms/ medication or
treatment required. Risk that patients could
frequently present as emergency cases.

BACK TO TOP
Current issues
•

•
•

Royal Liverpool – reported a total of 7 breaches over the reporting period, attributed to a mix of complexity and capacity requiring Royal ‘site
specific’ surgery and ongoing capacity issues within limb reconstruction service due to consultant gaps. Breaches at Trust also attributed to
growth in referrals in Urology and continued impact from the closure of Aintree Hospital’s Dermatology Service;
Liverpool Women’s Hospital – patient choice to delay treatment due to holiday period in December 2018 has led to a number of breaches.
There is also a residual number of 52-week waits from the Serious Incident declared in February 2018;
Ongoing capacity problems within Bariatric Service.

Actions taken/assurances on performance recovery
•
•
•

Additional service providers now on line for bariatrics. There are, however likely to be further breaches of the 52-week standard due to the
extended pathway length;
Liverpool Women’s Hospital remains on track to declare a ‘zero’ position by March 2019 through a combination of robust Patient Tracking
Lists (PTLs), securing additional capacity (through locum cover) and the commencement of ‘Medinet’ insourcing services;
Royal Liverpool – Trust is currently reviewing the Limb Reconstruction Service and is also undertaking a data quality exercise to ensure only
appropriate patients are commenced on an RTT pathway in line with National guidance. Trust is predicting recovery from 1st April 2019.
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5.2

Diagnostics % patients waiting 6 weeks or more for a diagnostic test link to analysis

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

Performance summary up to
January 2019
Last 3 months diagnostics (LCCG)
Nov18

Dec18

Jan 19

18/19
YTD

2.4%

5.4%

6.45%

4.48%

BACK TO TOP
Current issues

RightCare / Core Cities
Peer Group
LCCG
Position:

9/11

Best:
Worst
Median

0.3%
9.3%
1.9%

*Dec 18 data
8/11 CCG’s in the peer group
failed the standard in Dec 2018

Potential organisational or
patient risk factors
Risk that CCG is unable to meet statutory
duty to8/11
provide patients8/11
with timely access to
treatment. Patient risks from delayed
0.1%access inevitably
0.4%impact on RTT
diagnostic
times 9.4%
leading to a range
of issues from
7.3%
potential progression of illness (severity
1.7%
1.5%
dependent on pathway) to an increase in
symptoms or increase in medication or
treatment required.

•

Providers failing the diagnostic standard in December 2018 include:
- Royal Liverpool – 5.4% (237 breaches) and a decline on November 2018 position of 1.3%;
- Aintree – 5.3% (303 breaches) and a decline on November position of 3.3%;
- Liverpool Women’s – 4.5% (9 breaches) also decline on November position of 2.8%;
- Liverpool Heart & Chest– 17.7% (221 breaches) a decline on November position of 17.2%.

•

Issues remain within endoscopy and cardiac imaging. Performance at Royal Liverpool endoscopy has deteriorated due to changes to the insourcing contract (a new provider commenced insourcing in February 2019). This has led to a reduction in capacity during the transition
arrangements in addition to the impact of the holiday period;
There have been delays in the procurement of the CT / MRI at LHCH which have impacted performance.

•

Actions taken/assurances on performance recovery
•

•
•

Liverpool Heart & Chest CT scanner expected to be operational in May 2019 with MRI operational by July 2019. A significant improvement in
Trust performance is anticipated once both are fully operational. Additional capacity at weekends and 7-day provision has commenced in
February 2019 utilising current infrastructure and mobile scanning to improve performance;
Royal Liverpool’s (new) endoscopy provider is fully operational with effect from February 2019;
Liverpool Women’s performance expected to show improvement following locum consultant recruitment.
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5.3 E-referrals Utilisation link to analysis
Indicator
NHS e-Referral Service
(e-RS): Utilisation Coverage

Performance summary up to
January 2019
Last 3 months utilisation performance
(LCCG)
Oct 18

Nov 18

Dec 18

18/19
YTD

66.8%

64.8%

60.8%

60.6%

RightCare / Core Cities
Peer Group
LCCG
Position:

10/ 11

Best:
Worst
Median

121%
53%
85%

*Oct 18 data

Potential organisational or
patient risk factors
Patients may be unable to access a ‘first
9/11 appointment’8/11
outpatient
of their choice 8/11
CCG does not ensure equity of access
0.3%
0.1%
0.4%
where all patients are referred via one
9.3%
9.4%
single process and fails ambition to 7.3%
1.9%
achieve
shorter referral1.7%
to treatment 1.5%
times.

BACK TO TOP
Current issues
• Issues are mainly relation to the data source which is no longer fit for purpose. The ‘Paper Switch Off’ has been successful with all
referrals to lead consultant ‘first outpatient’ services being made via e-RS;
• In terms of the ‘Paper Switch Off’, the revised NHS Standard Contract is concerned with referrals being made via e-RS (as opposed
to the booking of appointments). Until the data source is changed the current reporting mechanism will not reflect true performance
against this measure.
Actions taken/assurances on performance recovery
NHS England and NHS Digital are currently working towards using Secondary Uses Service (SUS+) as the measure used to enable
and ensure compliance with the NHS Standard Contract (SUS is the single, comprehensive repository for healthcare data in England
which enables a range of reporting and analyses to support the NHS in the delivery of healthcare services).
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5.4 NWAS – Paramedic & Emergency Service (PES)
Indicator
Category 1, 2, 3 & 4
performance

BACK TO TOP

Performance summary up to end North West Position
October 2018
Cat 1 mean
Cat 1 90%
Cat 2 mean
Cat 2 90%
Cat 3 90%
Cat 4 90%

Nov 18
00:07:06
00:11:51
00:22:52
00:51:33
02:49:19
03:14:05

Dec 18
00:07:15
00:11:26
00:28:25
01:10:01
03:22:07
03:43:32

Jan 19
00:07:06
00:11:56
00:25:29
00:57:48
02:42:18
03:25:00

2018/19 in Jan 2019: Calls
L’pool -8.3%
(NWAS -1.1%) and Incidents L’pool -2.8%
(NWAS -0.4%) against plan

Cat 1
Cat 2
Cat 3
Cat 4

Mean
00:07:51
00:26:24
-

90%
00:13:06
00:57:00
03:04:09
03:39:37

Targets: Cat 1 mean <7mins & 90% at
<15 mins; Cat 2 mean <18 mins & 90%
at < 40 mins; Cat 3 90% at 120 mins;
and Cat 4 90% at 180 mins.

Potential organisational or
patient risk factors
Longer than acceptable response times
for emergency ambulances impacting on
timely and effective treatment and risk of
preventable harm to patient. Likelihood of
undue stress, anxiety and poor care
experience for patient (and for family
members) as a result of extended waits.
Impact on patient outcomes for those
who
require
immediate
lifesaving
treatment.

North West performance in
January 2019

Current issues
1. Further beneficial changes in EOC processes and procedures are expected to continue to improve call pick up and dispatch times. Additional
VAS resources have been deployed and the next major phase is implementation of the full rostering review across NWAS. This review is
fundamental to aligning service capacity to demand although it is anticipated that the full benefits of the roster review will not be seen until
2020/21 (partial implementation likely in Q4 2019/20);
2. Achievement and sustainability of 30-minute total hospital turnaround, which currently remains at circa 33 minutes overall. Efforts continue
across Trusts to reduce average turnaround times, the numbers of extreme long delays (over one hour) and eliminate the cohorting of patients
in corridors in line with national policy direction.

Actions taken/assurances on performance recovery
•
•
•

•

Recovery plan & trajectories agreed are being monitored with some improvement in ARP delivery being noted;
Additional North West CCG investment of £7.6M to support service transformation and additional ARP capacity agreed;
System commitment to reduce hospital turnaround delays to target maximum of 30 minute interventions continue to be targeted at six Trusts including
Aintree University Hospital.
The national pilot to manage an alternative way of managing inter-facility transfers and HCP calls, with the intention of reducing delays and providing a
more appropriate response went live at the beginning of December. Details of the new pilot system can be found at www.nwas.nhs.uk/professionals ,
where dedicated pages will guide health care professionals through the new processes with downloadable materials and guides available.
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5.5 Incidence of Healthcare Infections – MRSA link to analysis
Indicator
Incidence of Healthcare
Acquired Infections: MRSA

Performance summary up to
January 2019

RightCare Peer Group

Last 3 months
Nov 18
0

Dec18
1

Jan 19
1

Monthly plan tolerance of 0

1819 YTD
8

N/A

Potential organisational or
patient risk factors
HCAIs pose a serious risk to patients,
staff and visitors. They can incur
significant costs for the NHS and cause
significant morbidity to those infected. As
a result, infection prevention and control
is a key priority for the CCG and the NHS
as a whole.

BACK TO TOP
Current issues
•
•

One incidence of MRSA reported against Liverpool CCG in January 2019. Three of these cases are apportioned to acute trust (one at Aintree
and two at RLBUHT). Five are apportioned to non-acute trust (community acquired);
One case of MRSA was reported in January 2019 at provider catchment level (Aintree). Year-to-date there have been four cases of MRSA
reported at Liverpool providers (catchment level) by Aintree and the Royal Liverpool Hospital.

Actions taken/assurances on controls
•
•
•
•

The CCG’s Quality Team continues to collate all data for MRSA bacteraemia incidents and tracks all cases for LCCG patients and LCCG
providers (where LCCG is the lead commissioner);
All MRSA bacteraemia cases are subject to robust multidisciplinary Post Infection Review (PIR). Any actions identified in relation to any lapses in
care are monitored to completion by the CCG via the Datix system;
Learning from reviews is shared via the LCCG hosted IPC network which is a bi monthly network attended by LCCG provider IPC leads. Learning
(as appropriate) can also be fed into the NHS England hosted regional HCAI meetings and also into care home forums;
The January 2019 case has been reviewed with ‘limited learning’ identified as part of the review process. The case raised questions as to how to
manage a homeless person who is non-compliant with taking prescribed antibiotic medication. The homeless team and the shelter involved
agreed to meet to develop a bespoke medicines administration pathway with the aim of improving the individual’s compliance with medicines
regimen.
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5.6 Incidence of Healthcare Infections – E-Coli link to analysis
Indicator

Performance summary up to
January 2019

Incidence of Healthcare
Acquired Infections: E-Coli

Last 3 months

BACK TO TOP
Current issues
•
•

RightCare Peer Group

N/A

Nov 18

Dec 18

Jan 19

18/19 YTD

38

34

31

408

E-Coli Annual plan of 398 for 2018/19
(monthly plan of 33)

Potential organisational or
patient risk factors
HCAI pose a serious risk to patients,
staff and visitors. They can incur
significant costs for the NHS and cause
significant morbidity to those infected.
As a result, infection prevention and
control is a key priority for the CCG and
the NHS as a whole.

For the month of January 2019 a total of 31 reported incidences of E-Coli were assigned to Liverpool CCG against a monthly plan of 33. This
brings the year to date total to 408 against a plan of 330;
Liverpool CCG is already exceeding the total 2018/19 target of 398 cases.

Actions taken/assurances on controls
•

•

•

E. coli is the most common causative organism in Gram-negative blood stream infections (GNBSI) and LCCG is refocusing work locally to make
the best use of resources which will enable the CCG to flex and adapt to meet the needs of the Liverpool population and target areas in the
greatest need for improvement (work continues via the North Mersey GNBSI steering group and the associated task and finish groups);
Liverpool CCG continues to work collaboratively using a ‘whole health economy approach’ with key partners and stakeholders to share ideas, best
practice and lessons learnt (whilst also taking opportunities at a national level to share learning and best practice).
Joint working with Local Authority colleagues to target education towards elderly people who live in their own homes (in terms of hydration and
prevention of urinary tract infections). Evidence suggests that this is the largest cohort of patients with these infections and they have limited
contact with health services and therefore improvement actions are difficult to implement and measure via the CCG. The requirement for this
improvement activity continues to be explored via the steering group and engagement with Liverpool colleagues. Meaningful engagement with
Primary Care is needed to address prevention, clinical diagnosis and treatment/anti-microbial resistance of urinary tract infections and the CCG
AMR lead will be taking the lead to ensure this takes place.
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6.
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 CCG’s Quality,
Safety and Outcomes Committee (QSOC) has a well-established ‘Early
Warning Dashboard’ which provides a robust system for the CCG to identify
risks and issues relating to patient safety and quality at the earliest
opportunity. The dashboard covers all NHS trusts within the Merseyside area
and draws information and data from a range of sources including the Care
Quality Commission (CQC), NHS Improvement (NHSI), Local Authorities,
primary care and patient feedback.
6.1

Care Quality Commission Inspection 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.
Since the January 2019 Governing Body meeting, the following CQC reports
have been published in relation to Liverpool providers and/or Liverpool GP
surgeries:
Key:




Good
Requires improvement
Inadequate
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6.1.1 Marybone Health Centre
Overall Ratings

Overall
Good

Population group ratings

Safe?



Responsive?



Older people



Working age



Effective?



Well-led?



Long term conditions



Vulnerable people



Caring?



Report date
01/02/2019

Families, children &
young people



Poor mental health



Key Findings •
•
•

•

The practice had clear systems to manage risk so that safety incidents were less likely to happen.
When incidents did happen, the practice learned from them and improved their processes;
The practice routinely reviewed the effectiveness and appropriateness of the care it provided. It
ensured that care and treatment was delivered according to evidence- based guidelines;
Noted as an area of ‘outstanding practice’ Marybone Health Centre had the support of a Diabetic
Specialist Nurse Consultant who was employed to coordinate and streamline care for students and
complex diabetics;
Also noted as ‘outstanding’, the practice had a senior GP who worked closely with YPAS (Young
Person’s Advisory Service), attending monthly meetings with a multi-disciplinary team working for
children and young people;

The full report can be accessed and downloaded from the CQC via:
https://www.cqc.org.uk/sites/default/files/new_reports/AAAH9084.pdf

6.1.2 Kensington Health Centre
Overall Ratings

Overall
Good

Population group ratings

Safe?



Responsive?



Older people



Working age



Effective?



Well-led?



Long term conditions



Vulnerable people



Caring?



Report date
25/02/2019

Families, children &
young people



Poor mental health



Key Findings •

•

•
•

The practice had a good track record on safety. There were comprehensive risk assessments in
relation to safety issues. The practice monitored and reviewed safety using information from a range of
sources. The practice learned and made improvements when things went wrong;
The practice had a comprehensive programme of quality improvement activity and routinely reviewed
the effectiveness and appropriateness of the care provided. Where appropriate, clinicians took part in
local and national improvement initiatives;
Quality and operational information was used to ensure and improve performance. Performance
information was combined with the views of patients;

The practice should improve the identification of carers to enable this group of patients to
access the care and support they need.

The full report can be accessed and downloaded from the CQC via
https://www.cqc.org.uk/sites/default/files/new_reports/AAAJ1072.pdf
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6.1.3 Green Lane Medical Centre
Overall Ratings

Overall
Good

Population group ratings

Safe?



Responsive?



Older people



Working age



Effective?



Well-led?



Long term conditions



Vulnerable people



Caring?



Report date
11/01/2019

Families, children &
young people



Poor mental health



Key Findings •

•
•

•
•

The practice had clear systems to manage risk so that safety incidents were less likely to happen.
When incidents did happen, the practice learned from them and improved their processes. However,
further improvements could be made by increasing the scope of incidents and near misses reflected
and documented by the practice;
The practice routinely reviewed the effectiveness and appropriateness of the care it provided. It
ensured that care and treatment was delivered according to evidence- based guidelines;
Information about services and how to complain was available but further information about how the
practice would respond was only given verbally. The standard of documented responses and
information for verbal and written complaints was inconsistent.
There was a strong focus on continuous learning and improvement at all levels of the practice;
The practice should review the standards of complaint audit documentation and have a written leaflet
explaining to patients what will happen when they complain to the practice and who to make their
complaint to if they did not wish to complain to the practice directly.

The full report can be accessed and downloaded from the CQC via
https://www.cqc.org.uk/sites/default/files/new_reports/AAAH8365.pdf

7. Quality Premium 2018/19 Position
The Quality Premium paid to CCGs in 2019/20 reflects the quality of the health
services commissioned in the financial year and will be based on measures
that cover a combination of national and local priorities and on delivery of
gateway tests.
As at January 2019 Liverpool CCG is failing the two required NHS Constitution
measures of Referral to Treatment (RTT) and the 62-day cancer waiting time
standard (urgent GP referral to first definitive treatment). Although the CCG
remains on track to achieve three National Quality indicators and ‘RightCare’
indicators, non-achievement of the two NHS Constitutional measures at the
end of the financial year would reduce the Quality Premium award for 2018/19
by 100% for 2018/19. The updated Quality Premium dashboard for 2018/19
can be found as Appendix 5.
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APPENDIX 1
NHS Constitutional Measures - Detailed Performance Analysis
Referral to Treatment – 52 Weeks Waits BACK TO TOP
Indicator

Referral to Treatment
Incomplete pathway (52
Weeks)

Performance summary

RightCare Peer Group

Last 3 months (LCCG)
Nov 18

Dec 18

Jan 19

13

10

4

N/A

Narrative/current issues

Mandate: no-one waits more than 52 weeks to receive treatment from the date of referral
There were 4 Liverpool CCG patients waiting over 52 weeks as at January 2019 - 2 of these
were at Liverpool Women’s Hospital (gynaecology).
There were also 2 patient breaches reported at the Royal Liverpool & Broadgreen occurring in
General Surgery (upper GI surgery). Both patients have since received their treatment in early
February 2019.
At provider catchment level, the latest published data available is December 2018 and shows
that Liverpool Women’s Hospital reported 11 breaches of the 52-week standard in December
2018; 7 were Liverpool CCG patients, 1 South Sefton CCG patient with the remaining 3 from
other CCGs within the region (these ‘long waiters’ are part of the cohort for which the Trust
declared a ‘Serious Incident’ in February 2018). Root Cause Analyses (RCAs) are underway for
all 52 week breaches and Liverpool, Women’s has stated that the 52 week wait position will not
be fully resolved until the end of Q4 2018/19.
There were also 6 reported 52-week waiters at the Royal Liverpool & Broadgreen in December
2018. One was a Liverpool CCG patient whilst the other five were registered with other CCGs in
the region. All breaches were in T&O (limb reconstruction) and have been attributed to capacity
issues within the directorate. All patients have since been treated with the exception of one who
is scheduled for surgery in March 2019.
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Referral to Treatment – 18 Weeks BACK TO TOP
Indicator

Referral to Treatment
Incomplete pathway (18
Weeks)

Performance summary

RightCare Peer Group

Last 3 months RTT (LCCG)
Nov 18

Dec 18

Jan 19

YTD

86.6%

85.74%

85.4%

86.7%

data for STHK is missing due to the
implementation of a new PAS – expected to
be included by Q4

LCCG Position:

8/11

Best:

93.8%

Worst

81.6%

Median

88.1%

*Dec 18 data
8/11 CCG’s in the peer group
failed the standard in Dec 18

Narrative/current issues

Liverpool CCG has again failed the 92% standard with January 2019 performance at 85.4%. The
CCG therefore remains as ‘red’ overall against this key constitutional measure. Performance
remains significantly short of the national target of 92% and has shown a slight decline since
November 2018 (LCCG last achieved the 92% RTT standard in July 2016). In December 2018 9
out of 12 CCGs across Cheshire and Merseyside failed the standard (published data is a month
in arrears).
As at January 2019 there were 33,040 active waiters* with 4,819 patients waiting over 18 weeks
(432 of this cohort waiting over 36 weeks and 4 were over 52 weeks). The largest numbers of
breaches continue to be evident in Ophthalmology, Dermatology and Trauma & Orthopaedics
and these specialties remain the most challenged in terms of achieving the standard.
The mandate in the 2018/19 planning guidance is to ensure that by March 2019 the waiting list is
sustained at or lower than March 2018.
Data for January 2019 shows that the total waiting list has increased compared to December
2018 to 33,040 (this increase in Dec 18 and Jan 19 is due to the resumption of St Helens and
Knowsley Hospital data submissions). During January 2019, the 18 week + backlog increased
(from 4,706 in December to 4,819 in January). The issues affecting CCG performance are
directly related to the consistent breaches in performance at specific providers – more notably
the Royal Liverpool in terms of RTT and more recently Liverpool Women’s.
The chart below provides a breakdown of Liverpool CCG’s RTT performance over the period
August 2017 to January 2019:
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LCCG incomplete pathways trend
35,000
32,500
30,000
27,500
25,000
22,500
20,000
17,500
15,000
12,500
10,000
7,500
5,000
2,500
Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

May-18

Apr-18

Mar-18

Feb-18

Jan-18

Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

+18 weeks
Total Incomplete pathways

within 18 weeks
Linear (Total Incomplete pathways)

*Please note that data for from April 2018 to Nov 2018 does not include figures for St Helens and
Knowsley. This accounts for approximately 1200 incomplete pathways. Figures from Dec 18 onwards
contain St Helens and Knowsley data

The latest published data for provider catchment level is for December 2018 and can be
summarised as follows:
The Royal Liverpool Hospital failed to achieve 92% standard in December 2018 with
performance at 80.6%, a decline on November 2018 (81.8%). This equates to 5,583 patients
waiting over 18 weeks for treatment. There are currently 8 out of 13 specialties that are failing
the standard. The poorest performing specialties are Urology (75.2%), T&O (74.9%),
Dermatology (76.5%) and Ophthalmology (75.1%).
Liverpool Women’s Hospital failed to achieve the 92% standard in December 2018 with
performance at 85.9%, a decline on November 2018 (87.2%). This equates to 747 patients
waiting over 18 weeks. The breaches are in gynaecology and the performance issues are as a
result of the incident relating to overdue follow up patients.
Aintree also failed to achieve the 92% standard in December 2018 with performance at 89.6% a
small decline on November 18 (90%).This equates to 1,788 patients waiting over 18 weeks for
treatment. The provider currently has 9 out of 15 specialties failing the standard. The poorest
performing specialties are Gastroenterology (76.7%), Thoracic Medicine (77.8%) and T&O
(81.8%). All other Liverpool Providers achieved the 92% standard in December 2018.
National RTT average performance for December 2018 was 86.6%.
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Diagnostics BACK TO TOP
Indicator

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

Performance

RightCare Peer Group

Last 3 months diagnostics (LCCG)
Nov 18

Dec 18

Jan 19

18/19
YTD

2.4%

5.4%

6.45%

4.48%

LCCG
Position:
Best:
Worst
Median

9/11
0.3%
9.3%
1.9%

*Dec 18 data
8/11 CCG’s in the peer
group failed the standard
in Dec 2018

Narrative/current issues

Liverpool CCG failed the 1% diagnostic standard for January 2019 with performance at 6.45% this was a further decline in performance on December 2018 (4.4%). As at January 2019, 546
patients were waiting over 6 weeks (10 of which were over 13 weeks).
Analysis of the CCG breaches of the standard for January 2019 shows that they continue to be
predominantly at the Royal Liverpool Hospital (although performance had improved significantly
at the Trust over recent months). The well documented issues in endoscopy at the Royal
Liverpool Hospital saw 230 Liverpool CCG patients waiting over 6 weeks in January 2019.
January 2019 data also highlights patient breaches in CT (57 patients) and cardiology –
echocardiography (57 patients). Performance at RLBUHT (in particular within endoscopy) has
deteriorated due to a change in the in-sourcing contract, with a new provider commencing in
February 2019. Although there has been a reduction in capacity during the transition
arrangements, it is anticipated that once in place an additional 16 sessions per week will be
provided and the position will improve once full capacity is restored. Cardiac imaging is being
provided by mobile facility on the Broadgreen site.
In addition to the above issues there has been reduction in capacity and patient choice due to
the impact of Christmas and New year period.
Liverpool CCG patients were also waiting longer than the standard at Liverpool Heart and
Chest (99 patients) and Aintree (75 patients). Both providers have challenges in imaging
services with Aintree also experiencing breaches in endoscopy and imaging.
National performance for diagnostics in December 2018 averaged 3.3%. The latest published
data for provider catchment level is for December 2018 and can be summarised as follows:
The Royal Liverpool Hospital had demonstrated visible signs of recovery and improvement
over recent months, however December 2018 performance against the 1% was 5.4%. A total of
237 patients waiting longer than the 6-week standard. Breaches have been observed in CT
imaging and endoscopy. Performance for endoscopy has deteriorated due to a change in the insourcing contract, with a new provider commencing in February 2019.
Liverpool Heart & Chest reported performance in December 2018 to be 17.7% (221 patients
waiting over 6 weeks). This is a small decline on the previous month’s performance and was
predicted to decline due to the holiday period. The provider has experienced significant increase
in demand for specialised cardiac CT and MRI scans and currently does not have the capacity to
meet this increased demand. A business case to expand both CT and MRI capacity has been
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approved but will not be fully operational until May 19 for CT and August 19 for MRI. Additional
capacity has already been hired and put into place but is insufficient to fill the gap.
Liverpool Women’s reported performance in December 2018 to be 4.5% (9 patients waiting
over 6 weeks). Issues are mainly in urodynamics, cystoscopy and non-obstetric ultrasound.
Aintree also failed the standard with performance in December 2018 at 5.3%. There were a total
of 303 patients waiting over 6 weeks. Issues are mainly in endoscopy however, there are also
some long waits in imaging.
All other Liverpool Providers achieved the 1% standard in December 2018.

E-Referral Utilisation BACK TO TOP
Indicator
NHS e-Referral Service (eRS): Utilisation Coverage

Performance summary

RightCare Peer Group

Last 3 months (LCCG)
Oct 18

Nov 18

Dec 18

66.8%

64.8%

60.8%

LCCG Position:
Best:
Worst
Median

10/ 11
121%
53%
85%

*e-refs utilisation report Oct 18
data

Narrative/current issues

The national ambition is that E-referral utilisation coverage should be 100% by the end of Q2
2018/19.
The latest e-referral utilisation data for Liverpool CCG is for December 2018 and reports
performance to be 60.8%. Performance has declined on recent months and remains significantly
below the national position of 92% and the Cheshire and Merseyside position of 79%. (Oct 2018
data).

Cancer Waiting Time Standards (6 measures out of 9 met) BACK TO TOP
Indicator
Cancer Waiting Times

Performance summary

RightCare Peer Group

Last 3 months (LCCG)
Oct 18

Nov18

Dec18

1819 YTD

6/9

4/9

5/9

6/9

N/A

Narrative/current issues

In December 2018, the CCG achieved 5 out of the 9 of cancer standards (2018/19 YTD 6 out of
9):
% of patients receiving definitive treatment within 1 month of a cancer diagnosis Liverpool CCG achieved 96.76% against a target of 96%. The Royal Liverpool (91.3%)
and Liverpool Women’s (95.24%) failed the standard in December 2018. All other
Liverpool providers achieved this standard in December 2018. YTD performance for
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Liverpool CCG is 97%;
% of patients receiving subsequent treatment for cancer within 31 days (drug
treatment) - Liverpool CCG achieved 98.8% against a target of 98%. All Liverpool
providers achieved this standard in December 2018. YTD performance for Liverpool CCG
is 99.5%;
% of patients receiving subsequent treatment for cancer within 31 days
(radiotherapy treatment) - Liverpool CCG achieved 98.5% against a target of 97.9%. All
providers achieved this standard in December 2018. YTD performance for Liverpool CCG
is 97.9%
% of patients receiving treatment for cancer within 62 days from an NHS Cancer
Screening Service - Liverpool CCG achieved 94.1% against a target of 90%. The Royal
Liverpool (82.9%), Aintree (85.7%) and Clatterbridge (33.3%) failed to achieve the
standard. Performance can be adversely affected by extremely small numbers for this
indicator. All other Liverpool providers achieved this standard in December 2018. YTD
performance for Liverpool CCG is 85.2%;

% of patients receiving treatment for cancer within 62 days: upgrade their priority
Liverpool CCG achieved 100% against a local target of 85%. All Liverpool providers
achieved this standard in December 2018. YTD performance for Liverpool CCG is 86%

Cancer Waiting Time Standards (3 out of the 9 standards not met)
BACK TO TOP
Indicator
Cancer Waiting Times

Performance summary

RightCare Peer Group

Last 3 months (LCCG)
Oct 18

Nov 18

Dec 18

3/9

5/9

4/9

1819
YTD
3/9

N/A

Narrative/current issues

In December 2018, the CCG failed 4 out of the 9 cancer standards: (2018/19 YTD 3 out of 9)
% Patients seen within two weeks for an urgent GP referral for suspected cancer Liverpool CCG achieved 92.1% against a target of 93%. All local providers achieved this
standard in December 2018 with the exception of the Royal Liverpool and Broadgreen
(91.4%) and Aintree (88.2%) %). Year-to-date (YTD) performance for Liverpool CCG is
91%;
% of patients seen within 2 weeks for an urgent referral for breast symptoms Page 19 of 38
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Liverpool CCG achieved 89.9% (20 breaches) against a target of 93%. All local providers
achieved this standard in December 2018 with the exception of Aintree (66.67%). YTD
performance for Liverpool CCG is 95.1%;
% of patients receiving subsequent treatment for cancer within 31 days (Surgery) Liverpool CCG achieved 88.9% against a target of 94%. All Liverpool providers with the
exception of the Royal Liverpool (72.2%) and Aintree (90.5%) achieved this standard in
December 2018. YTD performance for Liverpool CCG is 95.6% (achieving);
•

% of patients receiving 1st definitive treatment for cancer within 62 days of cancer
diagnosis- Liverpool CCG achieved 76.25% (19 breaches) against a target of 85%. The
Royal Liverpool and Broadgreen (76.52% - 13.5 breaches), Liverpool Women’s (66.67% –
2 breaches), Aintree (79.19% - 10 breaches) and Clatterbridge (51.17%) all failed the
standard in December 2018. Complex pathways, late referrals and low numbers of
patients affecting performance levels are cited as the main reason for breaches of the
standard. YTD performance for Liverpool CCG is 74.3% and is some distance away from
the national target. National position for December 2018 was reported to be 81.04%

A&E Waits BACK TO TOP
Indicator

Performance summary

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

RightCare Peer Group

Last 3 months A&E (LCCG)
Nov18

Dec18

Jan 19

18/19
YTD

88.2%

87.5%

86.7%

88.8%

LCCG
Position:
Trend:
England:

th

4 /11*

88/195*

*CCG IAF data Oct 18

Narrative/current issues

Liverpool CCG failed the A&E target with January 2019 performance at 86.7% against the
national standard of 95% (all types). This represents a decline in performance compared the
previous month. Year-to-date performance stands at 88.8%.
A breakdown of the CCG performance in 2018/19 is illustrated in Table 1 below:

Month

Total A&E
attendances

within 4
hours

+4 hour
breaches

Performance
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April
May
June
July
Aug
Sep
Oct
Nov
Dec
Jan

29,046
31,749
29,559
30,241
25,905
26,299
29,764
29,915
29,391
29,305

26,080
28,549
26,478
27,199
23,294
23,117
26,427
26,397
25,722
25,412

2,966
3,199
3,081
3,042
2,611
3,182
3,337
2,518
3,673
3,893

89.8%
89.9%
89.6%
89.9%
89.9%
87.9%
88.8%
88.2%
87.5%
86.7%

YTD

291,174

258,675

31,502

88.8%

At provider level, January 2019 performance (all types) shows that the Royal Liverpool
Hospital (84.3%), Aintree University Hospital* (87.5%) and Alder Hey (92.1%) failed the 95%
threshold (all types). Liverpool Women’s Hospital (98.7%) achieved the standard.
An analysis of ‘Type 1’ activity only during January 2019 highlights that Royal Liverpool
Hospital achieved 67.05% and Aintree University Hospital achieved 77.7%. Alder Hey only
counts ‘Type 1’ activity and Trust performance therefore remains at 92.1%.
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.
Despite inclusion of this activity for both the Royal Liverpool and Aintree, performance is still
some way off the 95% target. There were, however 0 (zero) 12 hour breaches reported by
Liverpool Providers in January 2019.
In terms of the year-to-date position for Liverpool Trusts 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 2018/19 performance by type
Provider
Type 1
Alder Hey
94.67%
Aintree
75.1%
Liverpool Women’s
Royal Liverpool Hospital
69.5%

Type 2

97.9%
99.3%

Type 3
99.7%*

Total performance.
94.67%
86.5%*

100%

87.3%

*includes mapped type 3 activity

The national picture for January 2019 shows that only 4 out of 134 reporting trusts with Type 1
departments achieved the 95% standard (all Types) during the month. National performance for
January 2019 was 76.1% for Type 1 and 84.4% for ‘all types’.
Dementia Diagnosis BACK TO TOP
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Indicator

Estimated Dementia
Diagnosis: % of people
aged over 65

Performance summary

RightCare Peer Group

Last 3 months dementia diagnosis
Nov 18

Dec18

Jan 19

YTD

69.6%

69.1%

68.5%

68.5%

LCCG
Position:

4/11*

Trend:
England:

88/195*

CCG IAF data Aug18

Narrative/current issues

For January 2019 the CCG continues to achieve the measure with performance reported at
68.5% against the national target of 66.7%. Over recent months, however performance is on a
downward trajectory and is below the local target of 70%. Despite this deterioration Liverpool
CCG remains above the national average of 67.9% for January 2019.

IAPT 6 Week BACK TO TOP
Indicator

Performance summary

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

Last 3 months

RightCare Peer Group

Sep 18

Oct 18

Nov 18

YTD

98.75%

100%

98%

98%

N/A

Narrative/current issues

National data for November 2018 for the percentage of patients who received their first treatment
appointment within 6 weeks of referral is 98% against a target of 75%.

IAPT 18 Week Waits BACK TO TOP
Indicator

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

Performance summary

RightCare Peer Group

Last 3 months
Sep 18

Oct 18

Nov18

YTD

100%

100%

100%

100%

N/A

Narrative/current issues

National data for November 2018 for percentage of patients who received their first treatment
within 18 weeks of referral is 100% against a target of 95%.

IAPT Access BACK TO TOP
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Indicator

Performance summary

IAPT (Access) -% of people
who receive psychological
therapies (Quarterly
Measure 3.75%)

Last 3 Financial Quarters

RED

TREND

RightCare Peer Group

Q4

Q1
2018/19

Q2
2018/19

Sep to Nov
2018/19

2.9%

2.9%

3.16%

3.66%

**IAPT data reported in the dashboard and
RAG scores relates to national published
financial quarter performance.

LCCG
Position:

11/11*

Trend:
England:

190/195*

* CCG IAF data Nov 18 (Q1 1819
data)

Narrative/current issues

National data for the rolling quarter (September to November 2018) indicates that Liverpool CCG
remains below the target of 4.2% with performance at 3.64%. However, this is an improvement
on the previous rolling quarter (3.44%).
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 (November 2018 to January 2019) performance is
remains static and below the standard of 4.2% with performance at 3.64%. Performance for the
financial year 2018/19 is forecasting to be 13% and therefore some way below the 17% national
standard.

IAPT Recovery (Quarterly Measures) BACK TO TOP
Indicator

Performance summary

IAPT (Recovery) - % of
people who finish
treatment having attended
at least two treatment
contacts and are moving to
recovery

Last 3 Financial Quarters

RightCare Peer Group

Q4

Q1
2018/19

Q2
2018/19

Sep to Nov
2018/19

46.2%

49.7%

44.84%

43.96%

**IAPT data reported in the dashboard and
RAG scores relates to national published
financial quarter performance.

LCCG
Position:

7/11*

Trend:
England:

153/195*

*CCG IAF data Nov 18 (Q1 1819
data)

Narrative/current issues

National data for the ‘rolling’ quarter (September to November 2018) indicates that Liverpool
CCG’s performance has declined and remains below the 50% target at 43.96%.
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’ (November 2018 to January 2019) performance
is reported to be 49.6% an increase on previous reporting period (47.4%) and only marginally
below the target of 50%.

Care Programme Approach BACK TO TOP
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Indicator

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

Performance summary

RightCare Peer Group

Last 3 months CPA
Q1

Q2

Q3

YTD

96.6%

93.59%

96.27%

95.6%

LCCG
Position:
Best:
Worst
Median

6/11
100%
81%
95.4%

Benchmarking based on Q3 2018/19
published data

Analysis

For Quarter 3 2018/19, Liverpool CCG has achieved 95.6% against the 95% standard. This is an
improvement in performance on Q2 2018/19 in which the CCG achieved 93.6% and failed to
achieve the target. However, the year to date position see’s the CCG achieving the standard
with performance at 95.36%.
The latest published data for provider catchment level is for Q3 2018/19. For this period, Mersey
Care achieved the 95% standard with performance at 98%. Nationally the performance for Q3
was 95.5%.

Early Intervention in Psychosis (EIP) BACK TO TOP
Indicator

% 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

Performance summary

RightCare Peer Group

Last 3 months EIP
Oct 18

Nov 18

Dec 18

55%

91.6%

56.5%

1819
YTD
59.14%

Note – the ‘spike’ in performance in Nov 2018 was
due to 11 out 12 patients (91.6%) starting
treatment within 2 weeks. In December 2018 this
fell to 13 out of 23 (56%).

LCCG
Position:

11/11*

Best:

100%

Worst

56.5%

Median

83.3%

Benchmarking based on Dec 18
published data

Narrative/current issues

December 2018 performance for Liverpool CCG saw 56.5% (YTD 59.14%) of patients treated
within 2 weeks of referral for first episode psychosis against the 2018/19 standard of 53%
Analysis of the incomplete pathways (i.e. waiting list) shows that in December 2018 for Liverpool
CCG 95.4% of patients were waiting over 2 weeks. This equates to 42 out of 44 people who are
still waiting to start treatment having already waited over 2 weeks.
At provider level the latest data available is for December 2018. Analysis of December 2018
performance for Mersey Care showed that 57.58% of patients were treated within 2 weeks of
referral for first episode psychosis (above the 53% standard). Nationally, the December 2018
position for the proportion of people treated within 2 weeks was 76.2%.
In terms of provider performance (Mersey Care) for incomplete pathways, the end of December
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2018 saw 91.3% of people waiting over 2 weeks to start a NICE recommended package of care.
This equates to 53 out of 58 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 2018 was 58%.

Mixed Sex Accommodation BACK TO TOP
Indicator

Mixed sex accommodation
breaches

Performance summary
Last 3 months
Oct18
Nov18
0

RightCare Peer Group

Dec18

1819 YTD

0

3

0

N/A

Monthly plan tolerance of 0

Narrative/current issues

Performance for December 2018 showed that there were zero (0) breaches of the mixed sex
accommodation indicator for Liverpool CCG. Year-to-date there have been three breaches for
Liverpool CCG patients. These occurred at University College Hospital London (1) and Wirral
University Hospital (2). For the period April to December 2018, only one mixed sex
accommodation breach has been reported by Liverpool providers (Aintree in June 2018). All
other Liverpool providers have reported 0 (zero) breaches of the standard to date during
2018/19.

HCAIs - Incidence of MRSA BACK TO TOP
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. The figures represent the number of reported cases of MRSA and
C.difficile.

Indicator

Performance summary

Incidence of Healthcare
Acquired Infections: MRSA

Last 3 months
Nov 18
Dec 18
Jan 19
0
1
1
Monthly plan tolerance of 0

RightCare Peer Group

1819 YTD
8

N/A

Narrative/current issues

During January 2019 there has been on reported incidence of MRSA for Liverpool CCG. The
year-to-date total for 2018/19 now stands at 8 cases; three of which are apportioned to acute
trusts (one at Aintree and two at RLBUHT) with the remaining 5 reported as ‘community
acquired’. At Liverpool provider catchment level one case of MRSA was reported in January
2019 (at Aintree Hospitals). Year-to-date there have been 4 hospital acquired cases of MRSA
reported by Liverpool providers (at catchment level). Two of these cases have been reported at
Aintree (one in May 2018 and one in January 2019). A further two cases have been reported at
the Royal Liverpool Hospital in August and October 2018 respectively.

HCAIs - C.difficile BACK TO TOP
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Indicator

Performance summary

Incidence of Healthcare
Acquired Infections:
C. difficile

Last 3 months

RightCare Peer Group

N/A

Nov 18
Dec 18
Jan 19
1819 YTD
9
12
8
101
Annual plan of 137 for 2018/19
Monthly plan of 11

Narrative/current issues

There were 8 new cases of C.diff reported in January 2019 for Liverpool CCG against a monthly
plan of 11. This takes the year-to-date total to 101 against a plan of 114 and as such the CCG is
below plan as at January 2019. The annual plan for 2018/19 is 137 cases.
2018/19 Plan v Actual Liverpool CCG
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

YTD

Plan

11

11

11

11

11

11

11

11

11

11

11

11

114

Actual

11

7

7

11

10

12

14

9

12

8

101

In terms of trust assigned incidences 7 new cases of C.diff were reported during January 2019
across Liverpool providers. The table below provides a breakdown of the C.difficile cases
reported by Liverpool providers (year-to-date):
Provider
Aintree
Alder Hey
Liverpool Heart &
Chest
Liverpool Women's
Royal Liverpool
Mersey Care
Spire
Walton
Clatterbridge

YTD Jan 19
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual

38
28
0
0
3
2
1
0
36
28
0
2
0
0
8
6
3
1

HCAIs - E-Coli BACK TO TOP
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Indicator

Performance summary

Incidence of Healthcare
Acquired Infections: E-Coli

Last 3 months
Nov18
Dec18

RightCare Peer Group

Jan 19

N/A

18/19 YTD

38
44
31
408
E-Coli Annual plan of 398 for 2018/19

Narrative/current issues

For the month of January 2019 a total of 31 reported incidences of E-Coli were assigned to
Liverpool CCG against a monthly plan of 33. This brings the year to date total to 408 against a
plan of 330. The CCG is therefore already above the total 2018/19 target of 398 cases.
A breakdown of the number of e-coli cases assigned to CCG is illustrated in the table below:

Plan
Total CCG
cases
Trust
Apportioned
Non Trust
Apportioned

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

2018/19
YTD

33

33

33

33

33

33

33

33

33

33

33

33

330

42

44

39

38

37

52

43

38

44

31

408

11

11

3

13

6

13

9

10

10

6

92

31

33

36

25

31

39

34

28

34

25

316

Liverpool Extended Access Service
The Liverpool Extended Access Service provides additional GP appointments which are
bookable through the city’s 88 GP practices with the aim of providing patients greater
flexibility and choice about when they can access primary care. Utilisation of the Extended
Access Service between October 2018 and December 2018 is summarised in the table
below:
Month
Oct 18
Nov 18
Dec 18

Available
3850
4298
3197

Booked
1650
2491
2699

DNAs
137
210
199

Utilisation
43%
58%
73%

Source: PC24
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APPENDIX 2
ACTIVITY (MONTH 9) – December 2018
For 2018/19 the latest position for all activity lines submitted within the 2018-19 Operational Plan will be reported
in the supporting performance dashboard and narrative for lines where there is a +/- 2% variance will be
provided.
Referrals, Outpatients, Electives, Non- Electives and A&E Activity
The CCG is required to submit detailed activity plans as part of the Operational Plan 2018-19. The plan
recognises historical growth in demand for secondary services, and explains how initiatives put in place by the
One 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 +/- 2% for each activity line
(this is a change on the previous month tolerance of +/-3%).
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April – December 2018: Month 9 activity
Activity

Variance
to Plan

GP Referrals

-1 %

Other Referrals

+3.1%

Total Referrals

+0.7%

Outpatient first
attendances
Outpatient followup attendances
Total Outpatient
attendances
Elective Day case
Elective Ordinary
spells
Total Elective
Spells
Total A&E
Attendances
(type 1)
Total A&E
Attendances
(all types)

-6.8%
-5.6%
-6%
-2.3 %
+0.2%
-2%
+2.9%

Comments
YTD GP referrals are now 1% below planned levels and continues to improve, and are now within the accepted
tolerance limits.
YTD other referrals are 3.1% above planned levels are as such are outside the accepted tolerance limit. In terms of
managing other referral levels, LCCG has developed a policy in collaboration with NHS South Sefton CCG which
clarifies the NHS Standard contract requirements regarding C2C onwards referrals (i.e. that they are only appropriate
when related to the original presenting condition or emergency presentation or the patient having an immediate need
– for example, suspected cancer). LCCG has assurances that providers are compliant with the policy with evidence
in the form of examples of issues raised by primary care where providers’ interpretation of the policy has been
correct (i.e. patient referred back to the GP for a referral decision for unrelated condition). The CCG continues to
work closely with providers regarding referral trends at specialty level to understand the areas of growth.
YTD total referrals are 0.7% above plan and within the accepted tolerance limits.
YTD Outpatient first attendances are -6.8% below plan
YTD Outpatient follow up attendances are -5.6% below plan
YTD Total outpatients are -6% below planned levels. The main reason for the underperformance is that the plans
for 2018/19 contained +4% growth for both first and follow ups (which accounts for most of the variance).
YTD DC are- 2.3% below plan (just outside tolerance) - December 2018 was particularly low due to the holiday
period
YTD position is 0.2% above plan (and within tolerance)
YTD total elective spells are 2% below planned levels and as such are within accepted tolerance limits.
YTD A&E attendances (Type 1) are 2.9% above planned levels and as such are just outside accepted tolerance
limits. October and November 2018 appeared to be a particularly busy months compared to other months in the year
- all other months demonstrate consistent levels of activity.
YTD A&E attendances (all types) are 0.6% above planned levels and as such are within accepted tolerance limits.

+0.6%
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YTD non-elective spells are now 4% above planned levels and are outside accepted tolerance limits. The main
reason for the variance to plan is due an increase in non-elective admissions (particularly 0 Length of Stay) being
high in the months May, July, Oct and Nov 2018 and higher than planned in general (4% above plan YTD). This is
particularly evident at RLBUHT (0 LoS) and Aintree (0 and +1 LoS) and mainly due to reclassification of activity that
occurred in late 2017/18.
However, despite the impact of the reclassifications, analysis also suggests that there have been significant
increases in longer (2+ days) LoS relating to respiratory, chest and gastro pain. Other possible reasons contributing
to the over-performance are as follows:
1. During 2018/19 planning, the impact of the ambulatory classification changes at RLBUH were
underestimated;
2. Underestimated growth, in particular around the more elderly, resource intensive population;
3. Some of the transformation schemes have not started/been effective;
4. Some other coding/counting change the CCG is unaware of.
Total Non-Elective
Spells

+4%

Actions taken/Assurance
Below is a list of demand management schemes that are due for implementation in the areas where non-elective
admissions growth has been observed, with risks/issues and mitigations:
•

•

•

CVD (Chest Pain, Heart failure, syncope and integrated cardiac/pulmonary rehab): Pathways agreed, investment
identified, delay in receipt of implementation plan from providers. Assurance actions - escalated via CVD
operations board in January 2019;
Respiratory (Enhanced CRT, Integrated community asthma, prescribing efficiencies). Pathways agreed;
Investment for pulmonary rehab identified from prescribing savings. Other schemes require investment to be
identified. Assurance actions - Form 1s have been developed for the investment required. Provider now
working on the costings for the rehab service for delivery by April 2019;
Community: (Community care teams, Care homes, frailty pathway, falls) - work was ongoing in care homes to
ensure tele- triage over the winter period was utilised. MCT winter plans include community matron support in
care homes, flu vaccinations and therapy in reach for falls reduction. A Form 1 has been submitted to prioritise
falls for 2019/20.
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APPENDIX 3

Liverpool CCG - Performance Dashboard 2018/19
2018-19

Apr

Q1
May

Jun

Actual

89.7%

89.9%

Plan

95%

95%

Actual

6.69%

Plan

4%

Incomplete Pathways
% of RTT incomplete pathways (patients yet to start treatment) within 18 weeks

Actual

87.8%

Plan

89%

89%

89%

89%

90%

91%

91%

92%

92%

92%

Incomplete Pathways
Total No of RTT incomplete pathways (patients yet to start treatment) within 18 weeks

Actual

32,809

31,547

31,932

31,704

32,546

32,724

31,807

31,771

33,002

33,040

Plan

30,005

30,366

30,276

30,095

30,366

30,366

30,547

30,366

29,643

Actual
Plan

13
5

9
5

13
4

18
2

14
0

9
0

13
0

13
0

Actual
Plan

53%
85%

55%
87%

59%
90%

60.3%
92%

62.4%
95%

65.2%
100%

66.8%
100%

64.8%
100%

Metric

Jul

Q2
Aug

Sep

Oct

Q3
Nov

Dec

Jan

89.6%

89.9%

89.9%

87.9%

88.8%

88.2%

87.5%

86.7%

95%

95%

95%

95%

95%

95%

95%

95%

6.60%

4.60%

4.40%

3.20%

2.47%

2.97%

2.40%

5.10%

6.45%

3%

2%

1%

1%

1%

1%

1%

1%

1%

88.5%

87.6%

87.1%

86.70%

86.1%

86.1%

86.6%

85.7%

85.4%

Q4
Feb

Mar

95%

95%

1%

1%

YTD

1718 and 1819
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

88.8%
95%

REFERRAL TO TREATMENT TIMES & ELECTIVE CARE
Referral to Treatment (RTT) & Diagnostics
% of patients waiting 6 weeks or more for a diagnostic test

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

4.48%
1%
86.7%
92%

92%

89%

30,005

29,462

29,914

30,005

10
0

4
0

0

0

116
0

60.8%
100%

100%

100%

100%

60.6%
87%

0

0

0

93%

93%

93%

33,040

EMSA
Actual

0

0

0

0

2

1

0

0

0

Plan

0

0

0

0

0

0

0

0

0

Actual

92.2%

90.9%

87.8%

91.6%

92.2%

90.1%

91.3%

91.1%

92.1%

Plan

93%

93%

93%

93%

93%

93%

93%

93%

93%

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

Actual

92.1%

98.0%

95.5%

92.7%

96.6%

96.7%

98.2%

95.7%

89.9%

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

97.2%

97.4%

96.3%

97.7%

98.1%

95.3%

97.7%

97.0%

96.8%

Plan

96%

96%

96%

96%

96%

96%

96%

96%

96%

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

Actual

100.0%

96.4%

100.0%

89.3%

95.9%

97.4%

97.6%

92.3%

88.9%

Plan

94%

94%

94%

94%

94%

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

Actual

98.3%

Plan

98%

98%

98%

98%

98%

98%

98%

98%

98%

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

Actual

98.6%

97.1%

100.0%

98.5%

96.1%

94.6%

100.0%

98.5%

98.0%

Plan

94%

94%

94%

94%

94%

94%

94%

94%

94%

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

Actual

77.6%

77.1%

75.2%

77.4%

79.6%

72.6%

73.5%

60.6%

76.3%

Plan

85%

85%

85%

85%

85%

85%

85%

85%

85%

Mixed sex accommodation breaches

3
0

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

`

133

100.0% 100.0%

94%
99.1%

100.0% 100.0%

94%

94%

94%

99.0%

100.0%

98.8%

91.0%
93%
95.1%
93%

93%

93%

93%
97.0%

96%

96%

96%

96%
95.6%

94%

94%

94%

94%
99.5%

98%

98%

98%

98%
97.9%

94%

94%

94%

94%
74.3%

85%

85%

85%

85%
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Metric

Apr

Q1
May

Jun

2018-19

Jul

Q2
Aug

Sep

Oct

Q3
Nov

Dec

Jan

Q4
Feb

Mar

90%

90%

90%

YTD

1718 and 1819
Trend

CANCER (continued)
Cancer Waiting Times
% of patients receiving treatment for cancer within 62 days from an NHS Cancer Screening
Service

Actual

84.6%

93.3%

85.7%

91.3%

100.0%

78.6%

66.7%

71.4%

94.1%

Plan

90%

90%

90%

90%

90%

90%

90%

90%

90%

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

Actual

88.9%

87.5%

75.0%

88.9%

86.4%

72.7%

87.5%

83.3%

100.0%

Plan

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

Actual

70.2%

70.5%

70.2%

69.9%

69.7%

69.6%

69.1%

68.5%

Plan

67%

67%

67%

67%

67%

67%

67%

67%

85.2%
90%
86.0%
85%

85%

67%

67%

85%

MENTAL HEALTH
Dementia Diagnosis
Estimated diagnosis rates

70.97% 70.07%
67%

67%

68.5%
67%

IAPT
% of people who receive psychological therapies - Roll Out

Actual

2.93%

3.16%

Plan

4.2%

4.2%

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

Actual

49.7%

44.8%

Plan

50.0%

50.0%

IAPT Waiting Time -6 weeks
% ended referrals that finish a course of treatment in period who received their first
appointment within 6 weeks of referral
IAPT Waiting Time - 18 weeks
% ended referrals that finish a course of treatment in period who received their first
appointment within 18 weeks of referral
Early Intervention in Psychosis

Actual

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

4.8%

8.401%

50.0%

50.0%

50.00%

45%

96.90% 97.20% 96.90% 98.10% 99.10% 98.75% 100.00% 98.80%

Plan

75%

Actual
Plan

Plan

6.09%
4.2%

75%

75%

75%

75%

100%

99%

95%

95%

100%

99%

100%

95%

95%

95%

75%

75%

75%

99%
75%

75%

75%

75%

75.00%

95%

95%

95%

95%

95.00%

53%

53%

53%

100.00% 100.00% 100.00%
95%

95%

95%

100%

56.00% 57.14% 56.25% 58.62% 54.16% 62.50% 55.00% 91.66% 56.50%
53.0%

53%

53%

53%

53%

53%

53%

53%

53%

59.14%
53%

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

Actual
Plan

96.66%

93.59%

96.27%

95.0%

95.0%

95.0%

95.0%

Actual

14.2%

Plan

8%

8%

8%

8%

8%

Actual

85.00%

85.7%

95.45%

Plan

90.0%

90.0%

100.0%

100.0%

100.00%

100.0%

100.00%

95.60%
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.

14%

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

Actual

67%

100%

0%

Plan

66.7%

66.7%

100.0%

89.286%
67.00%
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Liverpool CCG - Performance Dashboard 2018/19
Metric

Apr

Q1
May

Jun

Jul

Q2
Aug

2018-19
Sep

Oct

Q3
Nov

Dec

Jan

Q4
Feb

Mar

YTD

1718 and 1819
Trend

LEARNING DISABILITIES
AHCs delivered by GPs for patients on the Learning Disability Register
Pa ti ents a ged 14 or over on the GPs Lea rni ng Di s a bi l i ty Regi s ter recei vi ng a hea l th check wi thi n
the qua rter

Actual

8.5%

13.2%

12.9%

Plan

18.6%

18.6%

18.6%

34.60%
18.6%

55.769%

#NAME?

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

Actual

0

1

0

1

1

1

2

0

1

1

Plan

0

0

0

0

0

0

0

0

0

0

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

Actual

11

7

7

11

10

12

14

9

12

8

Plan

11

11

11

11

11

11

11

11

11

11

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

Actual

42

44

39

38

37

52

43

38

44

31

Plan

33

33

33

33

33

33

33

33

33

33

8
0

0

0
101

11

11

114

33

33

330

408

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

Actual
Plan

16.14
12.2

14.5

Actual

69.20%

86.36%

Plan

92.1%

94.7%

17.1

19.6

97.4%

100.0%

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.

Actual

1%

Plan

0.0%

92.00%

100.0%

100%

ACTIVITY
Total GP Referrals (General and Acute)

Total Other Referrals (General and Acute)

Total Referrals (General and Acute)

Consultant Led First Outpatient Attendances

Actual

10,363

10,552

9,936

9,960

9,665

9,632

10,405

10,012

8,008

Plan

9,562

9,749

10,211

10,310

9,606

9,961

10,523

10,588

8,974

9,771

9,841

10,484

89,484

88,533
-100%

-100%

-100%

-1.06%
64,994

Variance

8%

8%

-2.7%

-3.4%

0.6%

-3.3%

-1%

-5%

-11%

Actual

6,926

7,631

7,364

8,016

7,391

6,941

8,153

7,961

6,634

Plan

6,945

7,081

7,416

7,489

6,977

7,235

7,643

7,690

6,518

7,097

7,148

7,614

-100%

-100%

-100%

Variance

0%

8%

-1%

7.0%

6%

-4%

7%

4%

2%

Actual

17,289

18,183

17,300

17,976

17,056

16,573

18,558

17,973

14,642

67,017
3.1%
155,550

Plan

16,507

16,830

17,627

17,799

16,583

17,196

18,166

18,278

15,492

16,868

16,989

18,098

Variance

5%

8%

-2%

1.0%

2.9%

-4%

2%

-2%

-5%

-100%

-100%

-100%

Actual

14,131

14,805

14,403

14,955

14,027

13,993

16,406

15,539

11,791

Plan

14,912

15,205

15,924

16,080

14,981

15,535

16,411

16,513

13,996

15,239

15,347

16,349

Variance

-5.2%

-3%

-9.6%

-7%

-6%

-10%

0%

-6%

-16%

-100%

-100%

-100%

154,478
0.694%
130,050
139,557
-6.8%
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Liverpool CCG - Performance Dashboard 2018/19
Metric

Apr

Q1
May

Jun

Jul

Q2
Aug

2018-19
Sep

Oct

Q3
Nov

Dec

Jan

Q4
Feb

Mar

YTD

1718 and 1819
Trend

ACTIVITY (continued)
Consultant Led Follow-Up Outpatient Attendances

Total Elective Admissions

Total Daycase Admissions

Total Ordinary Admissions

Total Non-Elective Admissions

Total Non-Elective Admissions - 0 LoS

Total Non-Elective Admissions - +1 LoS

Type 1 A&E Attendances

Total A&E Attendances (excluding Planned Follow Ups)

Actual

28,453

29,889

28,901

29,831

28,178

27,747

31,910

31,172

23,550

Plan

29,376

29,952

31,369

31,675

29,511

30,602

32,328

32,529

27,571

30,019

30,233

32,206

-100%

-100%

-100%

Variance

-3.1%

0%

-8%

-5.8%

-5%

-9%

-1.3%

-4%

-15%

Actual

5,377

5,686

5,657

5,957

5,702

5,212

5,933

5,846

4,435

259,631
274,913
-5.6%
49,805

Plan

5,432

5,538

5,800

5,857

5,457

5,659

5,977

6,015

5,098

5,551

5,590

5,954

Variance

-1.0%

3%

-2%

2%

4%

-8%

-0.7%

-3%

-13%

-100%

-100%

-100%

Actual

4,755

4,968

5,011

5,208

5,023

4,559

5,267

5,154

3,839

50,833
-2%
43,784

Plan

4,790

4,884

5,115

5,165

4,812

4,990

5,271

5,304

4,496

4,895

4,930

5,251

Variance

-0.7%

2%

-2%

1%

4%

-9%

0%

-3%

-15%

-100%

-100%

-100%

Actual

622

718

646

749

679

653

666

692

596

44,827
-2.3%
6,021

Plan

642

654

685

692

645

669

706

711

602

656

660

703

Variance

-3.1%

10%

-6%

8%

5%

-2.4%

-6%

-3%

-1%

-100%

-100%

-100%

Actual

5,825

6,156

5,876

6,117

6,043

5,800

6,275

6,234

6,071

6,006
0.2%
54,397

Plan

5,673

5,937

5,757

5,951

5,770

5,729

5,954

5,735

5,797

5,882

5,467

6,085

Variance

2.7%

3.7%

2.1%

2.8%

5%

1%

5%

9%

5%

-100%

-100%

-100%

Actual

2,372

2,438

2,395

2,627

2,495

2,348

2,619

2,632

2,408

52,303
4.00%
22,334

Plan

2,272

2,378

2,306

2,384

2,311

2,295

2,385

2,297

2,322

2,356

2,190

2,438

Variance

4%

2.5%

3.9%

10%

8%

2%

10%

15%

4%

-100%

-100%

-100%

Actual

3,453

3,718

3,481

3,490

3,548

3,452

3,656

3,602

3,663

Plan

3,401

3,559

3,451

3,567

3,459

3,434

3,569

3,438

3,475

3,526

3,277

3,647

31,353

4.5%
15,196
14,459
5%
31,141

0.9%
14,600
14,022
4%
29,362

-2.2%
15,103
14,493
4%
30,136

2.6%
13,712
14,052
-2%
27,152

1%
13,994
13,954
0%
27,776

2.4%
15,051
14,501
4%
29,559

5%
15,016
13,967
8%
29,192

5%
14,472
14,117
2.5%
29,164

-100%

-100%

-100%

14,324
-100%

13,314
-100%

14,822
-100%

2.3%
131,070
127,381
2.9%
261,673

Variance 1.5%
Actual
13,926
Plan
13,816
Variance
1%
Actual
28,191

20,950
6.61%
32,063

Plan

28,218

29,531

28,638

29,600

28,700

28,499

29,617

28,526

28,832

29,255

27,192

30,275

260,161

Variance

-0.1%

5.5%

2.5%

1.8%

-5.4%

-2.5%

-0.2%

2.3%

1%

-100%

-100%

-100%

0.6%
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Performance Dashboard 2018/19 : Provider Level
METRIC

REPORTING
TARGET
PERIOD

ROYAL
LIVERPOOL &
BROADGREEN
UNIVERSITY
HOSPITALS

LIVERPOOL
AINTREE
ALDER HEY
LIVERPOOL
HEART &
THE
UNIVERSITY
CHILDREN'S
WOMEN'S
CHEST
WALTON
HOSPITAL NHS
NHS
NHS
HOSPITAL NHS
FOUNDATION FOUNDATION
FOUNDATION CENTRE
FOUNDATION
TRUST
TRUST
TRUST
TRUST

CLATTERBRIDGE
MERSEY
SPIRE
CENTRE FOR
CARE NHS
LIVERPOOL
ONCOLOGY
TRUST

URGENT AND EMERGENCY CARE
Accident & Emergency
4-Hour A&E Waiting Time Target:
% of pa ti ents who s pent l es s tha n four hours i n A&E
A&E Attendances: Type 1
Number of a ttenda nces Type 1 A&E depts

Ja n-19

95%

84.3%

87.5%

92.1%

98.7%

Ja n-19

9,364

7,790

5,243

A&E Attendances: All Types
Number of a ttenda nces a t a l l A&E depts

Ja n-19

199,836

136,883

57,912

12 Hour Trolley waits in A&E : Tota l number of pa ti ents who ha ve wa i ted over 12
hours i n A&E from deci s i on to a dmi t to a dmi s s i on

Ja n-19

0

0

0

0

0

0

0

Dec-18

1%

5.4%

5.3%

0.0%

17.7%

4.5%

Dec-18

92%

80.6%

89.6%

92.0%

92.3%

Dec-18

0

6

0

0

Dec-18

0

0

0

Dec-18

0

0

2.2%

10,911
0

0

0

0.3%

0.0%

0.0%

85.9%

93.4%

94.3%

97.5%

0

11

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0.0%

11.4%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

REFERRAL TO TREATMENT TIMES & ELECTIVE CARE
Referral to Treatment (RTT) & Diagnostics
% of patients waiting 6 weeks or more for a diagnosic test
Incomplete Pathways
% of RTT i ncompl ete pa thwa ys (pa ti ents yet to s ta rt trea tment) wi thi n 18 weeks
No of Incomplete Pathways Waiting over 52 weeks
EMSA
Mixed sex accommodation breaches
Cancelled Operations
Urgent Operations cancelled for a 2nd time
Number of urgent opera ti ons tha t a re ca ncel l ed by the trus t for non-cl i ni ca l
rea s ons , whi ch ha ve a l rea dy been previ ous l y ca ncel l ed once for non-cl i ni ca l
rea s ons .
% of Cancellations for non clinical reasons who not are treated within 28 days
Al l pa ti ents who ha ve opera ti ons ca ncel l ed, on or a fter the da y of a dmi s s i on
(i ncl udi ng the da y of s urgery), for non-cl i ni ca l rea s ons to be offered a nother
bi ndi ng da te wi thi n 28 da ys .

Q3 18/19
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Performance Dashboard 2018/19 : Provider Level
METRIC

REPORTING
TARGET
PERIOD

ROYAL
LIVERPOOL &
BROADGREEN
UNIVERSITY
HOSPITALS

LIVERPOOL
AINTREE
ALDER HEY
LIVERPOOL
HEART &
THE
UNIVERSITY
CHILDREN'S
WOMEN'S
CHEST
WALTON
HOSPITAL NHS
NHS
NHS
HOSPITAL NHS
FOUNDATION FOUNDATION
FOUNDATION CENTRE
FOUNDATION
TRUST
TRUST
TRUST
TRUST

CLATTERBRIDGE
MERSEY
SPIRE
CENTRE FOR
CARE NHS
LIVERPOOL
ONCOLOGY
TRUST

URGENT AND EMERGENCY CARE
Accident & Emergency
4-Hour A&E Waiting Time Target:
% of pa ti ents who s pent l es s tha n four hours i n A&E
A&E Attendances: Type 1
Number of a ttenda nces Type 1 A&E depts

Ja n-19

95%

84.3%

87.5%

92.1%

98.7%

Ja n-19

9,364

7,790

5,243

A&E Attendances: All Types
Number of a ttenda nces a t a l l A&E depts

Ja n-19

199,836

136,883

57,912

12 Hour Trolley waits in A&E : Tota l number of pa ti ents who ha ve wa i ted over 12
hours i n A&E from deci s i on to a dmi t to a dmi s s i on

Ja n-19

0

0

0

0

0

0

0

Dec-18

1%

5.4%

5.3%

0.0%

17.7%

4.5%

Dec-18

92%

80.6%

89.6%

92.0%

92.3%

Dec-18

0

6

0

0

Dec-18

0

0

0

Dec-18

0

0

10,911
0

0

0

0.3%

0.0%

0.0%

85.9%

93.4%

94.3%

97.5%

0

11

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

2.2%

0.0%

11.4%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

100.00%

100.00%

95.16%

100.00%

REFERRAL TO TREATMENT TIMES & ELECTIVE CARE
Referral to Treatment (RTT) & Diagnostics
% of patients waiting 6 weeks or more for a diagnosic test
Incomplete Pathways
% of RTT i ncompl ete pa thwa ys (pa ti ents yet to s ta rt trea tment) wi thi n 18 weeks
No of Incomplete Pathways Waiting over 52 weeks
EMSA
Mixed sex accommodation breaches
Cancelled Operations
Urgent Operations cancelled for a 2nd time
Number of urgent opera ti ons tha t a re ca ncel l ed by the trus t for non-cl i ni ca l
rea s ons , whi ch ha ve a l rea dy been previ ous l y ca ncel l ed once for non-cl i ni ca l
rea s ons .
% of Cancellations for non clinical reasons who not are treated within 28 days
Al l pa ti ents who ha ve opera ti ons ca ncel l ed, on or a fter the da y of a dmi s s i on
(i ncl udi ng the da y of s urgery), for non-cl i ni ca l rea s ons to be offered a nother
bi ndi ng da te wi thi n 28 da ys .

Q3 18/19

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

Dec-18

93%

91.41%

88.22%

Dec-18

93%

98.37%

66.67%

81.82%
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Performance Dashboard 2018/19 : Provider Level
METRIC

REPORTING
TARGET
PERIOD

ROYAL
LIVERPOOL &
BROADGREEN
UNIVERSITY
HOSPITALS

LIVERPOOL
AINTREE
ALDER HEY
LIVERPOOL
HEART &
THE
UNIVERSITY
CHILDREN'S
WOMEN'S
CHEST
WALTON
HOSPITAL NHS
NHS
NHS
HOSPITAL NHS
FOUNDATION FOUNDATION
FOUNDATION CENTRE
FOUNDATION
TRUST
TRUST
TRUST
TRUST

MERSEY
CLATTERBRIDGE
SPIRE
CARE NHS
CENTRE FOR
LIVERPOOL
TRUST
ONCOLOGY

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

Dec-18

96%

91.33%

98.15%

100.00%

100.00%

95.24%

100.00%

98.94%

Dec-18

98%

100.0%

100.0%

-

Dec-18

94%

72.2%

90.5%

100.0%

Dec-18

94%

Dec-18

85%

76.52%

79.17%

100.00%

90.00%

66.67%

-

-

-

61.17%

Dec-18

90%

82.98%

85.71%

-

-

100.00%

-

-

-

33.33%

Dec-18

85%

100.00%

95.65%

-

85.71%

100.00%

-

-

-

89.74%

Q3 18/19

95%

98.00%

Dec-18

53%

57.58%

98.1%
100.0%

100.0%

100.0%
98.98%

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
Wa i ti ng Ti mes for Routi ne Referra l s to CYP Ea ti ng Di s order Servi ces - Wi thi n 4
Weeks : Na ti ona l s ta nda rd i s 95% by 2020

Q3 18/19

Wa i ti ng Ti mes for Urgent Referra l s to CYP Ea ti ng Di s order Servi ces - Wi thi n 1 Week:
Na ti ona l s ta nda rd i s 95% by 2020

Q3 18/19

91.43%

95%

33.33%

HEALTHCARE AQUIRED INFECTIONS
MRSA
Number of MRSA Ba ctera emi a s (Hos pi ta l on-s et ca s es )

Ja n-19

Actua l

2

2

0

0

0

0

0

0

0

Pl a n

0

0

0

0

0

0

0

0

0

Actua l

28

28

0

2

0

6

2

0

1

Pl a n

36

38

0

3

1

8

0

0

3.3

Cdifficile
Number of C.Di ffi ci l e i nfecti ons

Ja n-19
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APPENDIX 5
Liverpool CCG - Quality Premium Dashboard 2018/19
INDICATOR
No

INDICATOR

INDICATOR
POTENTIAL VALUE
FINANCE
£
WEIGHTING

PERIOD

50% reduction in QP
for non50%achievement
reduction in QP

Q3
2018/19

CONSTITUTION INDICATORS
Maximum 62 day wait from urgent GP referral to 1st definitive treatment for cancer
NHS
Constitution
Gateway The number of patients on an incomplete pathway not to be higher in March 2019 than in March 2018

for nonachievement

Jan-19

PERFORMANCE

Actual
Target

69.5%
85%

Actual

33,040

Target *March 19

31,453

Actual
Plan
Annual Plan
Actual
Plan
Annual Plan
Actual
Plan
Annual Plan

131,070
127,381
169,841
22,334
20,950
27,934
32,063
31,353
41,803

Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Annual Target*

not yet available
not yet available
not yet available
75.83%
78.2%
>=80%
1.887%
<15%
0
82
408
330

based on 10%
reduction

396

Actual
Plan
Actual
Plan
Actual
Plan

4804
6,873
1.075
1.161
1.075
0.965

Actual
Plan

63.8%
64.0%

EMERGENCY DEMAND MANAGEMENT INDICATORS
A1

A2

50%

£906,000

50%

£906,000

17%

£99,960

17%

£99,960

Actual number of non -electi ve admissions with LOS = 0 to be no greater than the planned number of non electi ve admissions with LOS =
Actual number of non- elective admissions with LOS of 1 day or more to be no greater than the planned numner of non-elective
admissions with LOS of 1 day or more

B

YTD Dec
2018/19

Actual number of type 1 A&E attendances to be no greater than the planned number of type 1 A&E attendances AND

YTD Dec
2018/19
YTD Dec
2018/19

QUALITY INDICATORS
Cancers diagnosed at early stage: Target either 4% improvement in the proportion of cancers diagnosed at stages 1 and 2 in 2018
(calendar year) compared to 2017 or achieve a target of 60% +
Overall experience of making a GP appointment: either achieve 85% respondants who said they had a good experience of making an
National 2
appointment or 3% increase on percentage of respondants who said they had a good experience in the July 2018 publication
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
National 3
Part B: less than 15% of all NHS CHC assessments take place in an acute hospital setting
National 1

National 4

National 5

Mental Health : Out of Area Placements (OAPs) – 33% or greater year on year reduction in inappropiate OAPs (therefore 66%
reduction on baseline in year 2 )
Bloodstream Infections
Part A: To reduce gram negative bloodstream infections across the whole health economy
Ai) reduction in all E.coli BSI reported at CCG level- baseline rates set using 2016 data. (10-14.9% reduction = 80% of weighting, 1519.9% reduction =75% of weighting and +20% reduction = 100% of weighting)
Aii) Collect and report a core primary care dataset for all E.coli BSI. Minimum requirement is 100% in Q2 and 50% in Q3 in 2018/19
Part B: To reduce inappropriate antibiotic prescribing for urinary tract infections (UTI) in primary care
30% reduction in the number of trimethoprim items prescribed to patients aged 70+ on baseline data (June 15 to May 16) of 9,818.

£49,980
17%
£49,980
17%

17%

Part C: Sustained reduction of inappropriate prescribing in primary care:
C i) items STAR-PU must be equal to or below the England 2013/14 mean performance of 1.161
C ii) additional reduction in items STAR-PU equal to or below 0.965

Q2
2018/19

£99,960

April to
Dec 18

£29,988

YTD Jan
2018/19

£14,994
£19,992

Nov-18

£9,996

Nov-18

£24,990

Nov-18

£88,200

Jan-19

LOCAL INDICATOR
Local 1

RightCare: Circulation Problems (CVD) : Prevalence of hypertension (%)
Plan to find a further 1,827 patients currently undiagnosed thereby increasing the reported prevalence rate to 64% (75,053) by March

15%

TOTAL QUALITY PREMIUM AWARD AVAILABLE
ESTIMATED QP AWARD BEFORE APPLICATION OF NHSE CONSTITUTION GATEWAY **
ESTIMATED QP AWARD AFTER APPLICATION OF NHS CONSTITUTION GATEWAY**

£2,400,000
£268,128
£0

Page 38 of 38

**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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GB 13-19 Appendix 6

Cancer Performance
1 March 2019
Michelle Timoney & Rachel Arvanitis

141

Constitutional standards

Liverpool CCG – Lead commissioner for:
•
The Royal Liverpool and Broadgreen University Hospitals
•
Liverpool Women’s Hospital
•
CCG commissioned elements of Clatterbridge Hospital (majority is NHSE
specialised commissioner commissioned)
South Sefton CCG – lead commissioner for:
•
Aintree Hospital
142

Issues:
LCCG performance has been deteriorating since Summer 2018; local Trust
performance has been deteriorating too
What’s possible causing this?
• Increasing demand at the ‘front end’ for patients with suspected cancer on
2ww pathways; raised awareness with primary care and the public of cancer
signs, symptoms; and active encouragement to diagnose cancer early.
Conversion rates (percentages) remain fairly constant when looked at across
the last three years; and are still above 3% (NICE guidelines 2015 based on
indicative 3% risk of cancer)
• RTT – waiting time for routine slots; clinical dilemma, can the patient wait xxx
weeks?
• Diagnostic capacity, national staffing shortages particularly in consultant
capacity (reporting) for radiology (MRI and CT)
• Liverpool Clinical Laboratories have pressures in histopathology, due to
staffing shortages and difficulties in recruitment. Turnaround times for sample
to first report within 10 days stood at 72.3% (Nov 2018)
• Are there subtle drifts of activity within the region, eg, are some CCGs subtly
changing referral practise; responses to specialty challenges in other trusts
•

143

LCCG 2 week wait performance
% Patients seen within two weeks for an urgent GP referral for suspected
cancer
100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%

Liverpool CCG

144

England

Target

LCCG 31 day performance
(challenges are mainly in surgery)

% of patients receiving definitive treatment within 1 month of a cancer
diagnosis - 31 days
100.0%
99.0%
98.0%
97.0%
96.0%
95.0%
94.0%
93.0%
92.0%
91.0%
90.0%

Liverpool CCG
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England

Target

LCCG 62 day performance
% of patients receiving 1st definitive treatment for cancer within 2 months
(62 days)
100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%

Liverpool CCG
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England

Target

Local Trust 2 week wait performance
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Local Trust 31 day performance

148

Local Trust 62 day performance
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62 DAY WAIT PERFORMANCE - NHS ENGLAND PROVIDER DATA
CANCER ALLIANCES APRIL-DECEMBER 2018 (all cancers)

CANCER ALLIANCE
CHESHIRE AND MERSEYSIDE

TOTAL TREATED

TREATED WITHIN 62 DAYS

BREACHES Sum of PERFORMANCE

1710

1374

336

80.35%

3032.5

2381.5

651

78.53%

EAST OF ENGLAND

4865

3717

1148

76.40%

GREATER MANCHESTER

1921

1521

400

79.18%

1157.5

862

295.5

74.47%

1245

924.5

320.5

74.26%

1263.5

1030

233.5

81.52%

EAST MIDLANDS

HUMBER, COAST AND VALE
KENT AND MEDWAY
LANCASHIRE AND SOUTH CUMBRIA
NORTH CENTRAL AND NORTH EAST LONDON

1694

1365

329

80.58%

NORTH EAST AND CUMBRIA

2669

2220.5

448.5

83.20%

1864.5

1624

240.5

87.10%

1947

1520.5

426.5

78.09%

SOMERSET, WILTSHIRE, AVON AND GLOUCESTERSHIRE

2321.5

1868.5

453

80.49%

SOUTH EAST LONDON

1050.5

798.5

252

76.01%

SOUTH YORKSHIRE, BASSETLAW, NORTH DERBYSHIRE AND HARDWICK

1345.5

1066

279.5

79.23%

NORTH WEST AND SOUTH WEST LONDON
PENINSULA

SURREY AND SUSSEX

2475

1984

491

80.16%

1364.5

1105.5

259

81.02%

WESSEX

2162

1740

422

80.48%

WEST MIDLANDS

3988

3153

835

79.06%

WEST YORKSHIRE AND HARROGATE

1908

1477.5

430.5

77.44%

THAMES VALLEY

Source: NHS England, Cancer waiting times (provisional data for Oct, Nov & Dec)

 Worst performer
 Third best performer
 Second best performer
 Top performer

CHESHIRE AND MERSEYSIDE
POSITION = 8/19

Note: National dataset is 2 months behind. January 2019 position not available
in advance of Governing Body meeting 8th March
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Royal Liverpool 62 day performance
• Specialist centre for urology and upper GI - affects volumes; also receives
late referrals
• Robotic surgery capacity is insufficient
• Urology cancer performance is the biggest challenge within the trust,
accounting for typically half of all breaches in 62-day performance
(monthly) at the trust.
• More patients are waiting longer. April to December 17/18, 14.5 breaches
occurred, people waiting longer than 104 days for treatment after GP
referral for suspected cancer. In 18/19, this is 43. A large proportion of
these are urology
RLUH: December 2018 example
% achievement
Number of breaches

151

Notes

2ww

91.40%

High volumes of people
going through the
104 suspected cancer system

31days to diagnosis

91.30%

All breaches urological
13 (surgical)

62 days to first
treatment

76.30%

13.5 9 were urological breaches

Liverpool Women’s
• Single specialty; gynae-oncology.
• Specialist centre for the region = complex surgical cases, some require
input from other trusts, e.g. joint scheduling with colorectal; access to ITU
• Consultant vacancy for several months representing 20% of capacity, new
person starting April. Difficulties recruiting
• NHSI Intensive Support Team (IST) supported previously and again in Feb
• Cancer Alliance also supporting redesign work
• Same challenges around CT, MRI, histopathology
• Clear gynaecology recovery plan, which includes focus on gynae-oncology

2ww
31days to diagnosis
62 days to first
treatment
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LWH: December 2018 example
% achievement
Number of breaches
95.20%

Notes

95.20%

1 complex case?

66.70%

small denominator
significantly affects
2 performance

Clatterbridge & system wide issues
• Clatterbridge is a tertiary specialist centre, so always at the end of a
pathway; and they receive some ‘late’ referrals from diagnosing trusts. All
oncology centres fail 62 day targets (Christie, Marsden, Clatterbridge)
under the present system. However, we still review Clatterbridge
performance to assess how long it takes CCC to treat people after referral
and raise through contractual frameworks
• During the next six months, the process to allocate performance is
changing; the reporting system will mirror the national ‘day 38 policy’.
Overall performance is not changing within the region, but some trusts
will become green and others will become more red because the rules
around reporting are changing
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Response to deteriorating performance
Failing speciality/
Trust

Lead CCG cancer team a) asks for recovery plan b) engages
primary care in redesign and supports Trust improvement work
c) delivers monthly report to CCG Governing Body d) delivers
monthly report to NHSE e) delivers monthly programme report
to PMO f) feed issues to CCG quality team
CCG quality process - reviews failing performance; assess for
harm, poor experience. Quality team feed issue/ RCAs to QSG
Other CCGs/ spec comm require information if patients breach

Trust
execs
oversee
plan
Trust
Board
oversee
plan 154

NHSI discuss performance and agree trajectories directly with
Trust (NHSE/ CCG not involved) based on risk profile
Cancer Delivery Group (‘tri-partite’) NHSE; Cancer Alliance and
NHSI liaise directly with Trusts on a risk basis
Provide data, time
and support to
commissioned
companies offering
consultancy, eg
demand and
capacity work

Cancer Alliance lead quality improvement work (& respond to
requests from NHSE); pathway improvement work across C&M;
and allocate transformation funds/ national cancer waits funds
STP groups are developing strategic plans; imaging, endoscopy;
pathology; planned care

Other cancer targets we are working
on:
• Prevent preventable cancers; increase cancer
screening
• Reduce mortality
• Improve survival; 1 and 5 yrs
• Diagnose at stage 1 & 2
• Reduce emergency presentations
• Improve patient experience
155

What we are doing in cancer
1. Data (we are clear about where we have poor performance)
2. Facilitating a collaborative approach:
– Shared reporting (Reducing the reporting burden).
– Shared problem (Trusts, CCG’s, NHSE)
– Managing expectations, building sustainable change can’t happen overnight
– Working with planned care colleagues as many areas overlap
3. Encouraging pathway redesign
– Eg major urology redesign underway; gynae oncology redesign
– Focus on upper GI pathway; and implementation of optimal colorectal and lung
pathways . Taking out steps, straight to test, implement referral assessment
pathways; role of primary care
– NHSE and CCG funded additional capacity in 18/19
– Stratified follow up service changes; to free up capacity from follow up that can be
used to manage referrals
4. Reviewing planning assumptions for 2019/20 around performance
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Discussion

• There is no quick fix to this; LCCG will fail January (we treat
less people in December, so January performance tends to
be worse)
• Pressured services are undertaking waiting list initiatives,
this increases breaches as patients come off waiting lists to
bring performance back to constitutional standards
• There are quality impacts for patients of not achieving
targets
• Diagnostics; requires a long term plan; major gaps in
staffing and capacity
• Liverpool is part of the North Mersey system. Aintree is
not meeting standards and our patients go there too.
• Moving resource between RLBUHT, Aintree, CCC; future
contractual framework to do this
157
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Report no: GB 14-19
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH MARCH 2019
Title of Report

2019/2020 Financial Plan

Lead Governor

Jan Ledward, Chief Officer

Senior
Management
Team Lead
Report Author

Mark Bakewell, Chief Finance and
Contracting Officer

Summary

This planning paper provides the Governing
Body with financial planning assumptions for
the 2019/20 financial year and further
information with regards to the relevant
elements of ‘Business Planning’ Rules and
is consistent with planning requirements to
NHS England.

Mark Bakewell,
Contracting Officer

Chief

Finance

and

The paper also includes an assessment of
anticipated resources available to the CCG
and planned expenditure levels in order to
deliver the required business rules with
subsequent risks & mitigations for the stated
financial period

Recommendation

That Liverpool CCG Governing Body:
 Notes the NHS England Business
Planning ‘Rules’ for the 19/20 financial
year
 Notes the resources available to the
CCG based on the 19/20 allocation
Page 1 of 2
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from NHS England
 Notes the 19/20 expenditure
assumptions and potential impact of
tariff, growth and other adjustments
relating to the areas of CCG
programme expenditure, the
subsequent required savings
assumptions for the financial year and
remaining risks as highlighted within
the report.
 On the basis of the assumptions as
outlined within this plan, that the
committee recommends to the
Governing Body that they approve the
principles supporting the development
of financial plan and that the relevant
information included within is used to
inform the relevant submissions to
NHS England including identified
savings plans, risks and mitigations.
Relevant
standards/targets

 Financial Duties
 NHS England Business Rules
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Summary

Mark Bakewell
Chief Finance & Contracting Officer
This paper provides the Governing Body with financial planning assumptions for the 2019/20 financial year and
further information with regards to the relevant elements of ‘Business Planning’ Rules / planning requirements of
NHS England.
The paper also includes an assessment of anticipated resources available to the CCG and planned expenditure levels
in order to deliver the required business rules with subsequent risks & mitigations for the stated financial period

Recommendation

That the Governing Body
• Notes the NHS England Business Planning ‘Rules’ for the 19/20 financial year and the resources available to the
CCG based on the 19/20 allocation from NHS England
• Notes the 19/20 expenditure assumptions and work in progress assessment relating to the impact of tariff,
activity growth and other adjustments relating to the areas of CCG programme expenditure pending contractual
agreements in line with the national deadline of the 21st March,
• Notes subsequent required savings assumptions for the financial year and remaining risks as highlighted within
the report.
• On the basis of the assumptions as outlined within this plan, that the Governing Body approves the methodology
adopted to develop the financial plan and that the relevant information included within is used to inform the
relevant submissions to NHS England including identified savings plans, risks and mitigations.
• Approves the delegation of budgets to Senior Leadership team as described within supporting appendices (with
subsequent delegation to next level of hierarchy as appropriate being subject to change pending the CCG’s
internal reorganisation during 2019/20) with budgetary sign off to be achieved before the start of financial year.

Relevant Standards
or targets
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 Financial Duties
 NHS England Business Rules

Financial Plan Elements
•
•
•
•

Key Messages
NHS England Business Rules
CCG Resource Allocation
CCG Expenditure Assumptions
–
–
–
–
–
–
–
–

Methodology
19/20 Planned Expenditure
Resource & Application Summary
Mental Health Investment Standard
Other Investments
Primary Care
Running Costs
Better Care Fund

• CCG Savings Requirements (CRES)
• Financial Risks

* Assumptions based on available information as at 4th March and is not yet
supported by signed contract agreements
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Key Messages
•

Current planning assumptions suggest delivery of control target ( break even) is broadly
achievable, subject to
– Resolution of contract discussions, broadly aligned to current estimated values
– Confirmation of other planning assumptions regarding Mental Health Investments etc
– Delivery of CRES (an estimated 1.3%/ £12.1m is likely to be required)
– Management of financial risks as stated within available contingency / other earmarked
reserves

•

Due to combination of factors and current expenditure assumptions, circa £7.8m of new
investment is available to support performance improvement and the ‘place based’ plan.
The suggested approach supports enable compliance with the Mental Health Investment
Standard, utilisation of both the ‘Place-Based’ Transformation pot and Non-Recurrent
resources available as a result of CCG Incentive Scheme in 18/19.

•

The Plan also takes into account the in-year requirement regarding reductions to Running
Cost expenditure ahead of 20-21 allocation adjustment (regarding 20% saving)
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NHS England 19/20 ‘Business’ Rules
CCG ‘Core’ Business Rules
The default position for all CCGs is the delivery of a break even position each year, subject to the
agreement of any drawdown of prior year surpluses. In addition, CCGs are required to maintain a
cumulative underspend in 2019/20.
The cumulative underspend must be the higher of 1% and the amount carried over from the previous
financial year, subject to the approval of any drawdown. Typically, the cumulative underspend will be
funded through return of the carry forward from the previous year, and so will not need to be created from
the current year’s allocation. This means that the majority of CCGs will plan to spend their allocation for
the year in full.
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CCG Resource Allocation

The 2019/20 resource limit assumptions for the CCG are as per the below table, including a
comparison with the 2018/19 financial year.
Notified Recurrent Allocation

2018/19
£ 000’s

2019/20
£ 000’s

Allocation Growth
£ 000’s

a) Programme Baseline Allocation

802,101

846,846

44,745

(2,081)

(2,081)

633

633

i) Identification Rules
ii) Additional Ambulance Contract Allocation
b) Primary Care Co-Commissioning

75,041

80,578

5,537

c) Running Cost Allocation

10,506

10,508

2

Total Notified Recurrent Allocation

887,648

936,484

48,836

2,019

0

(2,019)

889,648

936,484

46,817

0

10,000

Non-Recurrent Allocations
Total In-Year allocation
Draw Down
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CCG 19/20 Expenditure Methodology
The CCG’s approach to modelling 2019/20 expenditure values is based on the following
methodology, using a combination of national and local planning assumptions
Starting Baseline = 2018/19 Forecast Outturn (based on month 9 reporting information)
Subtract Non –Recurrent Allocations & Expenditure incurred within the 18/19 financial year
Add Net Price Uplifts (Gross Inflation less Efficiency Requirements)
Add Contract Growth (to reflect increased demand / increases in volume) as required
Add Additional Agreed Investments
Add / Subtract any other adjustments (including allocation changes, CQUIN, Identification
Rules, Coding & Counting)
• Subtract required CCG Efficiency Savings (CRES) in order to deliver required financial position
•
•
•
•
•

Equals 2019/20 Revised Recurrent Baseline Expenditure
• Add / Subtract any non-recurrent expenditure assumptions (e.g Drawdown)
Equals 2019/20 Total Planned Expenditure of £946.4m
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2019-20 Planned Expenditure
Acute

Running Cost Allocation
Less CRES
Running Cost Target

Mental Health

2%

Community

4%

Continuing Care

9%
5%

Programme

10%

10%

51%

10%

£927m

19/20
£10.5m
(£0.8m)
£9.4m

Running
Costs
£9.4m

Primary Care CoCommissioning
Other Primary
Care
Other
Programme

Drawdown

Prescribing

£10m

Acute
Mental Health
Community
Continuing Care
Primary Care Co-Commissioning
Other Primary Care
Other Programme
Prescribing
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£m
473.3m
92.4m
91.0m
42.7m
80.6m
19.5m
38.8m
88.7m
£927.1m

2019/20 Total
Planned
Expenditure of
£946.4m

STP

18/19
£1.7m

19/20
£3.4m

Merseycare - Kirkup

£1.5m

£1.75m

CCG - CCC

£1.8m
£5.0m

£2.00m
£7.50m
£2.85m
£10.0m

CCG Non-Recurrent

19/20 Resource & Applications
19/20
19/20 CCG Allocation Changes (inc delegated primary care)

£48.9m

19/20 Tariff Uplift

(£31.9m)

19/20 Prescribing Increases

(£4.4m)

Activity Growth (Demographic & Performance)

(£18.8m)

Additional Mental Health Investment

(£3.7m)

Identified CRES Assumptions

12.2m

Other Adjustments (Coding & Counting)

(£2.3m)

Additional Investment Resources (*Pending Contractual Agreement / CRES)

£0m
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Mental Health Investment Standard
A requirement for CCGs to increase investment in Mental Health (MH) services in line
with their overall increase in allocation each year
Liverpool CCG
2019/20 Final Growth *2019/20 Additional Increment for Mental Health Total Growth Required

5.59%
0.70%
6.29%

2018-19 FOT

6.29%

19-20 Required
Spend

Mental Health
(Adults & Childrens)

£104.7m

£6.6m

£111.4m

LD & Dementia

£17.7m

£1.1m

£18.9m

£122.5m

£7.7m

£130.2m

19/20 Tariff Impact / Demographic Contract Growth needs to taken into account as
part of the required £7.7m increase. The current estimate of these changes is around
£4.5m, with the CCG currently assessing its plans for additional investment in order to
meet
the investment standard
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Mental Health Investment Standard –
Current Plans
Mental Health Investment
Standard

£7.7m

Source

Inflation & Contract
Growth

(£4.5m)

Allocation Growth

Adult Investments (18/19
FYE)

(£0.7m)

18/19 Targeted Investment
Reserve

Adult Investments

(£2.3m) * Assumes
Slippage

19/20 MHIS ‘Pot’

Adult Non-Rec

(£0.5m)

19/20 Non-Recurrent ‘Pot’

Childrens Investments

(£1.4m)

19/20 MHIS ‘Pot’

Childrens Non-Rec

(£0.3m)

19/20 Non-Recurrent ‘Pot’

Total Expenditure Increase

£10.3m

Exceed MHIS by

£2.6m (£0.5m non-rec)

Initiatives are currently being reviewed for implementation feasibility and it is likely
there will be slippage on investments
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2019/20 CRES Plans
£

Rec / Non-Rec

Confidence of Delivery

Prescribing

2,339,979

Recurrent

Medium

NPFIT

1,129,000

Recurrent

High (Budget Setting)

Running Costs

800,000

Recurrent

Medium

Digital Programme

149,446

Recurrent

High (Budget Setting)

Community / Intermediate Care

188,345

Recurrent

High (Budget Setting)

Contracts

311,866

Recurrent

High (Budget Setting)

Continuing Healthcare

462,360

Recurrent

Low

Clinical Leads

453,028

Recurrent

High (Budget Setting)

AQ Contribution

178,346

Recurrent

High (Budget Setting)

HCP Contribution

1,200,000

Recurrent

High (Budget Setting)

High Cost Drugs (Adlimumab) *

2,818,397

Recurrent

Medium

Demand Management *

1,464,774

Recurrent

Medium

Estates Void / Utilisation

150,000

Recurrent

Medium

Enhanced Services

507,800

Recurrent

Medium

12,598,315

171

£12.1m = 1.3% of RRL
* As at 4th March and subject to Contract Agreement / not yet agreed

2019/20 Investment Resource’s
Recurrent*
Mental Health Investment Standard
Requirements

£3.2m

Transformation Fund (H&CP Place)

£1.7m

Non-Recurrent

CCG Incentive Scheme Impact

£2.85m

Other Available Resources

£0m *

* Subject to availability– current assumptions suggest no additional resources are
available beyond defined resources as described above

2019/20 Expenditure ‘Pots’
Mental Health
Investment
Standard Adults
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Mental Health
Investment
Standard Children

Aligned H&CP
Transformation
Fund

Non-Recurrent

Other Priorities

19/20 Additional Investment plans
Recurrent

NonRecurrent

Expenditure Plans

Available /
(Over Plan)

Mental Health Investment
Standard Requirements

£3.2m

£2.3m (Adults)
£1.4m (Childrens)
£3.7m

(£0.5m)

Transformation Fund (H&CP
Place)

£1.7m

£2.2m

(£0.5m)

£1.8m

£1.1m

£0.9m

(£0.9m)

£8.7m

£0.9m

CCG Incentive Scheme
Impact
Other Available Resources

£2.9m
£0m
£4.9m
£7.8m

£2.9m

* As at 4th March and subject to Contract Agreement / not yet agreed
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2019/20 Primary Care Allocation
Recurrent Primary Care allocation increases from £75.04m to £80.6m.
2018/19 Recurrent
Expenditure

2019/20
Recurrent
Expenditure

Increase

Indicative £
per head
values

£51.56m

£52.96m

£1.40m

£89.88*1
(+£0.92 from
18/19)

Network Participation Payment

£1.04m

£1.04m

£1.76

Primary Care Network Clinical Director

£0.30m

£0.30m

£0.52

Primary Care Network Additional Roles

£1.08m

£1.08m

£1.83

GMS/PMS/APMS Global Sum/Contract
Value

Extended Hours DES

£0.41m

£0.56m

£0.15m

£1.10

QOF

£7.10m

£7.44m

£0.34m

£187.74
(+£8.48 from
18/19)

Premises Costs

£9.04m

£9.38m

£0.34m

Other Costs

£6.93m

£7.82m

£0.90m

£75.04m

£80.58m

£5.54m

*1 – Excludes Out of Hours Adjustment as applicable @ 4.82% deduction
NB – CCG also to fund £1.50 per head for Primary Care Network DES from its ‘Programme Allocation’
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Running Costs
• 2019/20 Running Costs Allocation
= £10.508m
• 2020/21 Running Costs Allocation
= £9.267m
• ‘20%’ Reduction (real terms / a4c adjusted) (£1.241m)
“To ensure that full, recurrent savings can be made from the beginning of 2020/21, all
CCGs must ensure they are planning for and taking actions to achieve these reductions
during 2019/20”
• Liverpool CCG’s CRES plan includes £800k (circa 2/3 of required reduction) in
2019/20 financial year in line with above direction of travel.
• Due to a number of contributing factors (e.g. CCG Restructure, North Mersey joint
working arrangements) plans are still being developed regarding Running Cost /
Admin budgets for 2019/20 but given the number of vacancies already being held
and workstreams already underway (e.g. clinical leadership review) it is not
anticipated
175 that this will be a significant risk

Better Care Fund
STARS
Hospices

2019/20
£
CCG
1,671,849
2,532,652

2019/20
£
LCC

2019/20
£
Total
1,671,849
2,532,652

Other Voluntary Sector

690,202

690,202

Enhanced Care Homes
Older Peoples Services
Specialist Rehab

327,360
1,923,458
1,460,124

327,360
1,923,458
1,460,124

Support For Carers
Prevention
Partner Baseline

302,051
8,907,696

6,458,413
6,458,413

302,051
6,458,413
15,366,109

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

4,060,468
1,729,872
9,544,112
9,640,632
3,411,819
2,304,160
30,691,063

728,256
1,346,050
34,940,871
2,557,987
5,224,587
1,000,000
45,797,751

4,788,724
3,075,922
44,484,983
12,198,619
8,636,406
3,304,160
76,488,814

Joint Funded Packages

6,032,227

6,251,779

12,284,006

6,954,099

6,954,099

65,462,042

111,093,028

Disabled Facilities Grant
Organisation Total

45,630,986

• Plans not yet finalised, CCG Expenditure Figures based on provision 19-20 plan figures
CCG Minimum Contribution in 2019/20 = £42.138m
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19-20 Financial Risks
Risk Area

Description
nd

‘Acting as One’ vs PbR As at the 22 February 2019, uncertainty
remains regarding the contractual form for
arrangements with local ‘north Mersey’
providers and whether a enhanced ‘acting
as one’ which provides certainty of income
and expenditure for both commissioner
and provider is the preferred approach or
an activity x price based system that
exposes risk to both sides

Risk

Potential Risk Value

Mitigation

Increased CCG
expenditure as a result
of increasing activity
levels by provider
(over and above FOT +
agreed growth) which
could impact on CCG’s
ability to deliver
control total position
to level of risk
CRES delivery not in
line with required
planning assumptions

2018-19 Overperformance was in the region of
£5m (including net benefit from significantly
lower levels of activity at Liverpool Womens
Hospital) which equates to circa 1% of acute
expenditure.

Additional 0.25% contract risk (circa 2.2m)
established as part of planning assumptions
whilst contract negotiations take place and if a
‘PbR’ approach is chosen by the system this
would need to be held and managed by the
CCG to mitigate further pressures

Cash Releasing
Efficiency Savings
(CRES) Delivery

Delivery of CRES Schemes in line with
planned levels and remaining subject to
assumptions based on information
available at a point in time (eg.
prescribing)

Non-Acting as One
Contract Performance

Contract Performance exceeds current
planning assumptions and exceed
contingency / risk reserve available.

Expenditure exceeds
planning assumptions.

Continuing Healthcare
/ Packages of Care
Expenditure

Demand Led expenditure being subject to
fluctuation including price and volume
changes.

Planned expenditure
remain subject to
ongoing validation

Prescribing

Prescribing Expenditure reflects circa 10%
of overall CCG annual expenditure and
therefore remains a material risk to
delivery given that the majority of
expenditure is driven by GP Behaviour

Expenditure exceeds
planning assumptions

It could estimated that risk could be higher and
potentially up to 2% per annum should
provider behaviour drive up activity levels and
go against ‘acting as one’ principles.
Total level of savings required of £12m, with
£1.3m unidentified and £2.0m considered as
having a ‘low’ confidence of delivery as of the
22nd February 2019 but this will continue to be
developed over the next few week as part of
contract discussions
Contract performance has been under planned
levels and given the relative changes in capacity
at north Mersey providers it is unlikely that this
may fluctuate significantly in the short term.
Total risk not anticipated to be in excess of
£0.5m
An increase of 1% of total annual spend
equates to circa £0.4m. Planning assumptions
reflect 18-19 forecast outturn position plus
price / activity increases in line with suggested
approach so additional risk is probably minimal
based on current information available.
An increase of 1% of total annual spend
equates to circa £0.9m. Planning assumptions
reflect 18-19 forecast outturn position plus
price / activity increases in line with suggested
approach so additional risk is probably minimal
based on current information available.

Reconciliation of CRES delivery on a monthly
basis, regular meetings with Senior
Management Team / Budget Holders,
Programme Leads.
Monthly monitoring, contract performance
review with co-ordinating commissioner,
planned care and demand management
workstreams.
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.
Monthly monitoring, benchmarking of
prescribing expenditure

Contingency Reserve of 0.5% held as per NHS England Planning Guidance to
offset any of these pressures should they materialise.
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Recommendations
That the Governing Body
• Notes the NHS England Business Planning ‘Rules’ for the 19/20 financial year and the
resources available to the CCG based on the 19/20 allocation from NHS England
• Notes the 19/20 expenditure assumptions and work in progress assessment relating
to the impact of tariff, activity growth and other adjustments relating to the areas of
CCG programme expenditure pending contractual agreements in line with the
national deadline of the 21st March,
• Notes subsequent required savings assumptions for the financial year and remaining
risks as highlighted within the report.
• On the basis of the assumptions as outlined within this plan, that the Governing
Body approves the methodology adopted to develop the financial plan and that the
relevant information included within is used to inform the relevant submissions to
NHS England including identified savings plans, risks and mitigations.
• Approves the delegation of budgets to Senior Leadership team as described within
supporting appendices (with subsequent delegation to next level of hierarchy as
appropriate being subject to change pending the CCG’s internal reorganisation
during 2019/20) with budgetary sign off to be achieved before the start of financial
178
year.

Conclusion
The purpose of this report is to provide the Governing Body with an update on
the CCG’s financial planning assumptions for the 2019/20 financial year, and
note the outstanding issues regarding the development of the expenditure
plans (most notably ongoing contract negotiations in line with National
deadlines, CCG Savings Requirements and investment plans).
Due to the national timelines regarding contract negotiations and final
operational planning deadlines, the assumptions will continue to be updated as
discussions progress within the local health and care system.

Mark Bakewell
Chief Finance & Contracting Officer
4th March 2019
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Appendices
A) National Tariff Price Changes
B) Growth Assumptions
C) 19/20 Drawdown (as a result of 18-19 CCG Incentive Scheme)
2019-20 Planned Expenditure
1)

Acute Contract Expenditure

2)

Primary Care Expenditure

3)

Community Health Expenditure

4)

Mental Health Expenditure

5)

Other Programme (Included Earmarked Reserves) Expenditure

6)

Continuing Healthcare & Packages of Care Expenditure

7)

Running Costs Expenditure

8)

Budgeted Expenditure by Senior Management Lead
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Appendix A - CCG Expenditure – 19/20 Tariff (Price)
The National Tariff Payment System remains subject to consultation until the 21st February 2019.
A number of structural changes for the 2019/20 year have been proposed including changes to
emergency care price, updates to the market forces factors, changes to arrangements for the
procurement of services and changes around maternity pricess
The below table summaries the relative price changes for the 2019/20 financial year applicable
for providers on a National NHS Standard Contract
Acute /
Nationally
Priced*
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2019/20 tariff change assumptions
Mental Health

Ambulance

Community

Inflation

3.80%

3.80%

3.80%

3.80%

Centralised procurement

-0.36%

-0.10%

-0.08%

-0.05%

CQUIN

1.25%

1.25%

1.25%

1.25%

Efficiency

-1.10%

-1.10%

-1.10%

-1.10%

TOTAL Local Prices increase

3.59%

3.85%

3.87%

3.90%

* Local Analysis suggest acute price increases between 4-5%

Appendix A - CCG Expenditure – 19/20 Tariff (Price)
The below table summaries the relative impact on categories of expenditure for the 2019/20
financial year.
Recurrent M12
FOT
Planned Expenditure
Acute
Mental Health
Community
Continuing Care *
Primary Care Co-Commissioning*
Other Primary Care
Other Programme
Prescribing
Total Programme Costs

437,617
84,664
88,736
39,118
75,041
19,197
45,470
87,612
877,454

Gross
Inflationary
Uplift Recurrent

Efficiency
deflator Recurrent

as per previous
26,830
3,894
3,682
2,067
2,949
566
(39,996)
9
0

-1.10%
(4,761)
(728)
(801)
0
(19)
(148)
6,458
0
0

22,069
3,166
2,881
2,067
2,929
417
(33,538)
9
0

*Local Price Changes are currently assumed as per below (but are subject to amendment)
• Continuing Healthcare – 5.9% to reflect National Minimum Living Wage and pension
• Funded Nursing Care – 3%
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Appendix B - CCG Expenditure – Growth Assumptions
As part of planning guidance, systems have been asked to work together to agree activity
assumptions for the 2019/20 financial year. The CCG has been working with its lead trusts to
determine year on year gowth compared to 2018/19 outturn plus for thos currently not meeting
the constitutional standard a calculation of the extra activity required to meet that standard.
Type

YoY
Change

Type

YoY
Change

GP Referrals

(4.9%)

A&E Attendances (Total)

0.9%

Other Referrals

4.9%

Non-Elective Spells 0LOS

3.2%

Total

(0.7%)

Non-Elective Spells +1LOS

2.3%

Outpatient First Attendances

+3.7%

Non-Elective Spells (Total)

2.7%

Outpatient Follow Up Attendances

2.9%

Outpatient Procedures

3.0%

The below table summaries the general activity growth assumptions used for the 2019/20
financial year for other expenditure areas
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Demographic Growth (%)

1.00%

Non Demographic Growth - Acute (%)

1.24%

Non Demographic Growth - Other Non Acute (%)

1.24%

Non Demographic Growth – Continuing Healthcare(%)

5.00%

Non Demographic Growth - Prescribing (%)

4.00%

Appendix C - 2019/20 Drawdown
CCG has utilised the NHS England incentive scheme which brings direct benefit of £4m (non-recurrently) in
19/20 year and will be shown as an allowable ‘good’ drawdown of £10m
The £10m allowable drawdown in 19/20 will therefore be distributed as follows:
£2.0m to Clatterbridge (Original £1.8m plus £0.2m incentive share)
£1.75m to Merseycare (Original £1.5m plus £0.25m incentive share)
£3.4m to Cheshire & Mersey HCP (Original £1.7m – 2:1 incentive scheme principles)
Total £7.15m

18/19

19/20

£m

£m

H&CP

1.7

3.4

Merseycare - Kirkup

1.5

1.75

CCG - CCC

1.8

2.0

5.0

7.15
10.0
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CCG Non-recurrent benefit

2.85

Reduced 19/20 H&CP Contribution

1.15

CCG Benefit

4.00

Appendix One - Acute
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Category

Cost centre Description

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget Required

Acute

Acute Commissioning

Sam James

Alison Picton

Royal Liverpool (Contract)

218,175,518

Acute

Acute Commissioning

Sam James

Alison Picton

Royal Liverpool (Non Contract)

699,844

Acute

Acute Commissioning

Sam James

Alison Picton

Aintree (Contract)

92,696,750

Acute

Acute Commissioning

Sam James

Alison Picton

Aintree (Non Contract)

386,499

Acute

Acute Commissioning

Sam James

Alison Picton

Liverpool Women's (Contract)

42,432,820

Acute

Acute Commissioning

Sam James

Alison Picton

Liverpool Women's (Non Contract)

28,812

Acute

Acute Commissioning

Sam James

Alison Picton

Alder Hey (Contract)

33,956,765

Acute

Acute Commissioning

Sam James

Alison Picton

Alder Hey (Non Contract)

112,608

Acute

Acute Commissioning

Sam James

Alison Picton

St Helens and Knowsley Hospitals

24,605,846

Acute

Acute Commissioning

Sam James

Alison Picton

Spire - Liverpool

11,875,337
7,563,625

Acute

Acute Commissioning

Sam James

Alison Picton

Liverpool Heart and Chest (Contract)

Acute

Acute Commissioning

Sam James

Alison Picton

Liverpool Heart and Chest (Non Contract

143,071

Acute

Acute Commissioning

Sam James

Alison Picton

The Walton Centre

2,947,348

Acute

Acute Commissioning

Sam James

Alison Picton

Southport and Ormskirk

1,173,307
1,270,004

Acute

Acute Commissioning

Sam James

Alison Picton

Wirral Teaching

Acute

Acute Commissioning

Sam James

Alison Picton

Warrington and Halton

562,124

Acute

Acute Commissioning

Sam James

Alison Picton

Wrightington, Wigan And Leigh

577,667

Acute

Acute Commissioning

Sam James

Alison Picton

Countess Of Chester

258,054

Acute

Acute Commissioning

Sam James

Alison Picton

Ramsay (Renacres)

152,665

Acute

Acute Commissioning

Sam James

Alison Picton

Salford Royal

246,265

Acute

Acute Commissioning

Sam James

Alison Picton

Clatterbridge

1,164,234

Acute

Acute Commissioning

Sam James

Alison Picton

Clatterbridge Haemonc

3,453,562

Acute

Acute Commissioning

Sam James

Alison Picton

Fairfield

294,429

Acute

Acute Commissioning

Sam James

Stephen Hendry

North West Ambulance Service

23,277,344

Acute

Acute Commissioning

Sam James

Alison Picton

One to One

913,292

Acute

Acute Commissioning

Sam James

Alison Picton

University Hospitals North Midlands Trust

444,451

Acute

Acute Commissioning

Sam James

Alison Picton

Manchester University FT

711,449

Acute

Sam James

Alison Picton

Various

-1,565,985

Acute

Collaborative
Commissioning
High Cost Drugs

Cheryl Mould

Peter Johnstone

Various

210,178

Acute

Non-Contracted Activity

Derek Rothwell

Derek Rothwell

Non-Contracted Activity

4,457,793

Acute

Winter Resilience

Ian Davies

Ian Davies

Winter Resilience Funding

Total Acute

32,527
473,258,201

Appendix Two – Primary Care
Category

187

Cost centre Description

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget
Required

Primary Care

Central Drugs

Sam James

Peter Johnstone

Transport of samples

67,546

Primary Care

Commissioning Schemes

Sam James

Jacqui Waterhouse

Clarity Toolkit for Nurses

192

Primary Care

Commissioning Schemes

Sam James

Jacqui Waterhouse

Dr Foster Care Quality tracker

47,889

Primary Care

Commissioning Schemes

Sam James

Jacqui Waterhouse

Primary Care

74,783

Primary Care

Commissioning Schemes

Sam James

Jacqui Waterhouse

Fees and Charges - CCG Revenue

-33,981

Primary Care

Commissioning Schemes

Sam James

Jacqui Waterhouse

Fees and Charges - CCG Revenue

-65,136

Primary Care

Commissioning Schemes

Sam James

Jacqui Waterhouse

Pay costs

310,033

Primary Care

Local Enhanced Services

Sam James

Scott Aldridge

GP Practices

858,833

Primary Care

Local Enhanced Services

Sam James

Scott Aldridge

GP Specification

13,190,501

Primary Care

Local Enhanced Services

Sam James

Scott Aldridge

Realignment to Co-Commissioning per Allocations

-3,876,168

Primary Care

Out of hours

Sam James

Stephen Hendry

OOHS contract - Urgent Care 24

3,974,431

Primary Care

Out of hours

Sam James

Stephen Hendry

PLT - Urgent Care 24

83,049

Primary Care

Out of hours

Sam James

Stephen Hendry

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

98,319

Primary Care

Out of hours

Sam James

Stephen Hendry

Clinical Other

9,918

Primary Care

Out of hours

Sam James

Stephen Hendry

GP @ The Royal - Urgent Care 24

235,764

Primary Care

Out of hours

Sam James

Stephen Hendry

Primary Care GPs in AED @ Alder Hey

607,025

Primary Care

Out of hours

Sam James

Stephen Hendry

Quality Premium - Urgent Care 24

28,332

Primary Care

Oxygen

Sam James

Peter Johnstone

BSA Home Oxygen

748,443

Primary Care

Oxygen

Sam James

Peter Johnstone

Trafford CCG

6,696

Primary Care

Primary Care Investments

Sam James

Scott Aldridge

Primary Care Investments - £1.50 per head

895,926

Primary Care

Co Commissioning

Sam James

Scott Aldridge

General Practice - GMS

50,043,869

Primary Care

Co Commissioning

Sam James

Scott Aldridge

General Practice - PMS

814,052

Primary Care

Co Commissioning

Sam James

Scott Aldridge

Other List-Based Services (APMS incl.)

6,879,548

Primary Care

Co Commissioning

Sam James

Scott Aldridge

Premises cost reimbursements

8,163,974

Primary Care

Co Commissioning

Sam James

Scott Aldridge

Other Premises costs

1,211,683

Primary Care

Co Commissioning

Sam James

Scott Aldridge

Enhanced Services

1,462,144

Primary Care

Co Commissioning

Sam James

Scott Aldridge

QOF

7,444,658

Primary Care

Co Commissioning

Sam James

Scott Aldridge

Alignment from LES to match co-commissioning allocation

3,876,168

Primary Care

Co Commissioning

Sam James

Scott Aldridge

Other - GP Services

681,905

Appendix Two – Primary Care cont’d
Category

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget
Required

Prescribing

Prescribing

Sam James

Peter Johnstone

BSA Prescribing

87,368,650

Prescribing

Prescribing

Sam James

Peter Johnstone

FP47 Prescribing

1,099,674

Prescribing

Prescribing

Sam James

Peter Johnstone

Charges from CSU

15,662

Prescribing

Prescribing

Sam James

Peter Johnstone

Computer Software/License

228,697

Primary Care

Primary Care IT

Mark Bakewell

Dave Horsfield

IM SLA (Merseycare NHSFT)

1,379,553

Primary Care

Primary Care IT

Mark Bakewell

Dave Horsfield

EMIS GPSoC / Vision Support

15,000

Primary Care

Primary Care IT

Mark Bakewell

Dave Horsfield

EMIS Extended Services

64,000

Primary Care

Primary Care IT

Mark Bakewell

Dave Horsfield

EMIS Search & Reports

30,634

Primary Care

Primary Care IT

Mark Bakewell

Dave Horsfield

SMS

38,004

Primary Care

Primary Care IT

Mark Bakewell

Dave Horsfield

Community Of Interest Network (COIN) Licences

365,000

Primary Care

Primary Care IT

Mark Bakewell

Dave Horsfield

EGTON Arrivals / Envisage

104,826

Primary Care

Primary Care IT

Mark Bakewell

Dave Horsfield

Sunquest ICE

42,630

Primary Care

Primary Care IT

Mark Bakewell

Dave Horsfield

Misc GP IT

157,621

Total Primary Care

188

Cost centre Description

188,804,677

Appendix Three – Community Health
Category
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Cost centre Description

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget
Required

Community Health

Community Services

Sam James

Alison Picton

Mersey Care (Lpool Comm HC NFT)

61,696,248

Community Health

Community Services

Sam James

Alison Picton

Lpool Comm HC NFT - Equipment Provision (CEDAS)

5,060,468

Community Health

Community Services

Sam James

Alison Picton

Lpool Comm HC NFT - Community Provision of Telehealth

610,160

Community Health

Community Services

Sam James

Alison Picton

LCC (LCH Contract Income Cedas)

-1,098,650

Community Health

Community Services

Sam James

Alison Picton

LCC DFG Contribution

-1,000,000

Community Health

Community Services

Sam James

Alison Picton

Aintree Uni Hosp NHS FT- Diabetes

2,548,282

Community Health

Community Services

Sam James

Alison Picton

Mersey Care Podiatry

847,007

Community Health

Community Services

Sam James

Alison Picton

Anti coagulation Services (LCH)

1,639,921

Community Health

Community Services

Sam James

Alison Picton

Anti coagulation Services (RLBUHT)

105,403

Community Health

Community Services

Sam James

Alison Picton

Specsavers Hearcare Ltd

999,545

Community Health

Community Services

Sam James

Alison Picton

Spamedica

1,077,870

Community Health

Community Services

Jane Lunt

Kerry Lloyd

BPAS

563,461

Community Health

Community Services

Sam James

Alison Picton

Stroke Association

245,391

Community Health

Community Services

Sam James

Alison Picton

Injury Care Clinics Ltd

230,583

Community Health

Community Services

Sam James

Alison Picton

Other

291,472

Community Health

Carers

Sam James

Jacqui Campbell

LCC/BCF Carer Breaks

302,051

Community Health

Community Services

Sam James

Alison Picton

Mersey Care (Lpool Comm HC NFT)

61,696,248

Community Health

Community Services

Sam James

Alison Picton

Lpool Comm HC NFT - Equipment Provision (CEDAS)

5,060,468

Community Health

Community Services

Sam James

Alison Picton

Lpool Comm HC NFT - Community Provision of Telehealth

610,160

Community Health

Community Services

Sam James

Alison Picton

LCC (LCH Contract Income Cedas)

-1,098,650

Community Health

Hospices

Sam James

Sam Clements

Marie Curie - Main Hospice

1,779,898

Community Health

Hospices

Sam James

Sam Clements

Marie Curie - Phone Line

18,178

Community Health

Hospices

Sam James

Sam Clements

Marie Curie - Lymphodema Service

94,819

Community Health

Hospices

Sam James

Sam Clements

Marie Curie - Lymphodema Garments

81,866

Community Health

Hospices

Sam James

Sam Clements

Marie Curie - Pharmacy

251,459

Community Health

Hospices

Sam James

Sam Clements

Marie Curie - Oxygen

28,755

Community Health

Hospices

Sam James

Sam Clements

St Catherines - Lymphoedema

219

Community Health

Hospices

Sam James

Sam Clements

Woodlands - Main Hospice

752,754

Community Health

Hospices

Sam James

Sam Clements

Woodlands - Grant / Outreach

117,762

Community Health

Hospices

Sam James

Sam Clements

Woodlands - Pharmacist

10,845

Community Health

Hospices

Sam James

Sam Clements

Woodlands - Drugs, O2, Lymphodema

63,689

Appendix Three – Community Health cont’d
Category

Cost centre Description

Community Health

Intermediate Care

Budget Holder

Detail

Jacqui Campbell

Brownlow - Medical Cover @ various

Total 2019/20 Budget
Required
198,000

Community Health

Intermediate Care

Sam James

Jacqui Campbell

Dom Care Packages - Acute Wards (LCC)

1,417,620

Community Health

Intermediate Care

Sam James

Jacqui Campbell

BCF - Granby Hub (LCC)

2,336,844

Community Health

Intermediate Care

Sam James

Jacqui Campbell

BCF - Sedgemoor Hub (LCC)

2,224,704

Community Health

Intermediate Care

Sam James

Jacqui Campbell

BCF - Venmore Hub (LCC)

2,718,536
1,193,071

Community Health

Intermediate Care

Sam James

Jacqui Campbell

IC Spot purchase (LCC)

Community Health

Intermediate Care

Sam James

Jacqui Campbell

IC Spot purchase

-9

Community Health

Intermediate Care

Sam James

Jacqui Campbell

Reablement Social Work team (LCC)

460,548

Community Health

Intermediate Care

Sam James

Jacqui Campbell

Integrated Discharge Team Whiston (LCC)

103,128

Community Health

Digital

Jan Ledward

Dave Horsfield

Pay/agency costs

423,245

Community Health

Digital

Jan Ledward

Dave Horsfield

Digitally Enabled Community Services

235,373

Community Health

Digital

Jan Ledward

Dave Horsfield

IM Interop & Tech support

110,000

Community Health

Digital

Jan Ledward

Dave Horsfield

Technological Equality / Accessibility

5,000

Community Health

Digital

Jan Ledward

Dave Horsfield

EU Structural Fund Match

100,000

Community Health

Digital

Jan Ledward

Dave Horsfield

Identify best practice/EU bids

20,000

Community Health

Digital

Jan Ledward

Dave Horsfield

Product & Service Evaluation

40,000

Community Health

Digital

Jan Ledward

Dave Horsfield

Platform Hosting

37,440

Community Health

Digital

Jan Ledward

Dave Horsfield

File sharing platform

14,400

Community Health

Digital

Jan Ledward

Dave Horsfield

Platform Licensing & Maintenance

73,000

Community Health

Digital

Jan Ledward

Dave Horsfield

Development & App support

100,000

Community Health

Digital

Jan Ledward

Dave Horsfield

PHR Development Costs

6,250

Community Health

Digital

Jan Ledward

Dave Horsfield

Health Practioner Digi Skills Development

28,775

Community Health

Digital

Jan Ledward

Dave Horsfield

Service co-design resource/capability

50,000

Community Health

Digital

Jan Ledward

Dave Horsfield

LCC Joint Contract Payment (Telehealth Joint Contract Payments)

494,000

Community Health

Digital

Jan Ledward

Dave Horsfield

Telehealth clinical hub

50,000

Community Health

Digital

Jan Ledward

Dave Horsfield

Telehealth SMS Lic, equipment & development

30,000

Community Health

Digital

Jan Ledward

Dave Horsfield

Telehealth Monitoring Equipment service (Phillips)

1,200,000

Community Health

Digital

Jan Ledward

Dave Horsfield

Secondary Care Integration

50,000

Community Health

Digital

Jan Ledward

Dave Horsfield

IT Facilitators Primary Care digital integration

260,405

Community Health

Digital

Jan Ledward

Dave Horsfield

NHSE Income - Online Consultations

Total Community Health

190

Senior Management
Lead
Sam James

-260,405
91,039,381

Appendix Four – Mental Health
Category

Mental Health

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget
Required

Jane Lunt

Kerry Lloyd

Snr Project Mgr Transformation Monies

35,007

Jane Lunt

Kerry Lloyd

Contribution toward YOS Management Post

14,592

Jane Lunt

Kerry Lloyd

Mental Health Promotion and Training - MYA

165,499

Jane Lunt

Kerry Lloyd

Young Carers - Barnadoes

25,000

Jane Lunt

Kerry Lloyd

Therapeutic and Counselling Service - YPAS

1,172,669

Jane Lunt

Kerry Lloyd

GP Champs - YPAS/Brownlow Hill Practice

69,697

Jane Lunt

Kerry Lloyd

Refugee & Asylum Seekrs PSS

178,151

Jane Lunt

Kerry Lloyd

ADHD - ADHDF

80,348

Jane Lunt

Kerry Lloyd

CORC - CORC LTD

3,000

Jane Lunt

Kerry Lloyd

Bullying - LCC

11,620

Jane Lunt

Kerry Lloyd

ND support for MH hubs - Advanced Solutions

105,540

Jane Lunt

Kerry Lloyd

CYP IAPT Backfill

160,000

Mental Health

Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Child and Adolescent
Mental Health
Learning Difficulties

Jane Lunt

Kerry Lloyd

Alternative Futures

446,628

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

Brothers of Charity

76,509

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

Four Seasons Healthcare

73,311

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

Mental Healthcare UK

163,353

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

Equilibrium Healthcare

61,689

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

St Marys

557,910
995,140

Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
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Cost centre Description

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

The Priory / Recovery First

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

Autism Initiative

43,866

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

Halton MBC - positive behavioural service

203,827

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

Elysium (Spinney)

1,130,729

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

ASC Healthcare

445,603

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

NHSE Step Down

343,335

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

Other Care Packages

691,452

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

Eastway

95,151

Mental Health

Learning Difficulties

Jane Lunt

Kerry Lloyd

NW TDT

9,425

Mental Health

Learning Difficulties - S117

Jane Lunt

Kerry Lloyd

Queens Drive

148,726

Mental Health

Learning Difficulties - S117

Jane Lunt

Kerry Lloyd

Mental Healthcare UK

112,618

Mental Health

Learning Difficulties - S117

Jane Lunt

Kerry Lloyd

Other Care Packages

230,172

Mental Health

Learning Difficulties - S117

Jane Lunt

Kerry Lloyd

Joint funded IAT

21,852

Mental Health

Learning Difficulties - S117

Jane Lunt

Kerry Lloyd

Helme Hall

59,506

Mental Health

Learning Difficulties - S117

Jane Lunt

Kerry Lloyd

LCC - LD - S117

668,170

Appendix Four– Mental Health cont’d
Category
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
Mental Health
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Mental Health
Mental Health
Mental Health

Cost centre Description
Mental Capacity Act
Mental Health Contracts
Mental Health Contracts
Mental Health Contracts
Mental Health Contracts
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health Services Adults
Mental Health - NCAs
Mental Health - NCAs
Mental Health - NCAs
Mental Health - NCAs
Mental Health - NCAs
Mental Health - NCAs
Mental Health Services Older people
Mental Health Services Older people
Mental Health Services Older people
Mental Health Services Older people
Mental Health - Others
Mental Health - Others
Mental Health - Others

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget
Required

Sam James
Sam James
Sam James
Sam James
Sam James
Sam James

Tom Fairclough
Alison Picton
Alison Picton
Alison Picton
Alison Picton
Tom Fairclough

Mental Capacity Act Funding - LCC/BCF
Mersey Care
IAPT (Merseycare) TALK Liverpool
North West Boroughs (previously 5 Boroughs)
Cheshire And Wirral Partnership
PSS Day Care

116,000
64,527,785
6,301,840
654,526
318,454
149,266

Sam James

Tom Fairclough

Alternative Futures- Support @ Sunbeam Place

28,995

Sam James

Tom Fairclough

Alternative Futures- Abbeydale Drive - Annual Grant

127,275

Sam James

Tom Fairclough

LCC - rehab Cases - S117

23,493

Sam James

Tom Fairclough

LCC - Supported Accomodation

1,253,541

Sam James

Tom Fairclough

LCC - Amethyst Close

23,000

Sam James

Tom Fairclough

Other Private Care home Patients

52,998

Sam James

Tom Fairclough

IMAGINE - Daily Rates

112,095

Sam James

Tom Fairclough

IMAGINE - Outreach Project

22,553

Sam James

Tom Fairclough

Ladders of Life - Care & Support Services

84,502

Sam James

Tom Fairclough

Care Act Better Care Fund (LCC)

1,729,872

Sam James

Tom Fairclough

Supported Accommodation for Complex Substance Misuse (LCC)

500,000

Sam James

Tom Fairclough

BCF - Out of city resettlement (LCC)

296,856

Sam James
Sam James
Sam James
Sam James
Sam James
Sam James
Sam James

Tom Fairclough
Tom Fairclough
Tom Fairclough
Tom Fairclough
Tom Fairclough
Tom Fairclough
Jacqui Campbell

OBDS & Phlebotomy (5BP)
Patient Drugs (Lancashire Care NHSFT)
NCA Inpatients - Other Areas
Military Veterans IAPT (Pennine Care NHSFT)
Lancashire care MH - NCA
OATS - Pennine Healthcare
Paisley Court - Care UK

12,063
5,346
72,843
33,034
198
29,849
1,858,457

Sam James

Jacqui Campbell

Enhanced Care Home Model

327,360

Sam James

Jacqui Campbell

Social Care Support for HomeFirst (LCC)

1,900,000

Sam James

Jacqui Campbell

1 to 1 fees @ Paisley Court - Care UK

65,001

Sam James
Sam James
Sam James

Tom Fairclough
Tom Fairclough
Tom Fairclough

S12 Claims
Counselling - Sign Health
Sth Lpl CAB - Advice on Prescription Service

250,000
28,316
554,831

Appendix Four– Mental Health cont’d
Category
Mental Health
Mental Health
Mental Health
Total Mental Health
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Cost centre Description
Mental Health Services S117 Mental Health
Mental Health Services S117 Mental Health
Mental Health Services S117 Mental Health

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget
Required

Sam James

Tom Fairclough

LCC - MH S117 (non BCF)

76,505

Sam James

Tom Fairclough

Mental Health S117 contribution (LCC)

20,000

Sam James

Tom Fairclough

LCC - MH - S117

2,511,664
92,478,581

Appendix Five – Other Programme including Earmarked Reserves
Category
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
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Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other
Other

Cost centre Description
Clinical Leads
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning - Non
Acute
Commissioning Reserve
Engagement
Engagement
Engagement
Engagement
Engagement
Engagement
Engagement
NHS 111
NHS 111
NHS 111
NHS 111
NHS 111
NHS 111
NHS 111
NHS 111
NHS 111
NHS 111

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget
Required

Sam James
Sam James

Jacqui Waterhouse
Jacqui Campbell

GP Practices
Oak Vale Gardens - Contract Beds

751,931
1,339,000

Sam James

Jacqui Campbell

Oak Vale Gardens - Equipment

39,598

Sam James

Jacqui Campbell

LCC - Joint Investments Peripatetic Services

235,296

Sam James

Jacqui Campbell

LCC -Care Brokerage Services

130,944

Sam James

Jacqui Campbell

LCC - QA & Safeguarding

383,628

Sam James

Jacqui Campbell

LCC - Data Information & sharing

163,680

Sam James

Jacqui Campbell

LCC - Services @ Bradbury Fields

34,704

Sam James

Jacqui Campbell

LCC - Liquid Logic

140,004

Sam James

Jacqui Campbell

Protection of Social Care

8,500,000

Sam James

Jacqui Campbell

MerseyCare - Spot Purchases

312,641

Sam James

Jacqui Campbell

ABI - Spot Purchases

618,227

Sam James

Jacqui Campbell

Oak Vale gardens re additional Medical sessions.

81,526

Mark Bakewell
Carole Hill
Carole Hill
Carole Hill
Carole Hill
Carole Hill
Carole Hill
Carole Hill
Sam James
Sam James
Sam James
Sam James
Sam James
Sam James
Sam James
Sam James
Sam James
Sam James

Peter Quayle
Gina Perigo
Gina Perigo
Gina Perigo
Gina Perigo
Gina Perigo
Gina Perigo
Gina Perigo
Stephen Hendry
Stephen Hendry
Stephen Hendry
Stephen Hendry
Stephen Hendry
Stephen Hendry
Stephen Hendry
Stephen Hendry
Stephen Hendry
Stephen Hendry

Commissioning Reserve
Pay costs
Staffing
Printing Costs
Books, Journals & Subscr
BrowseAloud Software
Mobile Phones
Engagement Spend
Pay costs
Conferences & seminars
Training exps
Car mileage
Call handling - UC 24
NHS 111 admin charges - Blackpool CCG
Recharge of NHS 111 costs
NWAS baseline contract
Mobile Phones
Rail Travel

25,844,548
44,103
19,931
7,822
35,000
-13,618
558
60,257
76,212
3,765
360
1,177
102,238
47,399
-115,637
1,264,846
130
31

Appendix Five – Other Programme including Earmarked
Reserves cont’d
Category
Other

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget
Required

Jan Ledward

Dave Horsfield

CLAHRC – Income

-1,887,286

Jan Ledward

Dave Horsfield

CLAHRC – Expenditure

2,187,286

Jan Ledward

Dave Horsfield

Other research expenditure

75,000

Sam James

Stephen Hendry

Patient Transport

1,860

Other

Non Recurrent
Programmes
Non Recurrent
Programmes
Non Recurrent
Programmes
Patient Transport

Other

Programme Projects

Jan Ledward

Dave Horsfield

AQUA

40,000

Other

Programme Projects

Mark Bakewell

Dave Horsfield

CCG IT Comp Maintenance (IM)

168,324

Other

Programme Projects

Mark Bakewell

Dave Horsfield

Health & Social Care Informatics iM Service

677,707

Other

Programme Projects

Mark Bakewell

Dave Horsfield

Comp maintenance

36,514

Other

Re-charges NHS Property
Services
Safeguarding

Mark Bakewell

Peter Quayle

Re-charges NHS Property Services

5,591,700

Jane Lunt

Kerry Lloyd

Safeguarding team Staffing & Non-Pay

466,515

Safeguarding
Safeguarding
Safeguarding
Safeguarding
Safeguarding
Safeguarding
Safeguarding

Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt

Kerry Lloyd
Kerry Lloyd
Kerry Lloyd
Kerry Lloyd
Kerry Lloyd
Kerry Lloyd
Kerry Lloyd

LSCB – LCC
WMBC – LSAB
LCC - ISVA Funding
Early Help – LCC
Computer Hardware Purch
Data Lines - Venture House (MASH)
Clinical&Medical-Othe Public Sector

100,000
40,000
24,000
159,000
22
3,778
2,521
48,797,465

Other
Other

Other
Other
Other
Other
Other
Other
Other
Other
Total Other
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Cost centre Description

Appendix Six – Continuing Healthcare & Packages of Care
Category

Senior Management
Lead

Budget Holder

Detail

Total 2019/20 Budget
Required

Continuing Care
Continuing Care

CHC Adult Fully Funded
CHC Adult Fully Funded

Jane Lunt
Jane Lunt

Kerry Lloyd
Kerry Lloyd

Prescribed Continuing Care Equipment
Private Continuing Healthcare Support & Care

101,721
18,334,315

Continuing Care

CHC Adult Fully Funded

Jane Lunt

Kerry Lloyd

Private Continuing Healthcare Support & Care - Fast Track

4,456,340

Continuing Care

CHC Adult Fully Funded

Jane Lunt

Kerry Lloyd

STARS

1,671,849

Continuing Care

Jane Lunt

Kerry Lloyd

PHB payments

3,012,058

Continuing Care

CHC Adult Fully Funded
Personal Health Budgets
CHC Joint Funded

Jane Lunt

Kerry Lloyd

Paisley Court

755,922

Continuing Care

CHC Joint Funded

Jane Lunt

Kerry Lloyd

Complex Needs Recharges from Liverpool City Council

1,598,852

Continuing Care

CHC Joint Funded

Jane Lunt

Kerry Lloyd

Complex Needs Recharges from Liverpool City Council

1,427,821

Continuing Care

CHC Joint Funded

Jane Lunt

Kerry Lloyd

Care of others in Various Locations

1,209,200

Continuing Care

Jane Lunt

Kerry Lloyd

PHB payments

1,584,106

Continuing Care

Adult Joint Funded
Continuing Care Personal
Health Budgets
CHC Children

Jane Lunt

Alison Williams

Claire House emergency respite

115,000

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

1,969,237

Continuing Care
Continuing Care
Continuing Care
Continuing Care
Continuing Care
Continuing Care
Continuing Care
Continuing Care
Continuing Care
Continuing Care
Continuing Care
Continuing Care

CHC Children
CHC Children
CHC Children
CHC Children
CHC Children
CHC Children
CHC Children
CHC Children
CHC Children
CHC Children
CHC Children
Children's Continuing Care
Personal health Budgets
Continuing Healthcare
Assessment & Support
Funded Nursing Care
Funded Nursing Care

Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt
Jane Lunt

Alison Williams
Alison Williams
Alison Williams
Alison Williams
Alison Williams
Alison Williams
Alison Williams
Alison Williams
Alison Williams
Alison Williams
Alison Williams
Alison Williams

Breastfeeding peer support programme - LCC
Communication, Augmentative, Assistive Technology (CAAT) - LCC
Neuro pathways-occ therapy sensory processing disorder pilot (LCC)
Children's JIMG - Alder Hey Equip
Looked after children
Community patients' Saturation Monitors & ventilation equip Alder Hey
Occ Therapy Staff (LCC)
Zoe's Place
Bereavement Service
Looked after children (income)
CERTs and Independent Experts
Personal Health Budgets

38,000
15,000
80,000
44,055
100,000
22,969
320,000
32,500
10,000
-26,000
12,000
22,196

Jane Lunt

Alison Williams

Nurse Assessment SLA (CSU)

1,223,725

Jane Lunt
Jane Lunt

Kerry Lloyd
Kerry Lloyd

Health Funded Nursing Care costs from LCC
Health Funded Nursing Care costs from Sefton BC

4,359,651
180,493
42,710,010

Continuing Care
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Cost centre Description

Continuing Care
Continuing Care
Total Continuing Care

Appendix Seven – Running Costs
Category

Cost centre Description

Senior Management
Lead

Budget Holder

Running Costs
Running Costs

Admin & Business Support

Jan Ledward

Stephen Hendry

Business Informatics

Mark Bakewell

Tim Caine

CEO/Board office

Jan Ledward

Stephen Hendry

Commissioning

Sam James

Peter Johnstone

Communications & PR

Carole Hill

Stephen Hendry

Contract Management

Mark Bakewell

Alison Picton

Corporate Costs

Jan Ledward

Stephen Hendry

Estates & Facilities

Mark Bakewell

Stephen Hendry

Finance

Mark Bakewell

Peter Quayle

General Reserve - Admin

Mark Bakewell

Peter Quayle

Operations Management

Sam James

Andrea Astbury

Strategy & Development

Jane Lunt

Kerry Lloyd

Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Total Running Costs
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Detail
Pay & Non-Pay Costs
Pay & Non-Pay Costs
Pay & Non-Pay Costs
Pay & Non-Pay Costs
Pay & Non-Pay Costs
Pay & Non-Pay Costs
Non-Pay Costs
Non-Pay Costs
Pay & Non-Pay Costs
Pay & Non-Pay Costs
Pay & Non-Pay Costs
Pay & Non-Pay Costs

Total 2019/20 Budget
Required
943,650
945,265
1,482,067
831,980
392,028
1,167,800
680,230
716,134
859,063
313,444
328,979
735,045
9,395,685

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

Total 2019/20 Budget
£m
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Carole Hill

£0.546m

Jan Ledward

£6.588m

Jane Lunt

£53.405m

Mark Bakewell

£39.572m

Sam James

£846.373m

Grand Total

£946.484m

Report no: GB 15-19
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH MARCH 2019
Title of Report
Lead Governor
Senior
Management
Team Lead
Report Author

Liverpool Joint Local Area SEND 0-25
Inspection for Liverpool,
Jane Lunt, Director of Quality, Outcomes &
Improvement
Jane Lunt, Director of Quality, Outcomes &
Improvement
Liz Johnson, Senior Programme Manager
(Children & Maternity)

Summary

The report outlines the outcome of the joint
local area 0-25 SEND inspection in
Liverpool, which took place between 7.1.19
and 18.1.2019. The report also includes the
first draft of Liverpool Area SEND Inspection
Improvement Plan, together with draft LCCG
plan for areas that will be the specific
responsibility of health – commissioners and
providers.

Recommendation

That Liverpool CCG Governing Body:
 Note the outcome of the inspection
 Note the activity to make required
improvements

Relevant
standards/targets

Children and Families Act 2014
SEND 0-25 Code of Practice 2016
Send 0-25 Inspection Framework 2016
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OUTCOME OF SPECIAL EDUCATIONAL NEEDS & DISABILITY
(SEND) INSPECTION

1.

PURPOSE
The purpose of this report is to provide the Governing Body with
details of the inspection, outcome and improvements required.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Note the outcome of the inspection
 Note the activity to make required improvements.

3.

BACKGROUND
The Children and Families Act 2014 came into force in September
2014, and placed new statutory duties on the local area to identify
and meet the needs of disabled children and young people and
those who have special educational needs aged 0-25. The term
local area refers to the local authority, health commissioners and
providers together with all of the area’s early years’ settings,
schools and post-16 further education sector. The new duties are
set out in The Code of Practice 2016, which is statutory guidance
published by the Department for Education (DfE) and the
Department of Health on the duties, policies and procedures
relating to part 3 of the Children and Families Act 2014. A joint
Ofsted/CQC Inspection Framework was implemented in May 2016
to underpin the reforms.
Specifically for health, from September 2014 CCGs must:
•

•
•

Commission services jointly for children and young people (up
to the age of 25) with SEND, including those with an Education
Health and Care Plan (EHCP).
Work with the local authority to contribute to the Local Offer or
services available
Have mechanisms in place to ensure practitioners and
clinicians will support the integrated EHC needs assessment
process
Page 2 of 6
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•

4.

Agree personal budgets where they are provided for those with
ECHPs.

INSPECTION
The Joint local area SEND inspection for Liverpool took place
between 7th January and 18th January 2019. The inspection has the
following key areas of focus:
• The effectiveness of the local area in identifying children and
young people with SEND
• The effectiveness of the local area in meeting the needs of
children and young people with SEND
• The effectiveness of the local area in improving outcomes for
children and young people with SEND.
The inspection report takes the form of a letter that outlines main
findings, strengths and areas for improvement. If the area is found to
have significant concerns about the effectiveness of the local area, a
Written Statement of Action is included in the report. Liverpool has
received a Written Statement of Action on three issues:
• The failure of leaders to take the necessary actions to remedy
known weaknesses
• The endemic weakness in the Education Health Care Plan
process, timeliness and quality of plans
• The underdeveloped joint commissioning arrangements for 0-25
SEND provision.
However, it was recognised within the main findings that leaders in
Liverpool are clear about the shortcomings in SEND provision and
how far behind they are in implementing the reforms of 2014. It is
imperative that the pace of implementation accelerates and there are
a number of developments which will support this; notably the focus
on improving joint commissioning between the CCG and Liverpool
City Council and the development of segmentation of the population
to support commissioning which recognises the need to focus on
young people up to age 25 years.
From a CCG specific perspective there are a number of areas which
were highlighted as strengths, and areas which require specific
improvement, and which the CCG were sighted prior to the SEND
inspection. The main strengths were:
Page 3 of 6
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• The health visiting service achieves a good uptake of 4 out of 5
mandated contacts
• Good progress has been made to increase the universal health
checks through children’s school years, which aids early
identification
• There is good access to speech and language therapy (SALT )
and physio through drop-ins at some Children’s Centres.
• Alder Hey have community nursing services for children that are
available 365 days a year
• CAMHS are starting to use Community, Education & Treatment
Reviews (CETRs) through a multi-agency approach
• CAMHS, SALT ,OT and physiotherapy services use outcome
measures to evaluate the impact of interventions.
The main areas for improvement were:
• General Practitioner (GP) Health Checks for children and young
people with a learning disability are not achieving a good enough
reach
• There are inconsistent flagging systems used by Merseycare for
those known to have an Education, Health & Care (EHC) plan
• Children and young people experience unacceptable delays while
waiting for their health needs to be assessed and reviewed
• ASD and ADHD pathways are not compliant with NICE Guidance
• Links between health visitors and GPs and the sharing of
children’s health records is inconsistent.
• Transition arrangements for young people with ADHD between
Alder Hey and Merseycare are poor
• The reach of personal health budgets is low

A copy of the letter is attached at appendix 1.
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5.

WRITTEN STATEMENT OF ACTION AND IMPROVEMENT PLAN
As Liverpool received a Written Statement of Action, the local area
will be subject to a formal process reporting to both the Department
for Education and NHS England, against a joint improvement plan.
The first formal meeting with DfE and NHSE will take place on 12th
March 2019. These meetings will be held quarterly. In addition,
LCC and LCCG will receive visits from the respective DfE and
NHSE leads to focus on the specific areas of organisational
responsibility.
A first draft of local area improvement plan is attached at appendix
2. In addition, LCCG and health partners will develop a local health
plan that will focus specifically on areas for improvement for the
Liverpool health economy.
The draft plans will develop to include action plans for the specific
areas of improvement that will incorporate as necessary any
relevant data, KPIs, measurable outcomes and evidence of impact.

6.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

7.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
7.1 Does this require public engagement or has public
engagement been carried out? Yes
i.

Public engagement in terms of the involvement of
children, young people and their families and carers
will be required across a range of the actions within the
SEND improvement plan.

7.2 Does the public sector equality duty apply? No

Page 5 of 6
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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:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
The SEND Improvement Plan will support LCCG and the local
area to measure the impact of its commissioned services as part of
the Local Offer on the well-being of children and young people with
SEND.
7.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
As above.

8.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Not applicable

9.

CONCLUSION
The Board is asked to acknowledge the outcome of the SEND
inspection and note the draft improvement plan.
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Ofsted
T 0300 123 1231
Agora
Textphone 0161 618 8524
6 Cumberland Place enquiries@ofsted.gov.uk
Nottingham
www.gov.uk/ofsted
NG1 6HJ
lasend.support@ofsted.gov.uk

26 February 2019
Mr Steve Reddy
Director of Children’s Services, Liverpool
5th Floor, Director of Children and Young People’s Services
Liverpool City Council
Cunard Building
Water Street
Liverpool
L3 1DS
Ms Jan Ledward, Chief Officer, Liverpool Clinical Commissioning Group (CCG)
Ms Suzanne Metcalfe, local area nominated officer
Dear Mr Reddy
Joint local area SEND inspection in Liverpool
Between 14 January 2019 and 18 January 2019, Ofsted and the Care Quality
Commission (CQC), conducted a joint inspection of the local area of Liverpool to
judge the effectiveness of the area in implementing the disability and special
educational needs reforms as set out in the Children and Families Act 2014.
The inspection was led by one of Her Majesty’s Inspectors from Ofsted, with a team
of inspectors including an Ofsted Inspector and a Children’s Services Inspector from
the Care Quality Commission (CQC).
Inspectors spoke with children and young people with special educational needs
and/or disabilities (SEND), parents and carers, and local authority and National
Health Service (NHS) officers. They visited a range of providers and spoke to leaders,
staff and governors about how they are implementing the disability and special
educational needs reforms. Inspectors looked at a range of information about the
performance of the local area, including the local area’s self-evaluation. Inspectors
met with leaders from the local area for health, social care and education. They
reviewed performance data and evidence about the local offer and joint
commissioning.

As a result of the findings of this inspection and in accordance with the Children Act
2004 (Joint Area Reviews) Regulations 2015, Her Majesty’s Chief Inspector (HMCI)
has determined that a Written Statement of Action is required because of significant
areas of weakness in the local area’s practice. HMCI has also determined that the
local authority and the area’s clinical commissioning group(s) (CCG) are jointly
responsible for submitting the written statement to Ofsted.
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This letter outlines our findings from the inspection, including some areas of strength
and areas for further improvement.

Main findings
 Leaders are clear about the shortcomings in SEND provision in the city and how
far behind they are in implementing the reforms of 2014. The action plans that sit
beneath the SEND strategy demonstrate the immaturity of implementation.
 While leaders have known of long-standing issues, too much time elapsed before
the necessary action and focus was given to children and young people with
SEND. Leaders have not taken the swift and remedial action necessary.
 Leaders are unable to provide convincing evidence of having made sustainable
improvements to SEND provision. Far too many initiatives have only been
established in recent months. This includes actions which would typically have
occurred at the earliest stages of the 2014 reforms.
 The confidence among several parents and leaders in schools about the area’s
capacity to improve provision is low. Their views are tarnished by historic
experiences of having promises made but not delivered. That said, they have
expressed hope in the recent changes to leadership in the area.
 There are serious weaknesses in the education, health and care (EHC) planning
process, the quality of plans and the timeliness of amendments to plans being
made. Inspectors identified far too many deficiencies and little evidence of leaders’
action to rectify them.
 Joint commissioning arrangements do not adequately ensure that the needs of
children and young people with SEND aged 0 to 25 are known and are
subsequently being met.
 Inspectors identified aspects of the local area’s SEND arrangements which
contravene the SEND code of practice and National Institute for Health and Care
Excellence (NICE) guidelines.
 Too many children, young people and their families have not had their needs
adequately met. Where needs have been met, it has been because of dedicated
professionals working tirelessly with and for children and young people and their
families.
 Across the city, there are education and health settings and services that are
highly successful and inclusive. They are an example to others of what is possible
and what can be done. Leaders are beginning to use these settings more
effectively to share good practice.
 There is an inequity of provision for children and young people across services.
While some parents have had nothing but positive experiences; the opposite has
been the reality for many. The experience of some parents is that the starting
point in Liverpool is ‘no’ and this is the beginning of a long and arduous fight to
get their children’s needs met.
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 Children and young people with SEND in Liverpool are the epitome of ambition
and resilience. They are always grateful for what they have received and
determined that their peers should receive even better.
The effectiveness of the local area in identifying children and young
people’s special educational needs and/or disabilities
Strengths
 Transition workers from adult social care attend transition reviews in all special
schools, to begin preparing young people for adulthood. This assures that their
care needs continue to be met into adulthood. Named workers from adult social
care are allocated to all children and young people with the most complex needs.
These workers conduct a range of assessments, including carers’ assessments, to
ensure that young people’s needs are correctly identified and that the transition
process is seamless.
 The transition operations group brings together professionals from a range of
disciplines to improve transitions, for example when children and young people
move to a new school. This improves the planning, commissioning and delivery of
transitions for those with the most complex needs
 The consortia in early years settings and primary schools provide professionals
with opportunities to meet and share good practice. They also provide training
and development to support staff in the early identification of additional needs.
 The health visiting service achieves a good uptake of four out of five mandated.
An information-sharing agreement is in place between Mersey Care and Knowsley
and St Helen’s Teaching Hospitals NHS Trust to strengthen the notifications from
maternity services. Good progress has been made to increase universal health
checks through children’s school years and includes questionnaires in Years 6
and 9. This aids the early identification of children’s health needs.
 There is good access to speech and language therapy (SALT) and physiotherapy
services via drop-ins at some children’s centres in Liverpool. The provision of
training to children’s centre staff and health visitors helps to support the
identification of needs at the earliest point.
 Occupational therapy (OT) and ADDvanced Solutions (a network that encourages,
equips and empowers children, young people and their families living with
neurodevelopmental conditions, learning difficulties and associated mental health
needs) are accessible through children’s centres where they deliver awareness
sessions for sensory processing difficulties and provide pre-referral consultation.
Areas for development
 A lack of consistently joined-up approaches, multiple pathways and weak
communication means that parents often must tell their story more than once.
 The local area is yet to develop a clear pathway for health staff to notify the local
authority of children under five who they believe have SEND.
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 Professionals acknowledge that identification processes are not always the easiest
for parents to use and follow. Jargon is used too frequently, and publications are
not written in accessible language.
 The local authority has more to do to complete and share strength and difficulty
questionnaires with health staff to inform children looked after health
assessments. This hampers opportunities to screen and track emerging or
changing mental well-being needs so appropriate help can be sought.
 General practitioner (GP) health checks for children and young people with
learning disabilities are not achieving a good enough reach. This hinders the early
identification of needs in this vulnerable population. Issues with the accuracy of
data and GP registers are not new and actions to address them have been too
slow.
 Health visitors are not sufficiently aware of children discussed as part of the early
years consortia. The same is true for young children with an EHC plan who are not
the subject of the early help assessment tool (EHAT). Actions and outcomes of
this ongoing work are not shared effectively with health visitors and this impedes
the achievement of a ‘tell it once’ approach.
 There are inconsistent flagging systems used by Mersey Care NHS Foundation
Trust staff for those known to have an EHC plan. This reduces the visibility of the
known needs of these children and young people to health professionals.
 The local area’s approach to integrating two- to two-and-a-half-year checks via
the children’s centre is not consistent. This delays the early identification and
shared understanding of the changing needs of young children.
The effectiveness of the local area in meeting the needs of children and
young people with special educational needs and/or disabilities
Strengths
 The parent and carer forum (LivPac) has made significant progress over the last
two to three years. It is now actively involved in the local area, overcoming
geographical barriers by working collaboratively with schools and other services.
They provide feedback and elicit feedback from other parents to inform service
improvements and plans. They are represented at several boards and forums.
Parents who contributed to the inspection value the service that LivPac provides.
One parent described it as ‘the ear that’s always listening’.
 Partnership managers and consultant social workers provide support and advice to
care practitioners. This ensures that they can assess care needs for those with
SEND with greater accuracy and at an earlier stage.
 The local area works effectively to prepare content for and improve the structure
of the local offer. It is regularly reviewed to ensure compliance with the code of
practice and parents and professionals can suggest areas which require further
improvement. The local area has developed an app which is a positive addition to
the local offer and is well regarded by young people with SEND.
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 There are SEND champions in each service within social care. They receive
training and support from the education psychology service to ensure that their
specialist knowledge is up to date.
 Good-quality health assessments are completed by specialist children looked after
health staff. Assessments and health action plans are comprehensive and, where
required, lead to onward referrals to relevant services to meet these children’s
needs better.
 Alder Hey Children’s NHS Foundation Trust have community nursing services for
children available 365 days of the year. Plans are in the early stages to increase
children’s access to advanced paediatric nurse practitioners from five to seven
days to provide continued support in the home.
 Child and adolescent mental health services (CAMHS) are starting to use
community, education and treatment reviews (CETR) through a multi-agency
approach to meeting children’s changing mental health needs. The CCG maintains
an oversight of this identified group of children and young people. This enables a
joined-up approach to meeting their needs.
 Parents of children in the early years settings visited experience joined-up working
between education and health services as part of EHAT processes. This leads to
more effective assessment and meeting of needs.
Areas for development
 Advice and information provided from education, health and care services are
frequently delayed. This has worsened over the past three years and less advice is
being received within the statutory six-week timescale.
 Decisions about assessments for an EHC plan are made by two professionals. This
is despite the published terms of reference stating that it is a panel made up of
multi-agency representatives. This is contrary to the fundamental principle of joint
working.
 The quality of the EHC plans reviewed by inspectors is poor. Outcomes are
inadequately written and at times arbitrary. For example, inspectors saw a plan
which held the community paediatrician responsible for a child to access the
curriculum and achieve their academic potential. This same plan was signed off by
a senior health professional. Inspectors also saw examples of amendments being
made in isolation without checking the changes with other professionals.
 Almost half of all EHC plans needing to be amended are beyond the statutory
eight-week timescale. This renders the EHC plans meaningless and removes
accountability and responsibility to meet children’s needs from professionals.
 In the sample of EHC plans seen by inspectors, it was not uncommon for plans to
be two or three years out of date. Inspectors also saw an example of an EHC plan
from a neighbouring authority that had not been updated when the child moved
to Liverpool in January 2015.
 Demand for special educational needs information, advice and support (SENDIAS)
services is high, with approximately 70 new cases reported per quarter. Dedicated
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staff provide telephone support to families, with the aim of reducing the need for
face-to-face support but are unable to meet the current demand.
 Children and young people experience unacceptable delays while waiting for their
health needs to be assessed and reviewed. Waiting times in paediatrics, including
specialist assessments, are excessive and pathways for autism spectrum disorder
(ASD) and attention deficit hyperactivity disorder (ADHD) are not compliant with
NICE guidance. Children experience delays in having their ADHD needs and
medication reviewed due to rising need and insufficient capacity.
 Children who enter care do not benefit from the timely completion of initial health
assessments. Assessments completed as part of the comprehensive assessment
tool for those in youth justice fall short of the standards expected by leaders. This
delays the early identification of additional needs so they can be met to secure
better outcomes for this vulnerable population.
 Links between health visitors and GPs in Liverpool and the sharing of children’s
records are inconsistent. This limits the effectiveness of joint work focused on
meeting children’s needs.
 Occupational therapy has developed traded services, but this is resourced from
the existing workforce. This has an impact on the timely provision of a core
universal service to children and young people.
 Children’s access to wheelchair services is not always timely. Children and young
people experience delays in accessing equipment to meet their changing needs.
 Equipment service specifications in Liverpool are not aligned with the different
funding streams used to obtain children’s equipment in the community, and in
mainstream and specialist provision. This has an impact on the timely and efficient
use of resources to meet children’s needs.
 Inspectors heard from leaders and parents that some professionals, including
those in schools, do not have the necessary understanding to work productively
with children and young people with SEND. This can lead to frustration and a lack
of meaningful engagement.
The effectiveness of the local area in improving outcomes for children and
young people with special educational needs and/or disabilities
Strengths
 A small number of targeted projects such as independent travel training and
supported internships are successfully promoting young people’s independence.
As a result, more young people with SEND attend college, access the community
and live with greater independence.
 Short breaks are a valued service for parents; even though the waiting times for
this service can be lengthy and the range of services available can be limited.
Parents spoke of the lifeline that it provides to their children and families.
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 Expectations for some children with EHC plans are high. There are examples
within the local area where children have attended a specialist school, moved on
to mainstream provision, then to college and then on to university.
 Children and young people who met with inspectors were inspiring and had clear
aspirations. Several were attending or had finished college and university, with
one having recently completed a Master’s degree. Some were taking part in
supported internships and working in paid employment. Young people are rightly
proud of their achievements.
 CAMHS, SALT, OT and physiotherapy services use outcome measures to evaluate
the impact of the interventions they provide at an individual level to children and
young people. As a result, leaders have a clear understanding of which
interventions make a difference to children.
Areas for development
 Joint commissioning arrangements are underdeveloped across the 0 to 25 age
range for children and young people with SEND. Arrangements are not
underpinned by a thorough understanding of the needs of this population.
Inspectors heard of a young person’s frustration at the lack of physiotherapy
services on transition to adulthood. This had a detrimental effect on their health.
At times, families are having to pay privately for health care. Inspectors also heard
of health services ending when a young people reaches adulthood despite their
medical needs not having changed.
 Transition arrangements for young people with ADHD between Alder Hey
Children’s NHS Foundation Trust and adult services are poor. This is because there
is a significant backlog of 1,084 people in adult services already waiting an
average of 95 weeks for an assessment. As a result, the trust has retained 150
young people who should have transitioned which has an impact on their existing
caseloads.
 School leaders noted that SEND has not been a priority in Liverpool’s school
improvement strategy. This is despite there being city-wide issues around
outcomes, exclusions and attendance, particularly for children and young people
with SEND.
 Across all key stages, children with an EHC plan do not make good academic
progress and this trend is worsening.
 Children and young people with SEND are the group who are most likely to be
permanently excluded from schools; similarly, the proportion of children and
young people with SEND who are persistently absent is higher than the national
average.
 A culture of low expectations for children and young people with SEND is evident
in pockets across Liverpool. While this is not the case for all providers, it is
reflected in weak outcomes, high exclusion rates and poor attendance in several
schools, most notably, at secondary stage. This is coupled with a culture that is
not always inclusive across some mainstream schools.
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 The proportion of young people with SEND who are not engaged in education,
employment or training (NEET) is significantly higher than the national average.
 The reach of personal health budgets is low, yet parents told inspectors that they
would like to be provided with this choice. This hinders opportunities for greater
personalisation of children’s health care.
The inspection raises significant concerns about the effectiveness of the
local area.
The local area is required to produce and submit a Written Statement of Action to
Ofsted that explains how it will tackle the following areas of significant weakness:
 the failure of leaders to take the necessary actions to remedy known weaknesses
 the significant weaknesses in the EHC processes, timeliness and quality of plans
 the underdeveloped joint commissioning arrangements for 0 to 25 SEND
provision.
Yours sincerely
Jonathan Jones
Her Majesty’s Inspector
Ofsted

Care Quality Commission

Andrew Cook HMI

Ursula Gallagher

Regional Director

Deputy Chief Inspector, Primary Medical
Services, Children Health and Justice

Jonathan Jones

Elaine Croll

HMI Lead Inspector

CQC Inspector

Matthew Rooney
Ofsted Inspector
Cc: Department for Education
Clinical commissioning group(s)
Director Public Health for the local area
Department of Health
NHS England
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______________________________________________________________________
Written Statement of Action
Following an Ofsted inspection in January 2019 Liverpool has identified 3 priority areas which improvement activity must focus upon in order
to improve impact and achieve better outcomes for children with SEND (Special Educational Needs & Disabilities) and their families in
Liverpool.
This improvement activity is jointly lead and managed by the Local Authority and Health and will be overseen by the SEND Partnership Board.
1.0 Develop strong leadership and governance arrangements to address known weaknesses, and embed continuous improvement
• Create a culture of ambition and resilience-building for all children with SEND in Liverpool
• Ensure compliance with the SEND Code of practice and National Institute for Health and Care Excellence guidelines
• Improve the effectiveness of the local area in identifying children and young people with special educational needs and/or disabilities
• Strengthen the quality and consistency of oversight and challenge by leaders, managers, children and parents
• Improve the approach(es) to co-production with children, parents and carers
• Embed inclusive practice across school settings
• Deliver a comprehensive workforce development offer across the partnership
2.0 Improve the EHC processes, timeliness and quality of plans to ensure children’s needs are met and their outcomes improve
• Strengthen information sharing arrangements across the partnership and with children and parents/carers
• Improve the quality, timeliness, consistency and child/person-centeredness of assessments and plans
• Strengthen review processes
• Improve transition planning across the partnership
3.0 Develop robust and evidenced joint commissioning arrangements for 0 to 25 SEND provision
• Deliver a comprehensive needs assessment and commissioning strategy to secure sufficiency of provision
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•

Address inequities and inconsistencies in provision

Not sure about this – public health undertook a needs assessment; we have the JSNA, and we have a strategy. I feel we know what is
required – we need to implement what we already know? In addition, I feel we need to confirm the governance arrangements for SEND
joint commissioning.

The main findings identified by Ofsted in the inspection are outlined in Appendix A.

1.0 Develop strong leadership and governance arrangements to address known weaknesses,
and embed continuous improvement
•
•
•
•
•
•
•

Create a culture of ambition and resilience for all children with SEND in Liverpool
Ensure compliance with the SEND Code of practice and National Institute for Health and Care Excellence guidelines
Improve the effectiveness of the local area in identifying children and young people with special educational needs and/or disabilities
Strengthen the quality and consistency of oversight and challenge by leaders, managers, children and parents/carers using evidence of
impact
Improve the approach(es) to co-production with children, parents and carers
Embed inclusive practice across school settings
Deliver a comprehensive workforce development offer across the partnership

What did Ofsted tell us
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1. A lack of consistently joined-up approaches, multiple pathways and weak communication means that parents
often must tell their story more than once.
2. A culture of low expectations for children and young people with SEND is evident in pockets across Liverpool.
While this is not the case for all providers, it is reflected in weak outcomes, high exclusion rates and poor
attendance in several schools, most notably, at secondary stage. This is coupled with a culture that is not always
inclusive across mainstream schools.
3. Professionals acknowledge that identification processes are not always the easiest for parents to use and follow.
Jargon is used too frequently, and publications are not written in accessible language.
4. The local area is yet to develop a clear pathway for health staff to notify the local authority of children under five

who they believe have SEND
5. Links between health visitors and GPs in Liverpool and the sharing of children’s records are inconsistent. This
limits the effectiveness of joint work focused on meeting children’s needs.
6. General practitioner (GP) post 14 health checks for children and young people with learning disabilities are not
achieving a good enough reach. This hinders the early identification of needs in this vulnerable population.
7. Health visitors are not sufficiently aware of children discussed as part of the early years consortia. The same is
true for young children with an EHC plan who are not the subject of the early help assessment tool (EHAT).
Actions and outcomes of this ongoing work are not shared effectively with health visitors and this impedes the
achievement of a ‘tell it once’ approach.
8. There are inconsistent flagging systems used by Mersey Care NHS Foundation Trust staff for those known to have
an EHC plan. This reduces the visibility of the known needs of these children and young people to health
professionals.
9. The local area’s approach to integrating two to two-and-a-half year checks via the children’s centre is not
consistent. This delays the early identification of children’s need
10. Children and young people experience unacceptable delays while waiting for their health needs to be assessed
and reviewed. Waiting times in paediatrics, including specialist assessments, are excessive and pathways for
autism spectrum disorder (ASD) and attention deficit hyperactivity disorder (ADHD) are not compliant with NICE
guidance. Children experience delays in having their ADHD needs and medication reviewed due to rising need and
insufficient capacity.
11. Children who enter care do not benefit from the timely completion of initial health assessments. Assessments
completed as part of the comprehensive assessment tool for those in youth justice fall short of the standards
expected by leaders. This delays the early identification of additional needs so they can be met to secure better
outcomes for this vulnerable population
12. Inspectors heard from leaders and parents that some professionals, including those in schools, do not have the
necessary understanding to work productively with children and young people with SEND.
13. Transition arrangements for young people with ADHD between Alder Hey Children’s NHS Foundation Trust and
adult services are poor. This is because there is a significant backlog of 1084 people in adult services already
waiting an average of 95 weeks for an assessment. As a result, the trust has retained 150 young people who
should have transitioned which impacts on their existing caseloads.
14. School leaders noted that SEND has not been a priority in Liverpool’s school improvement strategy. This is despite
there being city-wide issues around outcomes, exclusions and attendance, particularly for children and young
people with SEND.
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15. Across all key stages, children with an EHC plan do not make good academic progress and this trend is worsening.
Children and young people with SEND are the group who are most likely to be permanently excluded from
schools; similarly, the proportion of children and young people with SEND who are persistently absent is higher
than the national average.
16. The proportion of young people with SEND who are not engaged in education, employment or training (NEET) is
significantly higher than the national average.
What does good look like

[Needs SEND P’ship Board to define]

What are we going to do?
Ref

Action
Deliver the SEND improvement plan

1.1

Deliver the SEND partnership strategy
priorities

Undertake a partnership self-assessment
against the Code of Practice and NICE
guidelines

1.2

Intended impact
Improved health, social
and educational
outcomes for children
and young people with
SEND in Liverpool

Establish a network of SEND champions
across the partnership to promote the
SEND strategy and delivery plan to
parents and practitioners
Establish regular leadership development
sessions for the SEND Partnership Board
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Promoting a positive
learning culture through
constructive challenge
and sharing good
practice in Liverpool.
Promoting a positive
learning culture through
constructive challenge
and sharing good
practice in Liverpool.

By Who
SEND Partnership
Board
LCC, LCCG identified
leads to progress.

SEND Partnership
Board

By When

Progress & RAG Rating

As per timescales
outlined below

Red

See Priority action
plans for details

April 2019

SEND Partnership
Board

April 2019

SEND Partnership

April 2019-March

Red

Red

Red

Red

to develop a ‘check and challenge’
approach to partnership working
Develop a clear, consistent evidence base
of impact which all partners sign up to
including:
• SEND score card
• Evidence of impact from
improvement activities (“You
said, we did”)
Implementing and embedding a
performance management culture by:
- Establishing a performance and
quality framework for the SEND
Partnership Board (see also 2.2
below).

1.3

Commission LivPac and Young Advisors
and Young Champions to undertake
review of information provided to
children, parents and carers (Plain
English, jargon-free) and identify
improvements
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Clear thread of
accountability and an
improved line of sight
for senior leaders
around the impact of
improvement activity
Sustained focus on
performance
management and
learning from quality
assurance across all
service areas.
Clear thread of
accountability and an
improved line of sight
for senior leaders.
Improved intelligence
led approach to service
planning, commissioning
and delivery.
Information about the
SEND Local Offer is
clear, consistent and
jargon free – children,
parents and carers, and
staff understand where
and how to access
support

Board chair(s)

2020

LCC Data

May 2019

LCC Asst Directors for
Early Help and
Education

April 2019-March
2020

LCC Asst Directors for
Early Help and
Education

LCC Asst Director for
Early Help

Red

April 2019
Red

June 2019
Red

Evaluate option of purchasing/trialling
system to enable parents/carers to access
EHCP assessment on-line – to progress
track and view information

1.4

1.5

1.6

Develop pathway for Health Visitors to
notify the Local Authority of children who
they believe have SEND 1 including:
• Information sharing protocols
with parents
• Use of Disability Link Workers in
Children’s Centres
• EMIS system notifications and
prompts for follow up
• Notifications to GPs and follow up
Implement agreed standards of
information sharing in Health Visitor
service specifications including:
• EMIS system notifications and
prompts for follow up
• Notifications to GPs and follow up
Implement agreed standards of
information sharing in GP service
specifications
Implement agreed standards of health
checks for children post 14 with
disabilities in GP service specifications

1

All planning for children
is based on a high
quality, integrated
assessment of their
needs including
feedback from
parents/carers
All planning for children
is based on a high
quality , integrated
assessment of their
needs

All planning for children
is based on a high
quality, integrated
assessment of their
needs

SEN Service Lead
LivPac

Sept 2019

LCC Lead for Children
Centres
Merseycare Lead for 019
Designated Clinical
Officer

April 2019

Public Health
Commissioning Lead

April 2019

LCCG SEND
Commissioning Lead
All planning for children
is based on a high
quality, integrated

LCCG LD Lead
LCCG Transforming

Red

Red

April 2019
May 2019

Red

Red
Red

Where a health body is of the opinion that a young child under compulsory school age has, or probably has, SEN or a disability, they must inform the child’s parents and bring the child to the attention of the
appropriate local authority. The health body must also give the parents the opportunity to discuss their opinion and let them know about any voluntary organisations that are likely to be able to provide advice or
assistance. This includes the educational advice, guidance and any intervention to be put in place at an early point and before the child starts school. An information sharing protocol between education and health,
including seeking parental consent, is important
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1.7

1.8

1.9

including:
• SEND scorecard reporting
Establish regular engagement and
progress updates with HV Service
including:
• Revise Consortia standards to
include information sharing
mechanisms with Health Visitors
regarding individual cases
• Attendance at termly Chair of
Consortia meetings by HV service
lead
• Update contact details of HV and
School Nurses on Local Offer
website
• Review use of EMIS and EHAT
database to share progress of
open EHAT cases
Review and amend use of data systems
across Merseycare to strengthen
identification and follow up of children
believed to be SEND/diagnosed with
SEND:
• EMIS ‘tasking’ to notify ECHP
added to child record
• EMIS ‘tasking’ to request health
information from clinical staff
• EMIS capacity to capture
EHAT/ECHP changes, and record
SDQs
Conduct self-assessment of progress
towards a fully integrated 2/2.5 year
check (where working well/less well in
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assessment of their
needs
All planning for children
is based on a high
quality, integrated
assessment of their
needs

Care Children’s
Commissioner
LCC Consortia Lead

Merseycare Lead for 019

All planning for children
is based on a high
quality, integrated
assessment of their
needs

Red

Red

Merseycare Lead for 019
Designated Clinical
Officer for SEND

All planning for children
is based on a high
quality, integrated

Merseycare Lead for 019

September 2019

Red

1.10

1.11

1.12

terms of process, settings, data capture
and exchange), identify improvements
and deliver
Assessment of current waiting times for
CYP community paediatric/neurological
health services including:
• Current risks/challenges
• Improvement plans
• Progress monitoring to SEND
Partnership Board (scorecard)
Establish a Looked After Children Health
Team to ensure:
• Compliance with SEND Code of
Practice
• Compliance with NICE Guidance
• Improved exchange of data
across partners, including
Strengths & Difficulties
questionnaires with children’s
mental health services, through
development of Liquid Logic, etc

Undertake a training needs assessment
of the SEND workforce
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assessment of their
needs
Reduced waiting times
for children with SEND
to access the support
they need.

LCC Data Leads

LCCG SEND Lead
Commissioner

Red

Number of LAC /Youth
offending healthcare
assessments completed
within timescale
All planning for children
is based on a high
quality, integrated
assessment of their
needs
Plans are outcome
focused, child centred
and SMART and ensure
that children benefit
from timely support.
Change achieved is
measurable and
sustainable
A comprehensive
training offer which
meets the needs of
services and supports

LCCG Designated
Nurse for LAC
LCC Asst Dir for Social
Care

LCC Workforce Lead
LCC SEND Service
Manager

April 2019

March 2019

Amber

Amber

1.13

Develop and deliver workforce training
plan which includes:
• Care Aims awareness training for
all partners
• Personalisation (in collaboration
with adult services)
• Health visitor/school nurse SEND
awareness training
• Training for staff on Liquid
Logic/Capita to ensure all child
records are held on system
• Undertaking quality assessments
– SEND caseworking
accreditation
• Inclusive practice in schools
• Children and Families Academy
Undertake a knowledge/support
assessment of parents/carers to identify
opportunities to offer targeted
awareness/training sessions to families
with children awaiting diagnosis/with
SEND
Develop targeted approach to support
the c150 young people with ADHD
currently supported by Alder Hey
Children’s NHS Foundation Trust and
awaiting transition to adult services

staff to deliver the
necessary
improvements.

Conduct end-to-end review of transition
process as part of the 0-25 model within
CAMHS to address the backlog of

Effective transition
arrangements between
adult and children’s
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A comprehensive
support offer which
meets the needs of
parents and carers with
children awaiting
diagnosis/with SEND
Reduced backlog of
young adults with SEND
waiting to access the
support from adults
services they need.

LCC Workforce Lead
LCC SEND Service
Manager

LCC Workforce Lead
LCC SEND Service
Manager
LivPac
LCCG SEND
Commissioner Lead
LCCG Adult Mental
Health Commissioner
Alder Hey COO,
Community Division
LCCG CAMHS
Commissioner
Alder Hey CAMHS

April 2019

May 2019

Red

Red

Red

Red

1.14

1.15

1.16

assessments including:
• Adherence to COP and NICE
guidelines
• Caseloads across children and
adults services
• Use of IT systems to input data
and provide management
information and oversight
Launch of Liverpool’s education
improvement programme to include
SEND as a priority including support to
develop inclusion approach within early
years/school settings, workforce
development and progress reporting to
the SEND Partnership Board on:
• Attendance
• Exclusions
• Attainment
• Outcomes for children with SEND.
Develop Liverpool Framework for SEND
support in schools, learning from good
practice nationally (e.g. Oxfordshire Early
Years/Primary/Secondary guidance &
checklists)
Develop further targeted activity within
the NEET strategy action plan to support
children with SEND including:
• Extension of SEND internships
• Post 16 curriculum
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services

Director

April 2019

Red

LCC SEND Service
Manager

April 2019

Red

LCC NEET Service
Manager

April 2019

LCC Asst Dir for
Education

Reduction in the number
of young people with
SEND who are NEET to
below the Core City
average by June 2021
and to the England
average by June 2023

Red
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Improve the EHC processes, timeliness and quality of plans to ensure children’s needs are met and their outcomes
improve
•
•
•

Strengthen information sharing arrangements across the partnership and with children and parents/carers
Improve the quality, timeliness, consistency and child/person-centeredness of assessments and plans
Strengthen review processes
• Improve transition planning across the partnership
What did Ofsted tell us
1. The local authority has more to do to complete and share strength and difficulty questionnaires with health
staff to inform children looked after health assessments. This hampers opportunities to screen and track
emerging or changing mental wellbeing needs so appropriate help can be sought
2. Advice and information provided from education, health and care services are frequently delayed. This has
worsened over the past three years and less advice is being received within the statutory six-week timescale.
3. Decisions about assessments for an EHC plan are made by two professionals. This is despite the published
terms of reference stating it is a panel made up of multi-agency representatives. This is contrary to the
fundamental principle of joint working.
4. The quality of the EHC plans reviewed by inspectors is poor. Outcomes are inadequately written and at times
arbitrary. For example, inspectors saw a plan which held the community paediatrician responsible for a child
to access the curriculum and achieve their academic potential. This same plan was signed off by a senior
health professional. Inspectors also saw examples of amendments being made in isolation without checking
the changes with other professionals.
5. Almost half of all EHC plans needing to be amended are beyond the statutory eight-week timescale. This
renders the EHC plans meaningless and removes accountability and responsibility to meet children’s needs
from professionals.
6. In the sample of EHC plans seen by inspectors, it was not uncommon for plans to be two or three years out of
date. Inspectors also saw an example of an EHC plan from a neighbouring authority that had not been
updated when the child moved to Liverpool in January 2015.
What does good look
like

[Needs SEND P’ship Board to define]

What are we going to do?
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Ref
2.1

Action
See 1.11 above
Recruit additional Educational Psychologist resource:
• 6 assistant EPs
• 5 EPs
• 2 Senior EPs

Intended impact
Number of EHCPs completed in
20 weeks
Number of EHCPs audited that
meet ‘good’ standard

Recruit additional Education Officers:
• 3.2 full time posts – 2018
• 3.0 full time posts - 2019

2.2

Conduct end-to-end review of EHC process including:
• Adherence to COP and NICE guidelines
• Caseloads per EO
• Use of CAPITA system to input data
• Management information and oversight
Undertake service review of EHCP teams taking into
account:
• Process review findings
• Feedback from children, parents/carers
• Caseload management (quantity/quality)
• Use of CAPITA
• Performance management requirements

LCC Education
Psychology Lead

LCC SEND
Service
Manager
All planning for children is based
on a high quality assessment of
their needs
Plans are outcome focused, child
centred and SMART and ensure
that children benefit from timely
support. Change achieved is
measurable and sustainable
Number of EHCPs completed in
20 weeks

Build an EHAT Advices Form into Liquid Logic (Early
Help Module) so that EHC assessments can incorporate
wider social need requirements

Number of EHCPs audited that
meet ‘good’ standard
All planning for children is based
on a high quality assessment of
their needs

Continue the programme of implementing and
embedding a performance management culture by:
• Building a reporting suite in CAPITA including

Sustained focus on performance
management and learning from
quality assurance across all
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Responsible
Leader

By when

April
2019

March
2019

LCC SEND
Service
Manager

LCC Data Lead

Amber

Amber

Amber

LCC SEND
Service
Manager

LCC EHAT Lead

Progress & RAG
Rating
Amber

Amber

May 2019

Red

Ref

Action

•

further rollout of the performance
management dashboards
Embed use of monthly performance
scorecards to provide scrutiny and challenge.

Redesign Moderating Panel arrangements to include:
• mandatory multi-agency representation
• weekly panels
• revised Terms of Reference (including
protocols for how assessments are reviewed
and amended)
2.3
Introduce new arrangements to support cases declined
for EHCP by Moderating Panel; including use of EHAT

2.4

Improve the quality of assessments to ensure that they
include timely, relevant information on health,
education, social needs, the daily lived experience of a
child, diversity and cultural needs by:
- Redraft EHC Audit framework (taking learning
from CSC Audit Framework) including action
learning approach with auditor/caseholder, and
Voice of the Child/Parent & Carer
- Increase volume of audits (c 35 pw)
- Developing a practitioner tool kit
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Intended impact
service areas.
Clear thread of accountability and
an improved line of sight for
senior leaders.
Improved intelligence led
approach to service planning,
commissioning and delivery.
All planning for children is based
on a high quality assessment of
their needs
Plans are outcome focused, child
centred and SMART and ensure
that children benefit from timely
support. Change achieved is
measurable and sustainable
All planning for children without a
diagnosis of SEND is based on a
high quality assessment of their
needs
All planning for children is based
on a high quality assessment of
their needs
Plans are outcome focused, child
centred and SMART and ensure
that children benefit from timely
support. Change achieved is
measurable and sustainable

Responsible
Leader

By when

Progress & RAG
Rating
Amber

Amber
SEND Service
Manager

SEND Service
Manager

SEND Service
Manager
Head Teacher,
Millstead

Red

Amber

Amber

Ref

Action
-

Intended impact

Develop good practice examples of high quality
‘Gold Standard’ assessments
Promote good practice and develop Guidance
briefings

DCO for SEND
SEND Lead for
Alder Hey
Merseycare
Lead 0-19

Develop new Standard Operating Procedures for
health advices

2.5
&
2.6

Ensure ECHPs are reviewed annually and or/ when
there has been a change of circumstances and/or
when transferred in to the Authority by:
- Setting targets and monitoring performance
monthly
- Include in practice standards so that expectations
are clear.
- Linked to changes in Moderating Panel
arrangements (see 2.3 above)
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Responsible
Leader

Plans are effective and based on
up to date assessments which
identify any new and emerging
issues and current need

SEND Service
Manager

By when

Progress & RAG
Rating

July 2019

Red

30/6/19

Red

3.0 Develop robust and evidenced joint commissioning arrangements for 0 to 25 SEND provision
•
•

Deliver a comprehensive needs assessment and commissioning strategy to secure sufficiency of provision
Address inequities and inconsistencies in provision

What did Ofsted tell us

What does good look like
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1. Joint commissioning arrangements are underdeveloped across the 0 to 25 age range for children and young
people with SEND and not underpinned by a thorough understanding of the needs of this population.
2. Demand for special educational needs information, advice and support (SENDIAS) services is high with
approximately 70 new cases reported per quarter. Dedicated staff are unable to meet the current demand.
3. Occupational therapy has developed traded services, but this is resourced from the existing workforce. This
impacts on the timely provision of a core universal service to children and young people.
4. Children’s access to wheelchair services is not always timely. Children and young people experience delays
in accessing equipment to meet their changing needs.
5. Equipment service specifications in Liverpool are not aligned with the different funding streams used to
obtain children’s equipment in the community, and in mainstream and specialist provision. This impacts on
the timely and efficient use of resources to meet children’s needs.
6. The reach of personal health budgets is low, yet parents told inspectors that they would like to be provided
with this choice. This hinders opportunities for greater personalisation of children’s health care
[Needs SEND P’ship Board to define]

What are we going to do?
Ref

Action
Develop a sufficiency and commissioning
framework that complies with the Code of
practice including:
- Refreshed JSNA
- Robust Needs Analysis which includes
child, parent/carer input
- Revised Commissioning and sufficiency
strategy
- Commissioning plan
- Confirm governance
This requires further discussion –
commissioning and sufficiency are not the
same things

3.1
Establish a systematic approach to coproduction with children, their parents and
carers to feed into the commissioning cycle
Review the Graduated Offer for SEND
including:
• pathways
• access points
• SEN support/Local Offer and use of
Element 2 in schools
• Gaps in service offer
• Communications (see 1.3 above)
Evaluate the Short Breaks service – usage,
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Intended impact

By Who

LCC Children’s Social
Care Commissioning
Lead
LCC Education
Commissioning Lead
LCCG SEND
Commissioning Lead
Decision making in relation to service
provision is:
a) evidence based and
b) sufficient to meet demand and
needs of Liverpool’s children.
Liverpool’s children’s outcomes improve
through receiving appropriate support
and services

LCC Children’s Social
Care Commissioning
Lead
LCCG SEND
Commissioning Lead
LivPac

SEND Service Manager

LCC Children’s Social

By when

RAG
Rating

May 2019
Amber

Sept 2019

Sept 2019

Red

Amber

Ref

Action

Intended impact

costs, impacts and feedback from
parents/carers – when was this agreed as a
priority?

3.2

3.3

3.4

3.5
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Extend the consortia model approach
(currently in primary) to secondary schools in
Liverpool and establish a consistent
methodology for procurement to ensure
quality and equity of provision
Review the SENDIAS contract to ensure:
- Delivery against agreed service standards
- Resource requirements address demands
- Regular performance reporting to the
SEND Partnership Board (quarterly)
Review the Occupational Therapy contract to
ensure:
- Delivery against agreed service standards
- Resource requirements address demands
- Regular performance reporting to the
SEND Partnership Board (quarterly)
Review the community equipment and
wheelchair service contract to ensure:
- Delivery against agreed service standards
- Resource requirements address demands
- Regular performance reporting to the
SEND Partnership Board (quarterly)
Conduct a review of personalisation agenda

By Who

By when

Care Commissioning
Lead
LCCG SEND
Commissioning Lead
LCC Short Breaks Lead
LivPac

Sept 2019

Red

To be confirmed
Liverpool’s children’s outcomes improve
through receiving appropriate support
and services
Liverpool’s children’s outcomes improve
through receiving appropriate support
and services

Liverpool’s children’s outcomes improve
through receiving appropriate support
and services

LCC Children’s Social
Care Commissioning
Lead

To be confirmed

LCCG Equipment
Commissioning Leads –
Children and Adults
LCC SEND Service
Manager

Liverpool’s children’s outcomes improve

RAG
Rating
Red

March 2019

Red

March 2019

Red

March 2019

Red

Ref

3.6

Action

Intended impact

By Who

for children with SEND (in conjunction with
parents/carers and adult services) and make
recommendations for change

through receiving appropriate support
and services

Review the Neurodevelopmental pathway –
early support, diagnosis and post diagnostic
support

CYP and families to receive the support
they require at the right time in the right
place

By when

LCC Children’s Social
Care Commissioning
Lead
LCC Education
Commissioning Lead
LCCG SEND
Commissioning Lead
LCC Adult Social Care
Commissioning Lead
LivPac
LCCG SEND
Commissioning Lead
LCC Service Manager
Alder Hey ND Service
Manager

RAG
Rating

Dec 2019

Red

September
2019

Red

HOW WILL WE KNOW WE HAVE MADE A DIFFERENCE?
Priority
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Measure

What will this tell us?

Baseline
March 18

Required direction of
travel Year 1

Threshold
Requires
Good
Improvement

Qualitative Evidence
Children and Young People
Intelligence from audits informs us of quality of
practice and impact on children, young people
and families
Children in Care Council gather regular feedback
from children in care which is presented to the
service
Intelligence from complaints and compliments
Surveying of children during Focus on Practice
Week
RAG Rating Description;
Blue
Red
Amber
Green

Appendix A - Main Findings
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Staff
Surveying of staff including staff supervision
survey and staff health check

Families and Carers
Surveying through Focus on Practice Week, and
satisfaction surveys conducted by the service

Engagement with staff at Practice and
Performance Workshops and subsequent
feedback mechanism
Regular staff briefing meetings with DCS and
other senior leaders

Intelligence from complaints and compliments

Completed
Not Started
In planning (written plans and meetings underway)
In progress and on schedule

Surveying of parents and carers during Focus on
Practice week

a) Leaders are clear about the shortcomings in SEND provision in the city and how far behind they are in implementing the reforms
of 2014. The action plans that sit beneath the SEND strategy demonstrate the immaturity of implementation.
b) While leaders have known of longstanding issues, too much time elapsed before the necessary action and focus was given to
children and young people with SEND. Leaders have not taken the swift and remedial action necessary.
c) Leaders are unable to provide convincing evidence of having made sustainable improvements to SEND provision. Far too many
initiatives have only been established in recent months. This includes actions which would have typically occurred at the earliest
stages of the 2014 reforms.
d) The confidence among several parents and leaders in schools about the area’s capacity to improve provision is low. Their views
are tarnished by historic experiences of having promises made but not delivered. That said, they have expressed hope in the
recent changes to leadership in the area.
e) There are serious weaknesses in the education, health and care (EHC) planning process, the quality of plans and the timeliness of
amends to plans being made. Inspectors identified far too many deficiencies and little evidence of leaders’ action to rectify them.
f) Joint commissioning arrangements do not adequately ensure that the needs of children and young people with SEND aged 0 to 25
are known and are subsequently being met.
g) Inspectors identified aspects of the local area’s SEND arrangements which contravene the SEND code of practice and National
Institute for Health and Care Excellence (NICE) guidelines.
h) Too many children, young people and their families have not had their needs adequately met. Where needs have been met, it has
been because of dedicated professionals working tirelessly with and for children and young people and their families.
i) Across the city, there are education and health settings and services that are highly successful and inclusive. They are an example
to others of what is possible and what can be done. Leaders are beginning to use these settings more effectively to share good
practice.
j) There is an inequity of provision for children and young people across services. While some parents have had nothing but positive
experiences; the opposite has been the reality for many. The experience of some parents is that the starting point in Liverpool is
‘no’ and this is the beginning of a long and arduous fight to get their children’s needs met. As one parent put it, ‘I know more
about what I can’t access or can’t have than I do know of what I can have’.
k) Children and young people with SEND in Liverpool are the epitome of ambition and resilience. They are always grateful for what
they have received and determined that their peers should receive even better
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Summary
The purpose of this paper is to present the CCG’s
Governing Body Assurance Framework (GBAF) for
2018/19 and highlight the key mitigations against risks
to the delivery of the CCG’s strategic objectives for the
financial year 2018/19.
Recommendation
That the Governing Body:
 Agrees that the 2018/19 framework continues to
align appropriate risks, key controls and
assurances alongside each strategic objective;
 Satisfies itself that the document describes the
effectiveness of the internal systems of control in
place to mitigate against risk;
 Is confident that the current controls, evidence of
mitigation plans and actions taken provide
assurances against the specific risk;
 Identifies any further gaps in control/ principal
risks which will impact on the delivery of the
strategic objectives.
Relevant
The Health and Social Care Act states that:
standards/targets
“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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GOVERNING BODY ASSURANCE FRAMEWORK PROGRESS
REPORT: MARCH 2019
1.

PURPOSE

The purpose of this paper is to present the updated CCG Governing Body
Assurance Framework (‘GBAF’) for March 2019 and highlight the key
progress against mitigating risks to the delivery of the CCG’s strategic
objectives for the financial year 2018/19.
2.

RECOMMENDATIONS

That the Governing Body:
 Agrees that the 2018/19 framework continues to align appropriate risks,
key controls and assurances alongside each strategic objective;
 Satisfies itself that the document describes the effectiveness of the
internal systems of control in place to mitigate against risk;
 Is confident that the current controls, evidence of mitigation plans and
actions taken provide assurances against the delivery of CCG strategic
objectives;
 Identifies any further gaps in control/ principal risks which will impact on
the delivery of the strategic objectives.
3.

BACKGROUND

The Governing Body Assurance Framework (GBAF) for the financial year
2018/19 set out how NHS Liverpool CCG will manage the principal risks to
delivering its strategic objectives. The purpose of the GBAF is to enable 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 delivering those objectives over the course of the financial
year. The framework aims to align strategic risks, key controls and
assurances on controls alongside each objective and identifies the critical
‘gaps’ in internal systems of control; mapping actions required to ultimately
provide ‘evidential’ assurance against the delivery of strategic objectives.
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.

MARCH 2019 GBAF UPDATE SUMMARY

Each strategic risk has been reviewed with respective ‘risk owners’ since the
January 2019 Governing Body meeting with a key focus on progress against
mitigation actions (particularly as we approach year-end). As with the January
2019 position, although there has been little positive progress in either risk
scores or assurance ratings no risks have increased in likelihood since the
last Governing Body update. Delays in implementing the restructure of the
CCG management function, combined with the delays in implementing a
revised governance/committee structure (and modified clinical leadership)
have, however, inevitably impacted on the delivery and completion of a
number of key actions which were critical to mitigating specific strategic risks.
With the exception of risk ‘GBAF04’ all principal risks to CCG strategic
objectives have remained ‘static’ since the January 2019 update. Similarly, all
GBAF Assurance Ratings’ against risks have remained as ‘Reasonable’.

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
2018/19 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.

7.

CONCLUSION

The Governing Body Assurance Framework (GBAF) has formalised the
process of securing assurance and scrutinising risks to the delivery of the
CCG’s strategic objectives. The GBAF continues to be treated as a ‘live’
document owned by the Governing Body used to demonstrate and evidence
that it is discharging its overall responsibility for internal control throughout the
Page 3 of 4
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financial year. There are no inherent legal implications associated with the
Governing Body Assurance Framework.
Stephen Hendry
Senior Operations and Governance Manager
22/02/2019
Ends
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NHS Liverpool CCG

November 2018 update (Q3)

Governing Body Assurance Framework 2018/19

Strategic Objective: Commissioning for better health outcomes
Relevant CCG IAF Domains:
Better Health - all (102a - 108a)
Corporate Risk Register related refs
2017CO71, 2016CO59

Risk ref

Risk Owner

GBAF01

Jan
Ledward

Current
RAG

Current
Trend

Next
Review
Date

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

Assurance
Rating Q4

↔

31/03/2019

Limited

Reasonable

Reasonable

Reasonable

Strategic risk description (and likely impact)

Lack of a commonly agreed 'system' understanding and agreement of what 'better health outcomes' it should be commissioning for, impacting on
effective system collaboration and the delivery of measurable improved population health.
Inherent Risk Score

Target Risk (Risk Tolerance)

Residual Risk Score

L

C

Rating

3

4
Existing Controls

12

1. 'One Liverpool' CCG strategic plan (single
plan across city for commissioners and
providers).

L

2

C

Rating

Trend

L

↔

1

4
8
Existing Assurances

1. One Liverpool Plan approved by CCG Governing Body
in March 2018.
2. One Liverpool Operational Plan approved by Governing

2. 'One Liverpool' Operational Plan established,
Body in May 2018.
with 'risk assured' contracts with providers and
contract variations in place for key investment
3. Revised Section 75 Agreement reviewed and approved
areas.

by CCG Governing Body in May 2018.
3. Health and Wellbeing Board provides
oversight of programmes and initiatives to
support improvement in wellbeing.
4. Integrated Care Partnership Group
established with CCG representation in
membership.
5. Revised Section 75 Agreement in place
between LCCG and Liverpool City Council.

4. Schedule of quarterly reviews of 'One Liverpool' Plan
progress at Governing Body meetings.
5. CCG Corporate Performance Report includes summary
progress against 'outcomes' measures -reviewed and
approved at Governing Body meeting on quarterly basis
throughout financial year.
6. 'Liverpool Provider Alliance Plan' established as
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C

4
Gaps In Control

Rating

Target Date

4

31-Mar-19

1. CCG yet to clarify Clinical Leadership
requirements for 2018/19 and beyond.

Gaps in Assurance
1. Further development work
required to measure Governing
Body and committee meeting
effectiveness.

NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

6. Prioritisation process fully established for
investment.

November 2018 update (Q3)

6. Liverpool Provider Alliance Plan established as
mechanism to support the delivery of the 'One Liverpool
Plan' through collaboration.

Existing Controls

Existing Assurances

Gaps In Control

Gaps in Assurance

7. North Mersey Joint Committee formally
7. Minutes of North Mersey Joint Committee received by LCCG
convened with agreed Terms of Reference and Governing Body with established structure in place for receiving
work plan.
feedback from future NM Joint Committee meetings.
8. Clinical Vice-Chair elected on 11th December
2018.
9. CCG Planning & Performance Group
established to provide oversight in terms of
delivery of priority areas & poor performance.

Action

Due Date Assigned to

North Mersey Joint Committee to meet in third Quarter of
2018/19

Nov-18

Clinical Leadership review to be conducted in Quarter
2/3 of the financial year 2018/19.

Apr-19

Undertake an objective review of CCG Governing Body
member roles, responsibilities and effectiveness.

Apr-19

Jan Ledward

Latest Update
North Mersey Joint Committee now fully established. No
further updates required.

Jan Ledward/
Fiona
Lemmens

New clinical structure and role descriptions aim to be
completed by April 2019. Completion of appointment to
Clinical Lead roles by end Q4 2018/19.

Jan Ledward/
Fiona
Lemmens

Work is ongoing via monthly Governing Body
Development Sessions.

Status



Completed



In progress



In progress

Progress
30/10/2018 - risk score reduced from '12' to '8' due to formalisation of North Mersey Joint Committee and agreed Terms of Reference (transfer from 'gap' into 'controls' section).
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NHS Liverpool CCG

November 2018 update (Q3)

Governing Body Assurance Framework 2018/19

Strategic Objective: Ensure delivery of high quality, safe and responsive health services
Relevant CCG IAF Domains:
Better Care - all (121a - 132a)
Corporate Risk Register related refs
2017CO63, 2018CO80

Risk ref

Risk Owner

GBAF02

Jane
Lunt

Current
RAG

Trend

Next Review
Date

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

Assurance
Rating Q4

↔

31/03/2019

Limited

Reasonable

Reasonable

Reasonable

Strategic risk description (and likely impact)

CCG is unable to commission/deliver highest quality services due to a lack of shared vision and definition of quality for our population.
Inherent Risk Score

Target Risk (Risk Tolerance)

Residual Risk Score

L

C

Rating

4

4
Existing Controls

16

L

3

C

Rating

Trend

L

↔

1

4
12
Existing Assurances

1. Quality, Safety & Outcomes Committee
(QSOC) as committee of Governing Body sets
the strategy for the system in terms of quality.
QSOC has oversight of the shared quality
improvement agenda,

C

4
Gaps In Control

Rating

Target Date

4

31-Mar-19

1. QSOC a committee of CCG Governing Body (bi-monthly 1. Formal CCG response/action plan in
reporting to Governing Body by exception).
relation to learning from Kirkup Review
2018.
2. Chief Nurse's Report presented to each Governing Body
meeting (from September 2018) for review and oversight. 2. CCG Quality Strategy requires update
and dissemination to wider system.
6. Corporate Performance reporting to
3. Patient experience data gathered from a number of
Governing Body provides oversight of patient
safety issues and aims to minimise risks across sources including Healthwatch reports, Complaints, claims 3. Lack of effective 'triangulation' of quality
and issues report presented regularly to Governing Body. & safety issues between Finance,
local health services.
Procurement & Contracting Committee,
2. Clinical Quality & Performance Groups
4. CCG Whistleblowing Policy / Strategy approved by
QSOC, CQPGs & Gov Body.
(CQPG) in place for each provider and are well Governing Body in July 2018 includes defined new role for
established for all city providers- each CQPG
'Freedom to Speak Up Guardian' (named Governing Body
reporting to QSOC, with clear terms of reference
Lay Member). Awareness raising of FTSUG carried out
and membership.
w/c 17th Dec 2018 across CCG & membership.
3. CQC Inspection regime of providers
(including primary care) - summaries of reports
included in Corporate Performance Report.
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5. CQC Action Plans (specific to provider) have review and
oversight via CQPGs

Page 3

Gaps in Assurance
1. Governing Body has
developmental need in relation
to effectively assessing
'Organisational Health' of
providers.

NHS Liverpool CCG

November 2018 update (Q3)

Governing Body Assurance Framework 2018/19

Existing Controls

Existing Assurances

Gaps In Control

Gaps in Assurance

4 Collaborative Commissioning arrangements in 6. Individual Care Quality Commission (CQC) and Ofsted
place for trusts with multiple commissioners,
Inspection reports/notices provide both positive and negative
established terms of reference and membership assurance.
in place.
7. Local safeguarding Children Board (LSCB) and Merseyside
5. Liverpool City Council & Liverpool CCG
Safeguarding Adults Board (MSAB) have system oversight of
Quality Assurance Group (QAG) acts as
safeguarding within health and care providers.
collaborative quality governance mechanism for
Care Homes.
8. CCG membership of Quality Assurance Group (QAG) led by
LCC ASC regarding quality of provision in non NHS orgs.

Action

Due Date Assigned to

Evaluate findings from Kirkup report to identify key
learning to feed into CCG structure and wider system.
CCG to lead on internal aspects and collaborate with
NHSE, NHSI and trusts to disseminate learning across
system.

Mar-19

Review and update CCG Quality Strategy for ratification
by Governing Body.

Jan-19

Review Committee Structures in line with future
organisational needs (includes audit of current
'committee effectiveness').

May-19

Governing Body Development Session to be utilised to
address need of assessing 'organisational health' of
providers (linked to Kirkup Review).

Ongoing
2018/19

Jan
Ledward

Latest Update
CCG commissioned 'Look Back' exercise into LCCG's
actions in relation to LCH still progressing as at Feb 2019.

Jane
Lunt

Revised Quality Strategy will be presented to Governing
Body in Q1 of 2019/20.

Jan
Ledward

Membership meetings held in Feb 2019 at which future
'streamlined committee structure' was discussed.
Structure has been drawn up in draft although each 'new'
committee requires new Terms of Ref to be drafted fo
next phase (also includes revision of CCG Constitution).

Jan
Ledward

Session delivered but further development work ongoing using
the structured (monthly) Governing Body Development sessions
as main mechanism.

Status



In progress



In progress



In progress



Completed

Progress
31/10/2018 - risk score has decreased from inherent risk score of '16' (Extreme) to '12' (High) based on strength of controls and assurances applied in Q3.
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NHS Liverpool CCG

November 2018 update (Q3)

Governing Body Assurance Framework 2018/19

Strategic Objective: Reduce health inequalities
Relevant CCG IAF Domains:
Better Health: 102a, 106a, 108a
Better Care: 122 (b,c) 123a, 125d

Risk ref

Risk Owner

GBAF03

Jan
Ledward

Corporate Risk Register related refs
None

RAG

Trend

↔

Next Review
Date

31/03/2019

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Assurance
Rating Q3 ↔ Rating Q4

Limited

Reasonable

Reasonable

Reasonable

Strategic risk description (and likely impact)

CCG does not take opportunities to influence the wider determinants and behaviours associated with health inequalities, leading to greater adverse
impact on CCG resources.
Inherent Risk Score

Target Risk (Risk Tolerance)

Residual Risk Score

L

C

Rating

L

4

4
Existing Controls

16

3

1. Joint working between LCCG, LCC, public
health and voluntary sector with shared plans in
place which focus on programmes with an
impact on wider determinants of population
health and prevention.
2. 'One Liverpool' Plan prioritisation process in
place at programme level: includes 'RightCare'
peer benchmarking to support focus on
outcomes and target resources accordingly.
3. Re-fresh of city neighbourhood and network
profiles to focus on tacking variation in health
outcomes/equalities.

C

Rating

Trend

L

↔

1

4
12
Existing Assurances

4
Gaps In Control

Rating

Target Date

4

31-Mar-19

1. One Liverpool Plan details CCG's sets out aims for
1. CCG Clinical Leadership structure not
fully aligned to 'One Liverpool' Plan.
'prevention at scale' (reflecting the 2018 JSNA) - plan
signed off by Governing Body in March 2018 and Health &
2. Patient Engagement Strategy requires a
Wellbeing Board in June 2018.
refresh to align with 'One Liverpool' Plan.
2. Memorandum of Understanding (MOU) in place
3. Clarification required in relation to
between Public Health and LCCG which enables CCG
conflicting Network/Neighbourhood
access to Public Health Consultant advice (2 days p/w).
placement & roles.
MoU approved at September 2018 Governing Body
meeting.
3. Established and effective clinical leadership in place at
Governing Body level to champion and promote physical
activity across the city.
4. Liverpool Director of Public Health non-voting member
of CCG Governing Body - DoPH update report standing
agenda item at each Governing Body meeting.
.
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Gaps in Assurance
1. Review throughout financial
year 2018/19 of progress with
delivery against 'One Liverpool'
Operational Plan priorities by
CCG Governing Body.
2. Clinical Leadership structure
with clearly defined links to
Neighbourhood & Network
Lead roles.

NHS Liverpool CCG

November 2018 update (Q3)

Governing Body Assurance Framework 2018/19

Existing Controls
4. Performance against public health/ primary
care outcomes indicators measured on a
quarterly basis by CCG's Business Intelligence
and included in Corporate Performance Report.

Existing Assurances

Gaps In Control

Gaps in Assurance

5. Equality & Inclusion Service (hosted by three North Mersey
CCGs) - specialist advisory service which assesses compliance
with Equality legislation and produces annual work plan for
board assurance

5. CCG Review of Urgent Care commenced in 6. Liverpool Mayoral Inclusive Growth Plan (March 2018) acts as
November 2018 with engagement running from driver for change for city to break cycle of disadvantage - LCCG
'One Liverpool' Plan aligned to/integrated with the ambitions and
November 2018 to January 2018.
aims of Inclusive Growth Plan in terms of prevention, early
intervention and 'universal proportionality'.

Action

Due Date Assigned to

Review Clinical Leadership roles and responsibilities for
a re-defined/re-purposed Clinical Leadership. Clarity of
Network & Neighbourhood responsibilities and roles in
terms of leadership and direction.
Review Patient Engagement Strategy for 2018/19 with
aim for a joint approach to engagement and
communication as part of 'City' wide conversation led by
Liverpool City Council.

Jan-19

Draw up schedule of progress reviews re: delivery
against 'One Liverpool' Operational Plan priorities for
CCG Governing Body.

Nov-18

Options appraisal to be conducted following engagement
exercise re: CCG review of city's urgent care system.

Nov-18

Jan-19

Latest Update

Lan Ledward/ New clinical structure and job descriptions expected to be
Fiona
completed by April 2019 Completion of appointment to
Lemmens
Clinical Lead roles expected by end Q4 2018/19.
Ken Perry/
Patient Engagement Strategy to be finalised in Q1 of
Sarah Dewar 2019/20.

Carole Hill

Carole Hill

Update delivered at November 2018 Governing Body
meeting. Further work required on format and frequency
of updates for remainder of financial year and for 2019/20.
Urgent Care 'Co-design event' scheduled for 6th March
2019 following conclusion of engagement exercise.

Status



In progress



In progress



In progress



In progress

Progress
31/10/2018 - risk score has decreased from inherent risk score of '16' (Extreme) to '12' (High) based on strength of controls and assurances applied in Q3.
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NHS Liverpool CCG

November 2018 update (Q3)

Governing Body Assurance Framework 2018/19

Strategic Objective: Ensure maximum value from available resources
Relevant CCG IAF Domains:
Risk ref

Risk Owner

GBAF04

Mark
Bakewell

Better Health: 102a, 106a, 108a
B ttCorporate
C
122
(b Register
) 123 125d
Risk
related refs
2016CO54, 2018CO78

RAG

Trend



Next Review
Date

31/03/2019

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

Assurance
Rating Q4

Limited

Reasonable

Reasonable

Reasonable

Strategic risk description (and likely impact)

Failure to understand/identify poor value in commissioning decisions (and delivery) threaten compliance with NHS Business Rules and meeting
Financial Plan 2018/19.
Inherent Risk Score

Target Risk (Risk Tolerance)

Residual Risk Score

L

C

Rating

4

4
Existing Controls

16

L

2

C

Rating

Trend

L



1

4
8
Existing Assurances

1. 'One Liverpool' Plan sets out clear priorities
and requirements to achieve maximum value
from investments.

C

4
Gaps In Control

Rating

Target Date

4

31-Mar-19

1. Governing Body receives regular reporting on activity
1. CCG Social Value Strategy requires
spend against NHS E tolerance levels through the Finance alignment with 'One Liverpool' Plan/
Report and Corporate Performance Report.
Liverpool Mayoral Inclusive Growth Plan
and 'Fair City Policy' and approach.
2. Finance, Procurement & Contracting
2. Results of public consultations on alignment of
Committee well established. Committee
receives routine comparable benchmarking data secondary care/tertiary care services presented to formal 2. Patient Engagement Strategy requires a
Governing Body meetings.
refresh to align with 'One Liverpool' Plan
against 'RightCare' Core Cities.
and ensure alignment with 'City'
conversation as part of the Mayoral
3. 'One Liverpool' Plan prioritisation process in 3. Audit, Risk & Scrutiny Committee (ARSC) receives
place at programme level: enables proposed
annual assurances from statutory/non-statutory Governing Inclusive Growth Plan.
outcomes of interventions and associated
Body Committees on discharge of functions and delivery of
impact and cost to be articulated and use of
committee work plans. Chair of ARSC presents annual
'RightCare' peer benchmarking and other tools report re: delivery of committee objectives to Governing
supports focus on improving quality and
Body at close of each financial year.
reducing variation, with targeting of resources
accordingly.
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4. External Audit 'Value for Money' statement in Annual
Report & Accounts 2017/18 used as benchmark for
2018/19.

Page 7

Gaps in Assurance
Current Social Value Strategy
does not describe how social
value in commissioning
activities is monitored and
assured.

NHS Liverpool CCG

November 2018 update (Q3)

Governing Body Assurance Framework 2018/19

Existing Controls

Existing Assurances

Gaps In Control

4. Finance Update report a standing agenda
item at Governing Body (presented by CFO) to
assure robust financial management and
budget control.

5. CCG Annual Report & Accounts 2017/18 provides detailed
analysis of CCG spend and assurances from internal/external
audit in terms of CCG established internal systems of control
(used as benchmark for financial year 2018/19).

5. LCCG Social Value Strategy (2014) sets out
approach to implementing the Public Services
(Social Value) Act 2012.

6. Liverpool Mayoral Inclusive Growth Plan (March 2018) acts as
driver to maximise value of the 'Liverpool Pound' LCCG 'One
Liverpool' Plan aligned to/integrated with the ambitions and aims
of Inclusive Growth Plan.

Gaps in Assurance

4. Alternative required for approach to nonstandard procurements (e.g. contract
extensions, single supplier awards). Risk of
challenge from other suppliers and risk to
CCG's reputation for not testing market.

7. The CCG's The finance indicators are all at or better than
target levels at M10 resulting in an overall "green" rating.

Action

Due Date Assigned to

Refresh of CCG Social Value Strategy to be conducted
as priority.

Jan-19

Patient Engagement Strategy currently being reviewed
and re-drafted.

Q4 2018/19

Restructure of Senior Management Team and
departmental portfolios.
Directors to fully assess proposed structures in their
respective portfolios to ensure there are no gaps and
that directorate affordable and sustainable.

Latest Update

Sarah
Dewar

Social Value Strategy still being reviewed - now likely to
be delayed until Q1 of 2019/20.

Sarah
Dewar

Patient Engagement Strategy will be finalised for Q1 of
2019/20.

31st March
2019

Jan
Ledward

All Senior Leadership roles now recruited to (Director of
Planning & Performance in post from 18/02/2019).

28th Feb
2019

Jan
Ledward

Exected that review of affordability and sustainability will
be concluded by 1st March 2019 after which date CCG
staff will be consulted on proposals and impact on
workforce requirements.

Status



In progress



In progress



Completed



In progress

Progress
31/10/2018 - risk score has decreased from inherent risk score of '16' (Extreme) to '12' (High) based on strength of controls and assurances applied in Q3.
22/02/2019 - as at 31st January 2019 the CCG is showing a balanced year to date and forecast outturn position. Risk score reduced to reflect this position.
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NHS Liverpool CCG

November 2018 update (Q3)

Governing Body Assurance Framework 2018/19

Strategic Objective: Decisions that are evidence-based and evaluated for maximum impact.
Relevant CCG IAF Domains:
Better Health: 102a, 106a, 108a
B ttCorporate
C
122
(b Register
) 123 125d
Risk
related refs
2016CO54, 2018CO78

Risk ref

Risk Owner

GBAF05

Jan
Ledward

RAG

Trend

Next Review
Date

Assurance
Rating Q1

↔

31/03/2019

Limited

Assurance
Rating Q2

Assurance
Rating Q3

Assurance
Rating Q4

Reasonable Reasonable Reasonable

Strategic risk description (and likely impact)

CCG makes decisions that are 'risk averse' which restricts opportunities for innovation.
Inherent Risk Score

Target Risk (Risk Tolerance)

Residual Risk Score

L

C

Rating

L

4

4
Existing Controls

16

3

C

Rating

Trend

L

↔

1

4
12
Existing Assurances

1. Joint Strategic Needs Assessment (JSNA)
refreshed for 2018.

1. JSNA received and agreed by CCG Governing Body in
April 2018.

2. 'One Liverpool' Plan and 'One Liverpool'
Operational Plan sets out how CCG will meet
challenges of demand, reducing health
inequalities and variation.

2. Memorandum of Understanding (MOU) in place
between Public Health and LCCG which enables CCG
access to Public Health Consultant advice (2 days p/w).

3. Re-fresh of city neighbourhood and network
profiles to focus on tacking variation in health
outcomes/equalities.

3. CCG 'Procedures of Low Clinical Value' Policy
underwent robust Equality Impact Assessment by
Merseyside CCGs Inclusion & Diversity Service. Policy
formally approved by Governing Body in May 2017.

4. 'One Liverpool' Plan prioritisation process in
place at programme level: includes 'RightCare'
peer benchmarking to support focus on
outcomes and target resources accordingly.

4. Performance against NHS Constitutional/public health/
primary care and CCG IAF measures reported to
Governing Body via Corporate Performance Report.
5. One Liverpool Plan agreed by Health & Wellbeing Board
in June 2018.
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C

4
Gaps In Control

Rating

4

1. Current committee structures may no
longer be fully aligned to CCG's strategic
plan or future decision making
requirements.

Target Date
31-Mar-19

Gaps in Assurance

Revised Applied Research
Collaboration North West
Coast (ARC NWC) bid yet to
be approved in order to
implement findings from
2. CCG has not defined its 'risk appetite' in existing CLAHRC projects.
the context of Governing Body/committee
decision making and delegation of
authority.

NHS Liverpool CCG

November 2018 update (Q3)

Governing Body Assurance Framework 2018/19

Existing Controls

Existing Assurances

5. North West Collaboration for Leadership in
Applied Health Research and Care (CLAHRC)
hosted by LCCG. Acts as resource for research
based evidence, engagement and capacity
development (revised agreement in place Sept
2018).

6. Liverpool Mayoral Inclusive Growth Plan (March 2018) acts as
driver to maximise value of the 'Liverpool Pound' LCCG 'One
Liverpool' Plan aligned to/integrated with the ambitions and aims
of Inclusive Growth Plan of 'Universal Proportionality.

Gaps In Control

Gaps in Assurance

7. CCG IAF sets out NHS England's key 'clinical priority areas'
and expectations for commissioners in supporting transformation
of local health and care systems. CCG performance is assessed
quarterly against clinical priority areas and impact on population
health.

Action

Due Date Assigned to

Review Committee Structures in line with future
organisational needs (includes audit of current
'committee effectiveness').

Feb-19

MiAA commissioned to deliver 'risk appetite' workshop at
September 2018 Governing Body Development Session
to enable collective understanding.

Sep-18

Further work required in relation to design of Corporate
Risk Register - particularly to embed 'Risk Appetite' in
relation to risks listed.

Mar-19

Agreement for LCCG to act as 'host' organisation for
ARC NWC formalised by Governing Body in July 2018.
Outcome of bid to be reported to Governing Body when
decision is made by National Institute for Applied Health
Research (NIHR).

Sep-18

Latest Update

Status

Jan
Ledward

Revised committee arrangements now likely to follow after
completion of CCG restructure (realistic estimate of Q1
2019/20).



In progress

Stephen
Hendry

Further development work to be conducted with
Governing Body through formal structured Development
Sessions.



Completed

Stephen
Hendry

Internal audit of CCG's Risk and Assurance Frameworks
completed with several areas for improvement identified
and actions agreed. Awaiting formal agreement of
management actions in relation to 'Governing Body
Reporting' audit (Feb 2019). Revised format of corporate
risk reporting to be launched from April 2019.



In progress



In progress

Jan
Ledward

Revised work plan has been submitted by LCCG at the
request of NIHR. Outcome of bid for further funding will
now not be known until May 2019 at earliest (if successful
ARC will commence in October 2019).

Progress
31/10/2018 - risk score has decreased from inherent risk score of '16' (Extreme) to '12' (High) based on strength of controls and assurances applied in Q3.
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Report no: GB 16b-19
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH MARCH 2019
Title of Report

Corporate Risk Register Update (March 2019)

Lead Governor

Dr Fiona Lemmens, Chair

Senior Management
Team Lead
Report Author

Ian Davies, Chief Operating Officer

Summary

The purpose of this paper is to update the Governing
on the changes to the Corporate Risk Register for
March 2019.

Recommendation

That the Governing Body:
 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.

Relevant
standards/targets

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

Joanne Davies, Corporate Services Manager
(Governance)
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CORPORATE RISK REGISTER UPDATE (JANUARY 2019)

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 2018/19 and risks carried over from
the financial year 2017/18.

2.

RECOMMENDATIONS

That the Governing Body:
 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 2019
As at 1st March 2019 a total of 9 risks are included in the CCG’s Corporate
Risk Register. The CCG’s risk profile (low – extreme) is summarised below:
Risk
Category
Extreme
High
Moderate
Low

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

Total
Risks
2
5
2
0

Change
+/0
0
0
0

Analysis of the direction of travel for the above risks can be summarised as
follows:
▲
▼
►

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

Total
1
1
7
0
9

4.1 ANALYSIS OF ‘EXTREME’ AND ‘STATIC’ RISKS AS AT 1st MARCH
A total of two risks currently carry residual score ranges of 15-25, placing
them in the ‘Extreme’ category of risk against achievement of CCG
objectives.
CO74 – Delivery of emergency ambulance services
Residual Risk Score 16

Trajectory ▲ Review Date: April 2019

Delays to the commencement of the roster review will impact upon the pace
of performance improvement that can be achieved in 2019/20. The matter is
currently under discussion as part of the 2019/20 contract negotiations with
the provider. A further update will be provided in the May 2019 performance
report.
CO36 – Delivery of Urgent and Emergency Care Commissioned
Services capable of meeting demands
Residual Risk Score 16
Trajectory ▲ Review Date: March 2019
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Acute system pressures have continued through January and into February,
thus the elevated risk remains in place, with many ‘winter’ escalation
measures remaining in place.
The first of the urgent care review co-design workshops will not now take
place until the 6th March. The revised date will allow for a fuller participation
by all partners and stakeholders and will not significantly adversely affect the
overall programme timetable.

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
2018/19 Financial Plan.

7.

CONCLUSION

The Corporate Risk Register continues to be monitored on a monthly basis.
Action plans put in place against each risk identified are reviewed monthly by
the appropriate sub-committee of the CCG Governing Body with first-line
assurance of controls and actions conducted by the Senior Management
Team on a bi-monthly basis. Strategic risks to corporate objectives are
monitored on a monthly basis by the Senior Management Team. Where legal
issues arise from individual risks the Corporate Risk Register will include
plans to mitigate them. There are no inherent legal implications associated
with the Corporate Risk Register in March 2019.

Joanne Davies
Corporate Services Manager (Governance)
1st March 2019

Ends
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LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 05/03/2019)

Risk Ref &
date added to Objective at risk of delivery
CRR

Risk Description and Likely
Impact

Version: V1.0

L

C

Inherent
Risk
Score

5

4

20

Existing Controls in place

Assurance in Controls

Collaborative commissioning
arrangements led by Blackpool
CCG in place, supported by
'County' commissioning leads
(Liverpool lead for Merseyside)

National and regional NHSE
monitoring of ARP performance
and compliance. ARP
Performance Improvement Plan
monitored by NWAS Strategic
Partnership Board.

Management Actions re gaps in controls (C) and/or Assurance (A) - must
include Action Owner

L

C

Residual
Risk
Score

4

4

16

Risk Owner

Trend

L C

Target
Risk Score

Ian Davies;
Chief
Operating
Officer

▲

2 4

8

COMMISSIONING
CO74
Delivery of emergency
16/02/2018 ambulance services in
compliance with the national
Ambulance Response
Programme (ARP)
performance standards

Risk Description:
Failure of the provider to
deliver an emergency
ambulance service that meets
ARP targets and delivers of
safe and consistent response
to patients.
Likely Impact:
Patients - Impact on the timely
response relative to the acutiy
of their need.
Commissioner - Failure of NHS
constitutional standard
leading to enhanced external
oversight by NHSE/I.
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NHSE / NHSI oversight of NWAS
performance and recovery plans.
National ARP Performance
monitoring included in CCG
Corporate Performance Report.

North West oversight through
NWAS Strategic Partnership
Board.

Delays to the commencement of the roster review will impact upon the
pace of performance improvement that can be achieved in 2019/20. The
matter is currently under discussion as part of the 2019/20 contract
negotiations with the provider. A further update will be provided in the
May 2019 performance report.
Note: The residual risk score has been increased to reflect the delay of
the commencement of the roster review and the impact this will have on
the pace of performance improvement.

Action Owner: Chief Operating Officer
Review of serious incidents via
Deadline: 30th April 2019
Regional Clinical Lead (Blackpool
CCG).

NWAS implementation of ARP
Performance Improvement Plan fleet, staffing and control changes Performance Improvement Plan
embedded.
agreed with Commissioning CCGs
and NHSE/NHSI.

1

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 05/03/2019)

Risk Ref &
date added to Objective at risk of delivery
CRR

Version: V1.0

L

C

Inherent
Risk
Score

4
CO63
Delivery of community
Risk Description:
Transition of former Liverpool
07/04/2017 services meets
commissioning requirements Community Health Services to
Mersey Care Trust from 1st
April 2018

4

16

Risk Description and Likely
Impact

QUALITY & SAFETY

Existing Controls in place

Assurance in Controls

Clinical Quality Oversight Group
(CQOG) meeting fortnightly and
reporting directly to the Transition
Board.

CQPG reports into QSOC and
ultimately to CCG Governing
Body.

Management Actions re gaps in controls (C) and/or Assurance (A) - must
include Action Owner

Mersey Care Trust community services remains in enhanced surveillance
and the CCG meets with quality leads on a monthly basis.

L

C

Residual
Risk
Score

1

4

2

4

Risk Owner

Trend

L C

Target
Risk Score

4

Jane Lunt;
Chief Nurse

►

1 4

4

8

Jane Lunt;
Chief Nurse

▼

2 4

8

The outputs of discussions and risks are escalated to NHSE via QSG
QSG have taken an oversight role reporting. The Trust are in dialogue with stakeholders as to next steps in
Services transitioned to new providers
to ensure quality of services is
terms of the Kirkup review 'look back' exercise undertaken by the Trust.
will be monitored via respective
maintained / improved with
(Kerry Lloyd 13.02.19)
CQPG.
receiving organisation.
Action Owner: Chief Nurse
Current LCH CQPG will continue, in

Likely Impact:
Potential risks to delivery and
quality of services.

order to monitor quality of core
bundle.

Update received: 13/02/2019

Quality Surveillance Group will
continue to receive reports regarding
all transitioned services and Liverpool
core bundle - services remain on
enhanced surveillance.
Mersey Care Trust will remain in
Enhanced Surveillance with regard to
KPIs which demonstrate how staff and
services have assimilated into the new
organisation until April 2019.

CO77
Resolution of open PUPOC
11/06/2018 cases

Risk Description:
4
Financial and reputational risk
to the CCG due to PUPOC
cases not being progressed in
a timely manner.
Likely Impact:
Financial and reputational risk
to the CCG if cases are not
progressed in line with NHS
England/statutory guidance.
Increased risk of Judicial
Review from legal
representatives of families
awaiting decision of
retrospective review.
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4

16

Case 'tracking system' in place at
M&L CSU for retrospective
reviews requiring completion
(there are currently a total of 40
cases that the CCG is aware of that
require a retrospective review
process to be completed).

Papers highlighting risk and
options presented at Governing
Body meetings in January, March
and May 2018 for oversight at GB
level.

Advice received from CCG's Legal
Partners on organistation's
statutory duty to complete
reviews for cases post 31st March
2013.

The Governing Body agreed in January 2019 to proceed in the review of
retrospective claims for CHC assessments in the post 1st April 2012
period.
At the time of writing there were 40 cases to be reviewed and the CCG
has met with CHS to agree a process and governance route for reviews to
be undertaken.
Those parties requesting review are being communicated with regarding
the outcome of the Governing Body's decision and are being asked to
complete an approved questionnaire to expedite the review process.
A more formal update as to outcomes will be available in the May 2019
Governing Body reporting timeline (Kerry Lloyd 13.02.19).
Action Owner: Chief Nurse
Deadline: ongoing

2

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 05/03/2019)

Risk Ref &
date added to Objective at risk of delivery
CRR

SYSTEM RESILIENCE

CO58
Improvement objective for
24/06/2016 2018/19 to reduce bed
occupancy and achieve 25%
reduction in the number of
long-stay patients in hospital
(21 days or more).

Version: V1.0

L

C

Inherent
Risk
Score

3
Risk Description:
Lack of coordination across
health & social care / care
home sector will fail to deliver
2018/19 reduction in Delayed
Transfers of Care for 'super
stranded' patients (lenght of
stay 21 days or more).

4

12

Risk Description and Likely
Impact

3
Risk Description:
System capacity and capability
is unable to meet increased
urgent care demand.

Likely Impact:
Fall in performance and a
potential adverse impact upon
service responsiveness and
quality.

Assurance in Controls

Daily and weekly co-ordination of
intelligence across health and social
care to actively manage delayed
discharges (with increased focus on
length of stay in excess of 21 days).

A&E Delivery Board fully established
with oversight and delivery of
specific initiatives / system projects
managed and reported via the AEDB
Operational Sub Group.

Improvement led ‘SAFER’ patient flow System work plan agreed by AEDB
initiative in place at RLBUHT, Aintree Operational Sub Group includes
and Community Intermediate Care
delivery of the 5 key mandated NHSE
across all wards.
initiatives, UEC Delivery Plan, ECIP
Concordat, MADE reviews and 8 High
CCG Urgent & Emergency Care Team
Impact Changes.
provides operational & system support
to expedite DTOCs where patient flow
Newton Europe Steering Group
is severely compromised as a result.
established (accountable to AED
Delivery Board for delivery of specific
AED Sub-Group conducts thematic
work streams).
analysis of DTOC with the aim of

Likely Impact:
Increased length of stay leads
to poor patient experience
and outcomes. Also increases
patient risk of HCAI. Poor
capacity planning creates
patient flow/ bed
management pressures in
Acute and Non Acute trusts
impacting on North Mersey
system as a whole.

CO36
Delivery of Urgent and
13/10/2014 Emergency Care
commissioned services is
able to meet likely demands

Existing Controls in place

disseminating learning and informing
of provider action plans.

12

The CCG and AED Delivery Board
continue to monitor performance
closely and support whole system
cooperation and collaboration

Oversight of the plans via the CCG
Urgent & Emergency Care Team,
North Mersey & Southport AED
Delivery sub-group and AED
Delivery Board.

Escalation Management System (EMS)
has been embedded which supports
Governing Body oversight of
transparency of escalation reporting
performance reports.
and ability of system partners to
provide mutual aid

Residual
Risk
Score

1. Evidential assurance required that acute providers have not only implemented 2
SAFER on all wards but have fully embedded metrics to improve capacity and
discharge planning. SAFER Metrics now included in the AEDB Sub Group
Dashboard. RLBUHT also plan to re-launch SAFER principles early March 2019.

4

4

Additional national resources of
£2.9m made available to Liverpool
City Council to support adult social
care during winter 2018/19.

Risk Owner

Trend

L C

Target
Risk Score

8

Cheryl
Mould;
Primary &
Community
Programme
Director

►

2 4

8

16

Ian Davies;
Chief
Operating
Officer

►

3 4

12

Action owner: Head of Urgent Care with AEDB Sub Group Oversight
Deadline: Ongoing 2018/19
2. Trusts have established weekly meetings, plans and actions in place to monitor
stranded / /super stranded patients. Themes and trajectories to be collated and
fed back to AEDB Sub Group in April 2019. Stranded and super stranded metrics
are also included in the AEDB Sub Group Dashboard.
Action owner: Head of Urgent Care with AEDB Sub Group Oversight
Deadline: Ongoing 2018/19
3. Full alignment of Integrated Community Reablement Service (ICRAS) required
across North Mersey system. Ongoing monitoring of effectiveness against
2018/19 DTOC measure required.

Acute system pressures have continued through January and into
February, thus the elevated risk remains in place, with many 'winter'
escalation measures remaining in place.
The first of the urgent care review co-design workshops will not now take
place until the 6th March 2019. The revised date will allow for a fuller
participation by all partners and stakeholders and will not significantly
adversely affect the overall programme timetable.

North Mersey Winter Plan was
Action Owner: Director of Strategy and Integration
approved
at
the
AED
Delivery
Deadline: March 2019
Service performance and delivery
monitored through A&E Delivery Sub Board meeting that took place on
14th December 2018.
group for Liverpool & Aintree.
The Cheshire and Mersey Urgent Care Weekly teleconferences with
Network Board approved £86,000
NHSE/I continue along with
limited winter funding across North
monthly performance calls.
Mersey for 2018/19.
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C

Action Owner: AED Delivery Board/Head of Urgent Care and LCCG ICRAS Lead
Deadline: Ongoing 2018/19

Dedicated Project Manager in place for
Integrated Community Reablement
Assessment Service.

4

L

Management Actions re gaps in controls (C) and/or Assurance (A) - must
include Action Owner

Governing Body oversight of citywide Urgent & Emergency Care
Review - initial engagement
commenced mid-November 2018
ending in Jan 2019.

3

4

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 05/03/2019)

Risk Ref &
date added to Objective at risk of delivery
CRR

L

C

Inherent
Risk
Score

3
Risk Description:
Service and financial risks
associated with capital
investment will undermine the
sustainable delivery of services
currently provided by LWH.

4

12

Risk Description and Likely
Impact

ONE LIVERPOOL PROGRAMME
CO54
To secure the future
01/02/2016 sustainability and delivery of
safe and effective services
for women's health and
neonates.

Version: V1.0

Likely Impact:
Health economy aims and
ambitions for safe and
effective services for women's
health and neonates will not
be realised.

Existing Controls in place

Assurance in Controls

Strategic Case for Change' sets out the
aims and the options for the longterm future of services delivered by
LWH.

Regular oversight and progress
reports provided to the One
Liverpool Hospital and
Programme Board.

North Mersey Joint Committee now
established with delegated authority
from constituent CCG Governing
Bodies to make decisions on defined
service change programmes.

CCG Governing Body formally
approved Strategic Case for
Change.

Management Actions re gaps in controls (C) and/or Assurance (A) - must
include Action Owner

Commissioners and the Trust are currently reviewing the next steps
following confirmation from NHSE that the capital bid will not be
supported.

L

C

Residual
Risk
Score

3

4

2

4

Risk Owner

Trend

L C

Target
Risk Score

12

Carole Hill;
Integrated
Programme
Director

►

2 4

8

8

Carole Hill;
Integrated
Programme
Director

►

1 4

4

Action Owner: Director of Strategy and Integration
Deadline: May 2019

Financial Oversight Board has been
established to identify potential
solutions to capital funding
challenges.
CCG agreement with LWH to
undertake a full options appraisal of
the service delivery options in
response to case for change.

CO56
Deliver the transformation of
30/03/2016 health & care services across
the city through the One
Liverpool Programme

Risk Description:
3
Lack of robust internal
systems & processes to ensure
statutory process is followed
for engagement, involvement
and consultation on
transformation/
reconfiguratiion of health
services in Liverpool.
Likely Impact:
Challenge or Judicial Review of
CCG's decision making if
appropriate process not
followed. Financial impact of
re-running process and high
likelihood of reputational
damage
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4

12

Robust internal processes in place to
assess risk regarding engagement,
consultation, equalities
responsibilities and service
reconfiguration.
Director of Strategy & Integration in
post as at 1st December 2018 with
clear responsibility for engagement.

In-house expertise around
statutory requirements for
engagement, consultation, Public
Sector Equality Duty etc. Access
to bespoke expert advice from
external advisors.
North Mersey Committees in
Common fully established.

Engagement and Communications
Strategy in place for each programme External NHSE assurance process
established. Service
area.
North Mersey Leadership Group
established and meeting regularly.
Brings together all CEOs to manage
cross dependancies.
North Mersey Joint Committee
approved the Orthopaedics 'Single
Service' at the meeting that took
place on 28th November 2018.

Reconfiguration progress is
updated monthly on the NHSE
Service Reconfiguration' grid.

North Mersey Joint Committee
now established with delegated
authority from constituent CCG
Governing Bodies to make
decisions on defined service
change programmes.

4

Engagement for the Urgent Care review was completed in January. A
number of co-design workshops are planned between March and April
2019 and will be followed by an options appraisal process.
Action Owner: Director of Strategy and Integration
Deadline: May 2019

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 05/03/2019)

Risk Ref &
date added to Objective at risk of delivery
CRR

CO59
Deliver the transformation of
22/06/2016 health & care services across
the city through the One
Liverpool Programme

Risk Description and Likely
Impact

Risk Description:
Health & social care system
lacks the maturity to 'act as
one' and fails to deliver the
system plan for financial &
clinical sustainability.

Version: V1.0

L

C

Inherent
Risk
Score

3

4

12

Management Actions re gaps in controls (C) and/or Assurance (A) - must
include Action Owner

Existing Controls in place

Assurance in Controls

One Liverpool Strategy sets out
aims and objectives for a
collaborative approach to
structural change.

CCG Governing Body formally
Ongoing - Stakeholder management continues with a focus on strategy
approved the One Liverpool Plan and integration needs and requirements. Updates to be fed back to CCG
in March 2018.
Governing Body and North Mersey Joint Committee.

L

C

Residual
Risk
Score

2

4

2

3

Risk Owner

Trend

L C

Target
Risk Score

8

Carole Hill;
Integrated
Programme
Director

►

1 4

4

6

Mark
Bakewell;
Chief
Finance
Officer

►

1 3

3

North Mersey Joint Committee
Action Owner: Director of Strategy and Integration
now established with delegated Deadline: Ongoing 2018/19
authority from constituent CCG
Governing Bodies to make
decisions on defined service
Governance arrangements in place change programmes.
for the Provider Alliance
Integrated Partnership Group.
Governing Body updates re: One
Liverpool Plan progress delivered
Acting As One contracts in place by Director of Strategy &
until 2019/20.
Integration at Governing Body
meetings.
Director of Strategy & Integration
now in post.
Establishment of a 'Provider
Alliance' to enable a system wide
approach to delivery.

Likely Impact:
Failure to deliver the aims and
objectives of the 'One
Liverpool Plan' for sustainable
and effective health care
services across the city of
Liverpool.

System approach to strategy
development achieved through
the Integrated Care Partnership
Group's Terms of Reference.

FINANCIAL RISK
CO78
To achieve NHS business
06/06/2018 rules and to meet statutory
financial duties

Risk Description:
Failure to deliver statutory
financial duties
Poor or inappropriate use of
financial resources
Likely Impact:
Failure to secure maximum
value for money in contractual
arrangements
Failure to deliver cash
releasing efficiency savings
(CRES).
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2

3

6

Development & approval of financial plan Monthly Finance report to FPCC and GB The Governing Body has delegated budgets to Senior Management Leads.
delivering NHSE business rules and CCG
planning assumptions.
Periodic internal audit reviews on
As NHS Liverpool CCG's current cumulative underspend is equivalent to
Financial, Contracting and Business
2.5%, the requirement for the CCG is to maintain it's 'in-year' break even
Intelligence controls and procedures.
Budgets delegated and accepted by
position for 2018/19 financial year.
budget holders.
External audit review of arrangements
Financial risk assessments; Contingency for the production of statutory accounts - The CCG's current assumptions as at month 10 forecast delivery of
reserves set aside.
includes review of contracting
required position subject to delivery of Cash Releasing Efficiency Savings
Monthly reporting including variance
arrangements
(CRES) of £8.8m and utilisation of 0.5% contingency to manage in-year
analysis; targeted corrective actions as
appropriate.
Financial monitoring by NHSE - monthly pressures and risks.
Contract negotiation and monitoring
monitoring reports
processes.
BI and contract activity reporting to FPC Action Owner: Chief Finance Officer
Contract Performance monitoring and
reporting.
Finance Directors across the region are
Update received: 22/02/2019
meeting on a regular basis.
Monthly reporting continues with regards
to budget monitoring and CRES delivery CRES Plan in place.
against plan. Performance against the
CRES Plan will be reported to appropriate Governing Body oversight maintained by
committees on a monthly basis, alongside monthly stand alone 'Financial
Performance Report'.
the SMT.

5

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 05/03/2019)

Risk Ref &
date added to Objective at risk of delivery
CRR

Risk Description and Likely
Impact

L

C

Version: V1.0

Inherent
Risk
Score

Existing Controls in place

Assurance in Controls

KEY:
Updates to existing risks in 'blue'
New Risk
Risk recommended for removal
►
▲
▼
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6

Management Actions re gaps in controls (C) and/or Assurance (A) - must
include Action Owner

L

C

Residual
Risk
Score

Risk Owner

Trend

L C

Target
Risk Score

Report no: GB 16-19c
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH MARCH 2019
Title of Report

CCG Issues Log (March 2019)

Lead Governor

Dr Fiona Lemmens, Chair

Senior
Management
Team Lead
Report Author

Ian Davies, Chief Operating Officer

Summary
Recommendation

Relevant
standards/targets

Stephen Hendry, Senior Operations & Governance
Manager
The purpose of this paper is to provide a summary of
the CCG Issues Log as at 5th March 2019.
That the NHS Liverpool CCG Governing Body:
 Notes the entries in the CCG Issues Log as at
2019;
 Satisfies itself that control measures and action
plans provide sufficient internal assurances of
recovery or risk of further escalation, and;
 Agrees that the ‘priority’ score of each issue
accurately reflects the level of criticality in relation
to recovery.
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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CCG ISSUES LOG MARCH 2019

1.

PURPOSE

The purpose of this paper is to provide a summary of the CCG Issues Log as
at 5th March 2019.
2.

RECOMMENDATIONS

That the NHS Liverpool CCG Governing Body:
 Notes the entries in the CCG Issues Log as at 5th March 2019;
 Satisfies itself that control measures and action plans provide sufficient
internal assurances of recovery or risk of further escalation, and;
Agrees that the ‘priority’ score of each issue accurately reflects the level
of criticality in relation to recovery.
3.

BACKGROUND

This is the first iteration of the CCG Issues Log and therefore represents the
first time it has been presented to the Governing Body as a working ‘live’
document.
The purpose of the CCG Issues Log is to ensure that there is an appropriate
separation of risks (i.e. events which have not yet happened) and operational
issues which, by definition are actively having a negative impact on the
CCG’s ability to discharge its statutory functions, execute operational plans or
achieve NHS mandated performance measures. Whilst the cause of the
‘issue’ may be often be obvious, the aim of using the Issues Log is to draw
out systemic and/or underlying causes of issues and place a greater
emphasis on corrective actions and their prioritisation against operational
objectives. As opposed to risk descriptions which theorise causality and likely
impact, ‘issue’ descriptions are based on the known effects and impacts of an
event or occurrence and therefore require a more focussed approach to
delivery of remedial actions and corrective plans within very specific timeframes.
The Issues Log will be subject to thorough review by the Senior Leadership
Team prior to submission to the Governing Body to ensure clear
responsibility/accountability for the delivery of recovery or corrective actions.
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4. PRIORITISING ISSUES AND RAG RATINGS
Each ‘issue’ recorded on the Issues Log is given a priority rating based on the
following criteria:
Priority Scoring guide

High

Medium

• Mandatory / statutory requirement
• Key component of CCG IAF
• Key objective of One Liverpool Plan
• One of the 9 national 'must dos'
• Significant impact on large section of local population and/ or vulnerable groups
• Significant financial pressures of above £2m or non-delivery of CRES
• Long-term impact on CCG's reputation with stakeholders and/or public
• Major disruption to commissioned service
• Non-achievement/delivery of priority scheme or programme
• Financial pressure of £1m-£2m or non-delivery of expected financial savings
• Linked to area of unwarrented variation (e.g. RightCare benchmarking)
• Moderate delay in delivery of programme/corporate objectives

The above examples are not intended to be an exhaustive list to prioritise
issue management and it is acknowledged that some operational issues may
not fit exactly into these parameters. As a general rule, however, any issue
which threatens the CCG’s delivery of statutory duties or NHS England
nationally mandated performance targets should always be classed as a
‘high’ priority in terms of recovery actions.
RAG ratings are on a simple sliding scale of 1-3 (3 being the highest and 1
being the lowest). This works on the basis that only those issues which are
having a considerable impact on achievement of operational objectives
should be included in the CCG Issues Log.
Recovery actions are listed against each issue with clear timeframes for
completion and clear accountability at officer level for delivery of those
actions.
5. OPERATIONAL ISSUES AS AT 5TH MARCH 2019
There are five entries in the CCG Issues Log as at 5th March 2019. Four
‘issues’ have been transferred from the CCG’s Corporate Risk Register whilst
one new entry has been added for the March 2019 update;
• IL05 – Cancer waiting times (62 days, 2 week-waits and 31 days).
The above operational issue has been added due to the continued poor
(‘red’) provider performance against these key NHS Constitutional cancer
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access targets since the start of the financial year. Challenges within urology
at the Royal Liverpool Hospital continue to significantly contribute to 62-day
referral breaches (urology typically accounts for approximately 50% of all
provider breaches for this standard). Significant delays have also occurred in
2-week referrals which has resulted in negative feedback from patients who
have described poor experience with both the waiting times and when
attempting to book appointments.

6. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
This section is not applicable.

7.

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
2018/19 Financial Plan.

8.

CONCLUSION

The CCG Issues Log provides a necessary separation of risks and issues to
ensure appropriate/timely management of present threats to achievement of
our operational objectives and an understanding of their root causes.
The CCG Issues Log will be robustly monitored alongside the Corporate Risk
Register and Governing Body Assurance Framework (GBAF) and forms an
integral component of the CCGs risk and assurance frameworks. Action plans
and specific actions put in place against each issue identified are reviewed on
a monthly basis (minimum) by the Senior Leadership Team. There are no
inherent legal implications with the CCG Issues Log for the March 2019
update.

Stephen Hendry
Senior Operations & Governance Manager
5th March 2019
Ends
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Issue
ID

IL01

Priority

High

Date
Added

01/12/2018

Date of
Last
Update

Jan-19

Issue
Category
(e.g. Finance,
Performance,
Governance)
Performance Mental Health
Access (IAPT)

Issue Description
Include cause, contributing factors and
whether there is a risk of external scrutiny or
non-compliance with mandates.

Waiting times for 'second' therapy
appointments (first to second treatments) is
impacting negatively on CCG quarterly
Access and Recovery IAPT measures . As at
August 2018 490 patients were waiting for
second treatments - 74% of those over 28
days and 18% over 90 days. The IAPT
contract extension (2017/18) includes an
increase in 'access' rates from 15% baseline
to 19% for 2018/19 (within current value).

Actual/Likely Impact on CCG

Issue
Owner

How is this impacting on CCG objectives,
finances and/or delivery of plans?

CCG is currently underperforming against
both Access & Recovery quarterly measures
and is yet to achieve these NHS
Constitutional standards and NHSE
mandated target. Waiting times for mental
health services can also lead to increased
demand on 'physical' health services such as
primary care and emergency/urgent care,
impacting on the system as a whole. Patients
could experience poor outcomes as a result
of excessive wait times. Increase of 4% in
access rate as per contract extension
requirement will cause waits for 2nd
treatments to increase.

Director of
Planning &
Performance

Initial
RAG
Rating
(when first
entered)

3

Control Measures in Place
What are we doing to prevent further
escalation of the issue?

1. Interim Clinical Pathway piloted in early
2018 which has been successful in
significantly reducing 'inherited' waiting list of
3,000+.
2. Transformation Programme in place with
clear priorities.
3. Task & Finish Group monitoring
delivery/effectiveness of interim pathway.
4. Provider has increased follow-up work to
improve recovery performance.
5. Contract Review Meetings continue to
monitor delivery of improvement/recovery
actions and Remedial Action Plan (RAP).
6. Robust performance reporting of all IAPT
standards relating to access and recovery.

Actions to Reduce Impact or Recover
Position

Tracking
Status

Include action 'owner' and date of expected
completion
1. New IAPT clinical model is starting
demonstrate improvement in access rates
although current performance still remains
below target. Changes are expected to
demonstrate steady improvement over a
period of time as the model beds in
(evidence suggests that this has been the
case since November 2018). Continue to
monitor improved performance via CCG's
Business Intelligence analysis
Action Owner: Interim Programme Lead for
Mental Health
Due Date: 1st April 2019

Active

2. Formal 'operational review group' remains
in place to provide oversight whilst change
and improvements continue.
Action Owner: Interim Programme Lead for
Mental Health
Due Date: Ongoing

Active

1. CCG continues to engage with providers to
scope the potential for re-design of the
current outpatient model.
Action Owner: Service Implementation
manager for Planned Care
Due Date: Q1 2019/20

Active

Current
RAG
Rating
(after
controls
applied)

Next
Review
Date

2

May-19

3

May-19

7. The CCG continues to engage with the
service to ensure both assurance around
delivery and quality and provide support and
guidance as the service develops links across
Primary Care, Community Services, Physical
Health Services and other external partners.

IL02

High

01/12/2018

Jan-19

Performance Planned Care
Referral to
Treatment (18
weeks)

Achievement of elective care RTT standard
(92%) has not been met by the Royal
Liverpool since January 2016. Operational
issues have been prevalent in a number of
the Trust's specialties including General
Surgery & Orthopaedics. NHSI has set
improvement trajectory target for Trust which
is below the 92% standard (Trust is also
under-performing against the agreed
trajectory).
Three providers failed the standard in
December 2018 (Royal Liverpool, Liverpool
Women's and Aintree). Overall CCG
performance has deteriorated for three
consecutive months.

1. CCG continues to fail the RTT standard
which is a key NHS Constitutional measure
and NHSE mandate.

Director of
Planning &
Performance

2. RTT is one two NHS Constitutional
measures for which non-achievement will
lead to a 100% reduction the potential
2018/19 Quality Premium payment.

3

1. CCG continues to apply appropriate
contract levers - Contract Performance Notice
remains in place at Royal Liverpool Hospital.
Trust has also been placed under 'enhanced
quality surveillance' for delivery of RTT.

2. Roll out of Advice and Guidance continues
across key specialties to improve access to
2. Combination of short term /long term
early advice and avoid unnecessary outactions in place at both Trust and CCG level
patient referral.
to aid recovery and achieve long term
sustainability to be monitored for
3. Additional clinics are being provided in a
effectiveness.
number of specialties to reduce wait times.
Action Owner: Service Implementation
manager for Planned Care
4. OPERA anaesthetic model continues to be Due Date: Ongoing.
rolled out at Broadgreen Hospital site.

3. CCG is failing to meet One Liverpool Plan
objective of 'Commissioning for Better
Outcomes'.
4. LCCG is now certain to fail the standard for
2018/19 which would be the third financial
year running.

5. Liverpool Women's has secured two locum
consultant gynaecologists to provide cover
and a further two urogynae consultants have
been recruited from 25th February 2019.
6. RLBUHT continues its theatre utilisation
work to improve list efficiency. High volume
cataract operating lists also continuing.

269

1

3. Royal Liverpool has conducted an
incomplete pathways data quality exercise in
conjunction with NHSE - the results of which
are expected to remove a large number of
'incompletes'. The findings have only been
reported internally at the Trust but will be
shared at CCG level once internally
processed.
Action Owner: Service Implementation
manager for Planned Care
Due Date: 7th May 2019.

Active

Active

Issue
ID

IL03

Priority

High

Date
Added

01/12/2018

Date of
Last
Update

Jan-19

Issue
Category
(e.g. Finance,
Performance,
Governance)
Performance Delivery of 4hr
A&E Standard

Issue Description
Include cause, contributing factors and
whether there is a risk of external scrutiny or
non-compliance with mandates.

Both the Royal Liverpool & Aintree University
Hospitals continue to fail the nationally
mandated A&E 4hr target with both Trusts
also failing to meet agreed performance
improvement trajectories. Non-delivery of the
A&E standard has been an operational and
performance issue for LCCG since 2014. The
poor A&E performance of providers also
causes wider healthcare system resilience
issues for Liverpool and at a North Mersey
level.

Actual/Likely Impact on CCG

Issue
Owner

How is this impacting on CCG objectives,
finances and/or delivery of plans?

1. A&E 4hr target is a key NHS Constitutional
measure for which CCG is accountable for
delivery to its population. Continued nondelivery impacts on the CCG's vision and
objectives for Urgent & Emergency Care for
the city (as set out in the 'One Liverpool
Plan'.)

(when first
entered)

3

Control Measures in Place
What are we doing to prevent further
escalation of the issue?

Actions to Reduce Impact or Recover
Position

1. CCG has commenced a review of Urgent &
Emergency Care with engagement period set from
mid-November 2018 to January 2019. Following
engagement period options appraisal will be put to
CCG Governing Body in Q2 2019/20.
Action Owner: Director of Strategy &
Integration
2. A&E Delivery Board maintains oversight of Due date: Q2 2019/20

1. Emergency Care Intensive Support
Programme (ECIST) concordat signed by all
system partners - commitment by all
signatories to support delivery of
improvement work streams.

3. Daily EMS/OPEL monitoring and
assessment of whole system status and
performance by CCG's Urgent & Emergency
Care Team.
4. Providers' performance addressed at
Contract Review Meetings (CRM).
5. System Winter Plans are in place - delivery
of specific initiatives and projects overseen by
A&E Delivery Board Operational Sub-Group
(includes delivery of the 5 mandated NHSE
initiatives).

4. Winter period has increased demand on
A&E departments - lack of bed capacity
means that Trusts are unable to meet
demand for emergency admissions,
increasing likelihood of 12 hour trolley waits
and extended ambulance turnaround times.

6. NHSE Command & Control arrangements
implemented with daily situation reporting to
NHSE & system led teleconferences at high
escalation points.

2

Tracking
Status

Include action 'owner' and date of expected
completion

'system' A&E performance, holding providers
to account for delivery.
2. First of the Urgent Care 'Co-design' Workshops

2. Reputational impact from continued nondelivery of NHS mandated target and from
providing limited assurance to NHSE on
improvement.
3. Extended waits in A&E negatively impact
on patient experience and clinical outcomes,
converse to CCG's responsibility to
commission high quality and responsive
healthcare services.
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Initial
RAG
Rating

scheduled to take place on 6th March 2019.
Stakeholder and partner input from the day will be
fed into the Urgent & Emergency Care Review &
options appraisal. Further workshops scheduled
for March/April/May 2019.
Action Owner: Director of Strategy &
Integration
Due date: 1st July 2019
3. Ongoing work streams and actions following
Newton Europe diagnostics review with a focus on
DToC.
Action Owner: Acting Head of Urgent Care A&E
Delivery Board Sub-Group
Due date: Ongoing

Active

Current
RAG
Rating
(after
controls
applied)

3

Next
Review
Date

May-19

Issue
ID

IL04

Priority

Medium
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Date
Added

01/12/2018

Date of
Last
Update

Jan-19

Issue
Category
(e.g. Finance,
Performance,
Governance)
Commissioning
Waiting list for
adult ADHD
assessments

Issue Description
Include cause, contributing factors and
whether there is a risk of external scrutiny or
non-compliance with mandates.

Numbers of Liverpool adults waiting for
ADHD assessments now exceeds 1,000. The
current provider is unable to respond to the
high level of demand and as a consequence,
the waiting list continues to expand. Issue is
further compounded by Alder Hey ceasing to
provide support to patients aged 16-18 from
1st April 2018, leaving a sizeable cohort of
patients without access to appropriate
medication and causing delayed transfer from
CYP to adult services. Third Sector providers
of psychological support are also unable to
absorb the significant increase in demand for
pre and post-treatment support. Existing
service is contracted to assess only 120
patients per year - modelling carried out by
CCG estimates it would take 5 years to
manage the current waiting list down to
acceptable levels.

Actual/Likely Impact on CCG

Issue
Owner

How is this impacting on CCG objectives,
finances and/or delivery of plans?

1. CCG fails to deliver objectives around
increasing healthy years of life, reducing
health inequalities and improve parity of
esteem between mental and physical health
for this cohort of patients.

Programme
Manager for
Mental Health

Initial
RAG
Rating
(when first
entered)

3

Control Measures in Place
What are we doing to prevent further
escalation of the issue?

1. Continued monitoring and reporting
through ADHD Steering Group, Contract
Review Meetings, CQPGs and Mental Health
Programme Board.

Actions to Reduce Impact or Recover
Position
Include action 'owner' and date of expected
completion
1. Remodelling of service provision and
stakeholder engagement has taken place.
Scheme proposal requires sign-off and
confirmation of preferred options.
Action Owner: Interim Programme
Manager for Mental Health
Deadline: Ongoing

2. Investment case drawn up (Form 1) which
proposes scheme for pathway redesign including a transition pathway with Alder Hey
for ages16-18.
2. CWP have submitted draft proposal to
clear waiting list over a period of two years.
3. Caseload analysis has been completed by Assumptions, calculations and costings
provider with draft proposal discussed by MH currently being validated by finance and BI
Leadership Board to review interim pathway and will be reported to MH Leadership Board
and process to address backlog of referrals
for review and further decision.
and discharges.
Action Owner: Interim Programme
Manager for Mental Health
4. Contract variation agreed to manage
Deadline: 1st May 2019
transfer of outstanding (18+) cases from Alder
Hey to Cheshire & Wirral Partnership.

2. Waiting list size and length of wait times
represents poor continuity of care, poor
outcomes and experience for vulnerable
adults from a CCG commissioning
perspective. Potential for increased reliance
on other health & social care services.

3

Tracking
Status

Active

Active

Current
RAG
Rating
(after
controls
applied)

3

Next
Review
Date

May-19

Issue
ID

IL04

Priority

High

Date
Added

Date of
Last
Update

Issue
Category
(e.g. Finance,
Performance,
Governance)

01/03/2019 New Issue Performance
Cancer Waiting
Times (62 day, 2
week waits, 31
day surgery)

Issue Description
Include cause, contributing factors and
whether there is a risk of external scrutiny or
non-compliance with mandates.

LCCG continues to fail three key NHS
Constitutional cancer referral measures.
Backlogs and increased demand in
specialties such as urology (Royal Liverpool),
upper & lower GI, gynae, and breast (Aintree)
has impacted on performance which has not
been met against some standards for over 6
months. Diagnostic waits and service capacity
issues across providers and delays in patients
being not being seen at the front end of the
pathway (2-week waits) have acted as 'causal
factors' which have impacted on the rest of
the cancer pathway. Significant delays with 2week wait appointments in some specialties
have led to poor patient experience. Risk of
NHSE scrutiny if performance deteriorates
further and continued non-compliance with
NHS mandate.

Actual/Likely Impact on CCG

Issue
Owner

How is this impacting on CCG objectives,
finances and/or delivery of plans?

1. Continued poor provider performance against
these cancer waiting times inhibits progress
against CCG commissioning objectives of delivery
of targets through well coordinated and effective
cancer services and pathways;

Director of
Planning &
Performance

3. A new cancer diagnosis standard will be
introduced in 2020 to ensure that patients have a
definitive diagnosis of cancer within 28 days. Given
the poor provider performance against the current
standards in 2018/19 it is unlikely that the new
measure will be met when commenced in 2020.
4. Further funding has been made available to
providers from NHSE to support waiting list
initiatives (WLI) in urology and gastroenterology.
There is close review to ensure that additionl
activity commences on time so that funding is not
compromised

Priority Scoring guide

Medium

• Mandatory / statutory requirement
• Key component of CCG IAF
• Key objective of One Liverpool Plan
• One of the 9 national 'must dos'
• Significant impact on large section of local population and/ or vulnerable groups
• Significant financial pressures of above £2m or non-delivery of CRES
• Long-term impact on CCG's reputation with stakeholders and/or public
• Major disruption to commissioned service
• Non-achievement/delivery of priority scheme or programme
• Financial pressure of £1m-£2m or non-delivery of expected financial savings
• Linked to area of unwarrented variation (e.g. RightCare benchmarking)
• Moderate delay in delivery of programme/corporate objectives

RAG Score Key
Severe
Major
Moderate
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(when first
entered)

3

Control Measures in Place
What are we doing to prevent further
escalation of the issue?

1. Urology issues - monthly meetings led by LCCG
with Royal Liverpool, NHSE, NHSI, Cancer
Alliance and associate commissioners to
coordinate actions and monitor progress.
2. Liverpool Women's has sourced additional
capacity from external provider (Medinet) to
manage appointments. Trust has also recruited a
consultant gynaecologist (commencement April
2019).

2. Cancer services fail to meet national standards
leading to poor patient experience and outcomes
through delayed access to cancer services;

5. The 62-day cancer waiting time standard (urgent
GP referral to first definitive treatment) is a Quality
Premium measure - now certain that CCG will
receive £0 Quality Premium due to failure against
this measure and RTT.

High

Initial
RAG
Rating

3
2
1

4

Actions to Reduce Impact or Recover
Position

Tracking
Status

Include action 'owner' and date of expected
completion
1. Royal Liverpool to share draft proposals for
moving urology service forwards (includes
telephone triage approach) with CCG Programme
Leads for commissioner / NHSE assurance.
Action Owner: Macmillan Senior Project
Manager, Cancer
Due Date: w/c 1st April 2019

2. Pathway redesign work plan has been jointly
drafted with Royal Liverpool to satisfy Cancer
Alliance requirements for funding. Awaiting
3. The CCG's Business Intelligence team has
confirmation of start date for project manager to
developed an extensive dataset shared monthly
lead this work. Ongoing CCG involvement for
with partners.
oversight and assurance purposes. Plan to be
reported at CCG Committee level once shared .
4. Pathway redesign work is being undertaken
Action Owner: Macmillan Senior Project
regionally (Cheshire & Merseyside Cancer Alliance Manager, Cancer
Optimal Pathway) and locally with priority focused Due Date: w/c 1st April 2019
work commencing within specialties. Urology at
RLBUHT has received investment from the Cancer 3. NHSE list initiative funding for Royal Liverpool
Alliance to fund a Band 7 project manager
allotted for urology, lower endoscopy and
(appointed mid-December 2018) to undertake
gastroscopy (OGD). Clinics were on track to
detailed service improvement with support and
commence December 2018 and some additional
oversight from the CCG as lead commissioners.
activity has been undertaken.
Aintree is undertaking a detailed review of
Action Owner: Cancer Programme
colorectal pathways and head and neck pathways
Manager/Macmillan Senior Project Manager,
Cancer
Due Date: w/c 1st April 2019

Active

Active

Active

Current
RAG
Rating
(after
controls
applied)

3

Next
Review
Date

May-19

Priority Scoring guide

High

Medium
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• Mandatory / statutory requirement
• Key component of CCG IAF
• Key objective of One Liverpool Plan
• One of the 9 national 'must dos'
• Significant impact on large section of local population and/ or vulnerable groups
• Significant financial pressures of above £2m or non-delivery of CRES
• Long-term impact on CCG's reputation with stakeholders and/or public
• Major disruption to commissioned service
• Non-achievement/delivery of priority scheme or programme
• Financial pressure of £1m-£2m or non-delivery of expected financial savings
• Linked to area of unwarrented variation (e.g. RightCare benchmarking)
• Moderate delay in delivery of programme/corporate objectives
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Summary

This paper outlines the CCG
responsibilities in relation to the new MultiAgency Safeguarding Arrangements for
Children and proposes a schedule of work
to ensure that the CCG and wider health
economy are prepared for the new MultiAgency Safeguarding Arrangements.

Recommendation

That Liverpool CCG Governing Body:
 Note the new arrangements
 Agree Governing Body delegated
authority through specific roles,
namely the Director of Quality,
Outcomes & Improvement and the
Designated Nurses
 Agree the workplan
Working Together to Safeguard Children
(2018)

Relevant
standards/targets
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CCG RESPONSIBILITIES IN RELATION TO THE NEW MULTIAGENCY SAFEGUARDING ARRANGEMENTS FOR CHILDREN

1.

PURPOSE
The purpose of this paper is to outline the CCG responsibilities in
relation to the new Multi-Agency Safeguarding Arrangements for
Children and to propose a schedule of work to ensure that the CCG
and wider health economy are prepared for the new Multi-Agency
Safeguarding Arrangements.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Note the new arrangements
 Agree Governing Body delegated authority through
specific roles, namely the Director of Quality, Outcomes &
Improvement and the Designated Nurses
 Agree the workplan

3.

BACKGROUND
This paper outlines the CCG’s approach to the requirement to
revise multi- agency safeguarding arrangements. The guidance
shaping this is Multi-Agency Safeguarding Arrangements is
‘Working Together to Safeguard Children’ July 2018 (WT18).
WT18 is issued under various legislation including Section 7 of the
Local Authority Social Services Act 1970 which requires local
authorities in their social services functions to act under the general
guidance of the Secretary of State; and Section 10(8) and 11(4) of
the Children Act 2004, which requires each person or organisation
to which the section 10/11 duty applies to have regard to any
guidance given to them by the Secretary of State.
An associated document covering transition arrangements between
June 2018 and September 2020 is ‘Working Together: Transitional
Guidance’ July 2018.
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In February 2018 Liverpool Local Safeguarding Children Board
(LSCB) established a Task and Finish (T&F) group to develop new
multi-agency safeguarding arrangements required under WT18.
The group comprised of representatives from the LSCB support
team, City Council, CCG, Police and schools.
The role of the Liverpool MASA is to deliver on the statutory duty to
work together, and with any relevant agencies, for the purpose of
safeguarding and promoting the welfare of children in Liverpool,
and, where necessary and appropriate, across Merseyside.
The purpose of Liverpool’s local multi-agency safeguarding
arrangements are to support and enable local organisations and
agencies to work together in a system where:
• All Liverpool children are safeguarded, and their welfare
promoted;
• The views of and feedback from children and young people are
used to shape safeguarding support and services;
• All our partner organisations and agencies collaborate, share
and co-own the vision of the MASA;
• All our organisations and agencies challenge appropriately and
hold one another to account
• There is early identification and analysis of new safeguarding
issues
• Learning is promoted and embedded in a way that local
services for children and families can become more reflective
and implement changes to practice
• Information is shared effectively to facilitate more accurate and
timely decision making for children and families.
4.

GOVERNANCE
4.1 Governance arrangements
Accountability for delivery of the multi-agency safeguarding
arrangements will be facilitated through the following governance
arrangements:
Liverpool MASA Board
The Liverpool MASA Board (comprising Safeguarding Partners and
the Director of Children’s Services (DCS)) will provide the
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overarching leadership, strategy and governance framework for the
MASA arrangements and be accountable for the delivery against
statutory and local requirements. This will be chaired in rotation by
the 3 partners.
Liverpool MASA Safeguarding Executive
The Liverpool MASA Safeguarding Executive (comprising
Safeguarding Partners and Relevant Agencies) will provide the
leadership and frameworks for collaborative working, scrutiny and
challenge, and organisational learning.
Liverpool MASA subgroups (Audit, Scrutiny and Review /
Learning, Practice & Workforce Development)
The Liverpool MASA subgroups will provide the operational
frameworks for delivery of audit, scrutiny, and performance review
and, training and workforce development.
Liverpool MASA Engagement Forum.
The Liverpool MASA Engagement Forum will provide the
opportunities to engage, consult, communicate and promote
learning and improvements in safeguarding practice. Children,
young people and their families will be active participants in the
Forum. This Forum will also provide the opportunity to target
engagement activities to gather clinical/professional expertise of
designated health/social care professionals for safeguarding
children within the Liverpool arrangements.
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The Liverpool MASA Board, in consultation with the Liverpool
MASA Safeguarding Executive, will produce an annual Business
Plan in April of each year. This document will clearly set out the
priorities for the Liverpool MASA for the next 12 months, plans for
multi-agency audit and scrutiny and workforce development, and
specific actions to deliver on the priorities. Progress against
delivery will be reviewed on a quarterly basis.
In addition, the Liverpool MASA Board, in consultation with the
Liverpool MASA Safeguarding Executive, will produce an Annual
Report in October/November of each year. This document will
clearly set out evidence of the impact of the work of the
safeguarding partners and relevant agencies, including training, on
outcomes for children and families from early help to looked-after
children and care leavers. It will confirm delivery against agreed
actions, findings from audits, scrutiny activity, child safety practice
reviews and learning from local case reviews and engagement
events. The annual report will also include an analysis of any
areas where there has been little or no evidence of progress on
agreed priorities. Based on local and national evidence it will also
highlight the priorities which should feed into the next annual
Business Plan.
Liverpool Safeguarding Partners and Relevant Agencies will be
represented on the Liverpool MASA Safeguarding Executive and
Page 5 of 13
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be accountable for any specified actions outlined in the Liverpool
MASA Business Plan and any actions arising from Liverpool
MASA Board and Liverpool MASA Safeguarding Executive
meetings.
Liverpool Safeguarding Partners and Relevant Agencies will also
be fully involved in developing and delivering consultation, practice
implementation and practice review and learning in response to
audit finding and case reviews.
Through cross-group representation these arrangements are
linked to other strategic partnerships and activities including:
•

•
•
•
•
•
•

Liverpool Health and Wellbeing Board (the MASA Annual
Business Plan and Annual Report will be formally presented
to the Board)
CitySafe (Liverpool Community Safety Partnership)
Liverpool Adult Safeguarding Board
Merseyside Local Criminal Justice Board
MAPPA
Channel Panel
Liverpool Children’s Social Care Improvement Plan

The Liverpool MASA Board has responsibility for developing,
maintaining and publishing Liverpool’s Continuum of Need
(threshold) Framework and guidance which sets out the local
criteria for action in a way that is transparent, accessible and easily
understood, and includes:
•
•
•

The process for the early help assessment and the type and
level of early help services
The criteria, including the level of need, for when a case should
be referred;
Clear procedures and processes for cases relating to abuse,
neglect and exploitation of children; children managed within
the youth secure estate; disabled children.

The Continuum of Need framework will be published on the
Liverpool MASA website and promoted through regular
communication events and publicity activities.
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In developing the framework (and monitoring its application) the
Liverpool MASA Board will take into account recent guidance
regarding Contextual Safeguarding (WT18, Chapter 1, para 34).
This section clearly states that ‘interventions should focus on
addressing…wider environmental factors’ that are identified during
assessment – signalling the need for intervention plans that target
contexts as well as the young people such contexts affect’.
Development of the Continuum of Need framework and guidance
will also take account of any of the wider pan-Merseyside
discussions and agreements supported by the pan-Merseyside
Policies and Procedures Group.
4.2 Independent Scrutiny
The role of independent scrutiny is to provide assurance in judging
the effectiveness of multi-agency arrangements to safeguard,
including arrangements to identify and review serious child
safeguarding cases.
Liverpool multi-agency safeguarding scrutiny arrangements will
ensure that scrutiny is objective, acts as a constructive critical
friend and promotes reflection to drive continuous improvement.
Scrutiny arrangements will evaluate how effectively the
arrangements are working for children and families as well as for
practitioners, and how well the safeguarding partners are providing
strong leadership and agree with the safeguarding partners how
this will be reported.
4.3 Implications for the LCCG
NHS organisations (providers and commissioners) have a
statutory duty to secure continuous improvement of quality and in
practice this is the responsibility of the board (Governing Body).
This includes safeguarding. This is achieved in a number of ways.
The Accountable Officer has overall accountability for
safeguarding and this is discharged via the role of the Director of
Quality, Outcomes & Improvement, with the support of the
Designated and other safeguarding roles.
The CCG Governing Body (GB) is required deliver its ultimate
accountability via systematic and consistent attention to
safeguarding reporting to the Governing Body which comes via a
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number of routes: via the Quality, Safety & Outcomes Committee,
via updates within the Chief Nurses Report and feedback from the
Safeguarding Boards such as via the annual reports and via the
risk register for any risks. This gives the GB the opportunity
scrutinise and challenge to gain assurance that the CCG is
effectively undertaking its safeguarding role.
4.4 The role of the CCG and the wider health economy within
the MASA
As detailed within proposed MASA the role of the CCG will be
integral to the new arrangements. The CCG are a key partner to
MASA and will therefore be represented at the MASA Board
through the role of the Director of Quality, Outcomes &
Improvement (Chief Nurse) who has the delegated authority to act
on behalf of the CCG; and at the Safeguarding Executive through
the Chief Nurse and the Designated Nurse for Safeguarding
Children. In addition to this, a proposal regarding the rotating
chairing arrangements is that LCCG acts as chair for the first 12
months. This will be via the Director of Quality, Outcomes &
Improvement, who currently is the Deputy Chair of the LSCB (ie
within the current arrangements).
A proposal has been made that the Designated Nurse for
Safeguarding Children will also chair the Audit, Scrutiny and
Review Group. The Designated Nurse for Safeguarding Children
currently chairs the Audit sub-group of the Liverpool Safeguarding
Children Board, the extension of the sub-group to include Scrutiny
and Review will require additional capacity from the Designated
Nurse for Safeguarding Children and business support will need to
be provided from the MASA to ensure that this function can be
carried out effectively. The Chief Nurse and Designated Nurse for
Safeguarding Children will continue to report the work of the MASA
into QSOC.
It is important that there is representation from the health economy
within the sub-groups of the MASA. This will enable the health
providers to fulfil their statutory safeguarding role. The sub-groups
that will require health representation are the Audit, Scrutiny and
Review Group, Learning, Practice and Workforce Development
and the Engagement Forum. It will be essential that representation
is secured from Primary Care Named GPs, Merseycare, Alder Hey
Children’s Hospital and Liverpool Women’s NHS Foundation Trust
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to ensure that children’s health services are integrated into the
work of MASA.
Liverpool CCG currently facilitate a themed safeguarding health
group. The group is chaired by the Director of Quality, Outcomes &
Improvement (Chief Nurse) and it aims to draw together the key
safeguarding personnel from across the health economy to
discuss current safeguarding issues within health and share ideas
around best practice. The group integrates safeguarding
professionals from both the children and adults safeguarding
agenda. It is proposed that this group will continue to function once
the new Liverpool MASA is in place.
A work plan has been produced and is presented in Appendix 1
regarding the actions that need to be taken to ensure that the CCG
and the wider health economy are fully briefed and integrated into
the new MASA.
A consultation process with regard to the proposed MASA
arrangements completed on 11th February and the Safeguarding
Children Board has been made aware of the consultation outcome
and the feedback has been incorporated into the arrangements.
The changes will come into place in shadow form from April 2019
until September 2019. This will allow a period of review to amend
and improve should it be necessary. The new arrangements will be
formally published in September 2019 which is a statutory
requirement.

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.
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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

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Not applicable.

7.

CONCLUSION
The paper outlines the CCG responsibilities in relation to the new
Multi-Agency Safeguarding Arrangements for Children and
proposes a schedule of work to ensure that the CCG and wider
health economy are prepared for the new Multi-Agency
Safeguarding Arrangements.
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Version:
24.1.19

Work Plan – Liverpool Multi- Agency Safeguarding Arrangements (MASA)
Purpose: Work plan to fulfil the requirements within Working Together 2018 for the CCG for development and implementation of new multi-agency
safeguarding arrangements for Liverpool.

Aim / Objective

Task / Action

Lead /
Responsibility

Due Date

1. Brief Governing Body on the
health requirements for the MASA

Briefing report to be discussed with the
Governing Body

Director of
Quality,
Outcomes and
Improvement
(Chief Nurse)

12.03.19

LCCG has appropriate
governance and
capacity to discharge
safeguarding function

Governance relationship with NHS England

Milestone
Review Date &
BRAG

Outcome /Success
Criteria

2. Brief Children’s Commissioning
Team of LCCG on MASA

Briefing report to be discussed with the
Children’s Commissioning team to ensure
that they are appropriately represented and
cited on any relevant workstreams.

Head of
Safeguarding /
Designated
Nurse for
Safeguarding
Children

12.03.19

Safeguarding is
integral to
commissioning of
children’s services in
LCCG

3. Friday Floor meeting to brief
whole of LCCG

Presentation to be made at the Friday floor
meeting to ensure that all of LCCG are aware
of the proposed changes.

Head of
Safeguarding /
Designated
Nurse for
Safeguarding
Children

15.03.19

LCCG employees are
aware of the
proposed changes
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4. Brief health providers on the
health requirements for the MASA

Briefing report to be discussed with the
health providers during current business
meetings/ supervision sessions.

Designated
Nurse for
Safeguarding
Children

1.2.19

4. CQPG briefing sheet to be
produced

Briefing sheet to be produced and
timetabled for discussion at CQPG meetings.

Designated
Nurse for
Safeguarding
Children

15.03.19

Health providers are
fully aware of their
safeguarding
responsibilities within
the MASA
arrangements

5.Agree health representation at
the MASA sub-groups

Agenda item for the March health subgroup- paper to be scheduled and
agreement reached on who will be
represented at each of the MASA subgroups.

Designated
Nurse for
Safeguarding
Children

7.3.19

The health economy is
appropriately
represented at the
MASA sub-groups.

5.Ensure terms of reference for
health sub-group reflect MASA
arrangements

Review the terms of reference for the
current health sub-group to ensure that they
are cognisant of the MASA.

Head of
Safeguarding

7.3.19

Agree the revised terms of reference for the
health sub-group

Health subgroup members
/ Director of
Quality,
Outcomes &
Improvement

7.3.19

The health sub-group
is cognisant of MASA
and has appropriate
reporting
arrangements.

Completed
Health providers are
fully aware of their
safeguarding
responsibilities within
the MASA
arrangements
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(Chief Nurse)
6.Implement MASA arrangements

Review LCCG safeguarding provision to
ensure that MASA commitments are able to
be fulfilled

Director of
Quality,
Outcomes &
Improvement
(Chief Nurse) /
Head of
Safeguarding

September
2019

There is sufficient
safeguarding capacity
to address the
requirements of the
MASA.

Page 13 of 13

287

288

Report no: GB 18-19
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Summary

This paper provides the Governing Body
with a new Attendance Management Policy
following recommendations made by the HR
Committee.

Recommendation

That Liverpool CCG Governing Body:
 Approves the Attendance Management
Policy as recommended by the HR
Committee

Relevant
standards/targets

 Current employment legislation
 Agenda for Change
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ATTENDANCE MANAGEMENT POLICY

1.

PURPOSE
This paper provides the Governing Body with a new Attendance
Management Policy. This follows discussion and agreed action(s)
at HR Committee meetings on 26th June 2018 and 16th October
2018 with virtual recommendation on 13th January 2019.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Recommends the approval of the policy.

3.

BACKGROUND
During the HR Committee meeting on 26th June 2018, the review of
current Liverpool CCG (LCCG) HR policies was presented and
included the review of LCCG’s Managing Sickness Absence Policy.
The Midlands and Lancashire Commissioning Support Unit’s
(MLCSU) Attendance Management Policy was presented as an
alternative and preferred by HR Committee members.
The differences between the existing Liverpool CCG and the
preferred (and recommended) policy include:
 The first stage is informal, thus not requiring HR presence,
focusing on managers owning the process;
 Stages are not referred to as warnings; and
 There is a trigger of “a regular/intermittent or unacceptable
pattern of absence”.
The Attendance Management Policy was subsequently sent to
LCCG’s Staff Listening Group (SLG) for comment in September
2018. Those comments were presented to HR Committee in
October 2018 who agreed for changes to be made. All comments
raised by SLG were responded to by Human Resources.
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The updated policy was circulated to Committee members on 7th
January 2019 for virtual recommendation. A member majority
response was received by 13th January 2019, recommending the
approval of the policy.

4.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
4.1 Does this require public engagement or has public
engagement been carried out? N/A
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.

4.2 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.
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:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
4.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

5.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
The processes and controls contained within HR policies can
support financial sustainability.
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6.

CONCLUSION
The review of the existing Managing Sickness Absence Policy was
considered by HR Committee in June 2018. The recommendation
to adopt MLCSU’s Attendance Management Policy in its place was
made. Changes were made to that Policy following SLG comments
and further consideration by HR Committee members. Attached
in Appendix A is the updated policy which was recommended for
approval by the HR Committee on 13th January 2019.
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Version:

V1

Ratified by:

HR Committee – Date TBC

Noted by:

Governing Body – Date TBC

Name of originator/author:

MLCSU/Human Resources

Name of Lead:

Chief Operating Officer

Date issued:

TBC

Review date:

January 2021

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

V1

N/A

January
2019

Description of change
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1

INTRODUCTION
The Clinical Commissioning Group (the CCG) as commissioners of Health Services is
committed to developing a high quality and locally accessible service to the local population.
In order to achieve this objective, the CCG recognises the importance of retaining a stable
workforce and that regular attendance at work is vital in maintaining a quality service.
This policy will be applied equally to all staff covered by the policy and in accordance with the
CCG Equality & Diversity Policy.

2

SCOPE
This Policy applies to all CCG Employees.

3

POLICY STATEMENT
The CCG recognises the importance of a positive approach to the management of sickness
absence to enable it to operate effectively. The CCG is committed to providing the necessary
support to employees for them to attend work regularly and to ensure that all employees are
treated in a consistent, fair and sympathetic manner.
The CCG recognises that a level of absence due to sickness does occur and is inevitable but
aims to minimise the level and promote a healthy workplace.
The CCG’s commitment to the welfare of employees includes the following initiatives:
counselling, redeployment where appropriate and training for all new employees on health and
safety issues. Employees are also encouraged to use the confidential Staff Support Service on
0151 330 8103; this service is accessible 24/7.
In cases where the employee is disabled within the meaning of the Equality Act 2010 or where
employees become disabled and wish to remain in employment, every effort will be made to
make reasonable adjustments or find an alternative post.
The employee may be referred to Occupational Health to enable a report to be prepared for the
CCG. The CCG may consider making reasonable adjustments to the particular job to
accommodate the employee’s short term or long term requirements and consider offering
alternative employment or a shorter working week or other adjustments to the employee’s job
as may be reasonable.
All employees who suffer from ill health or have sustained an injury will be treated
sympathetically and any employee who becomes aware that they have an illness is encouraged
to inform their Manager at the earliest opportunity.
These policies should be read in conjunction with section 14 of the NHS Terms and Conditions
Handbook.

4

RESPONSIBILITIES

4.1

Responsibility of the CCG
The responsibility for the monitoring and provision of this policy initially rests with the Governing
Body of the CCG.

5
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4.2

Responsibility of Human Resources
Human Resources will provide training/coaching and on-going support in the application of this
Policy.
Human Resources will provide reports and analysis of employees’ sickness absence in line
with agreed reporting schedules.
A Human Resources Representative will be present at all formal stages of this procedure or at
the specific request of the Manager.

4.3

Responsibility of Managers
Managers will ensure that this policy is applied fairly to all employees.
Managers will ensure that their employees have regular attendance at work and will monitor
the attendance accurately and report weekly.
It is the responsibility of all Managers to ensure that information on all sickness absence for
every employee is given to Human Resources and that return to work discussions are
conducted after each episode of sickness absence and these discussions are conducted in a
supportive environment.
Managers will ensure that an adequate risk assessment is undertaken where appropriate in
conjunction with the Occupational Health to facilitate an employee’s return to work in a safe
environment.

4.4

Responsibility of Employees
All employees have the responsibility to follow the notification procedures in all cases.
All employees have a responsibility to inform their Manager of any condition or illness which
may affect their ability to do their job safely.
All employees must maintain regular contact as mutually agreed with their Manager during any
period of sickness absence. This may vary depending on individual circumstances.
Employees must inform their Manager of any illness or condition to which they are suffering
from or have been exposed to which may present a risk to themselves or others.

4.5

Responsibility of Occupational Health
Occupational Health have a responsibility to provide a report to Managers when requested
giving advice on the health of the employee and long term prognosis of the condition which is
affecting the employee’s ability to undertake current duties.
Occupational Health will advise Managers on possible or suitable alternative or modified work
activities either temporarily or permanently.
Occupational Health will assist in an employee’s application for early retirement due to ill health
where applicable.
Occupational Health will follow all legislation concerning access to medical reports / records on
behalf of the CCG.

6
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5.0

NOTIFICATION PROCEDURE
Except in emergency circumstances, or unless previously agreed, all absence from work must
be notified to the CCG, through to an employee’s Manager by phone by 10am, on the first day
of absence, together with reason and likely date of return to work. If their Manager is
unavailable, then they need to speak to another Manager or Human Resources. Text message,
voicemails and emails are not appropriate reporting methods. It is the responsibility of staff to
ensure they have a contact number for their manager and an office number at the CCG.
Contact should be made at regular intervals throughout the period of absence. In exceptional
circumstances, anyone not able to telephone personally should ensure that a relative or friend
does so on their behalf. Employees should contact their Manager with their date of return as
soon as possible.
Managers must inform Human Resources of the absence the day the absence is reported via
email.

6.0

CERTIFICATION OF SICK LEAVE
Self-certified sick leave is permitted for a maximum of seven consecutive days on any one
occasion. On calculating length of sick leave intervening Saturdays, Sundays and public
holidays count. For absences of between 3 – 7 days’ employees must complete a selfcertification form (Appendix 1).
When returning to work employees are required to notify their Manager of fitness to return and
attend a ‘return to work’ discussion with their Manager to complete a ‘Return to Work Interview
Form’, (Appendix 2), agreeing the absence details and any action to be taken if appropriate.
The Return to Work form must be completed and returned to Human Resources. A return to
work interview must be undertaken after every period of sickness absence irrespective of
duration. Where possible the interview should take place on the first day of the employees
return to duty. It may be appropriate in certain circumstances for the discussion to be conducted
over the telephone.
Any statement made and recorded on the above forms must be true and accurate. Any details
given, which are subsequently found to have been false will be dealt with under the disciplinary
procedure. The completed forms will be kept on the employee’s file and will be kept in
accordance with Data Protection Principles.
Any sickness/injury absence that lasts beyond the seventh consecutive calendar day must be
covered by a medical certificate issued by an appropriate medical practitioner. Thereafter
consecutive medical certificates must be provided. Failure to provide consecutive medical
certificates may result in loss of payment as any absences not covered by current selfcertificates and/or medical certificates may be treated as unauthorised absence and will be
unpaid.
Managers must inform Human Resources on the same day the staff member resumes to work.
Failure to report a return to work to Human Resources will lead to the absence remaining ‘open’
resulting in inaccurate absence records and could mean the employee enters a period of half
or nil pay incorrectly.
An employee who fails to comply with notification or certification procedures or who otherwise
abuses the CCG rules on sickness absence may be dealt with under the CCG Disciplinary
Policy.

7
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7.0

SICK PAY

7.1

Occupational Sick Pay
Provided employees comply with the notification and certification procedures above, the CCG
will pay Occupational Sick Pay during periods of absence due to sickness according to length
of service.
An employee’s entitlement to Occupational Sick Pay in accordance with NHS Terms and
Conditions is based on completed months / years of service including continuous NHS Service
with a break of less than 12 months.
The following table sets out the maximum entitlement to occupational sick pay.
Period of Service
0 – 12 months
1 – 2 years
2 – 3 years
3 – 5 years
Over 5 years

Period of Full Pay
1 month
2 months
4 months
5 months
6 months

Period of Half Pay
2 months
2 months
4 months
5 months
6 months

Entitlement to Occupational Sick Pay will be calculated on the first day of any absence due to
sickness or injury. Any days of absence due to sickness or injury in the 12 months prior to the
first day of absence shall be deducted from the relevant maximum entitlement above.
Any employee who is in breach and/or unreasonably fails to comply with the CCG Attendance
Management Policy and procedure may have their occupational sick pay withheld. Any decision
to withhold sick pay must be made in conjunction with HR.
7.2

Statutory Sick Pay
Provided employees comply with the notification and certification procedures above and subject
to the current statutory provisions, after a period of three days’ illness they will be entitled to
receive Statutory Sick Pay (“SSP”). However, any payment of Occupational Sick Pay will offset
any entitlement to Statutory Sick Pay due for the same period.

8.

POLICY IN PRACTICE: PROCEDURE

8.1

Persistent Short Term Absence
The aim of these procedures is to ensure fair and effective management of absence due to
sickness or injury. Absence management is necessary to ensure that full support is provided
by the CCG, together with monitoring where necessary.
An employee is entitled to have a Staff Side Representative or work colleague to accompany
them to each of the formal stages of this procedure if they so wish. A Human Resources
Representative will be present at each formal stage of this procedure.
Managers should exercise discretion to manage situations sensitively when there is an
understandable reason for the absence or a defined end to the absence period. It is important
for managers to ensure that employees do not feel compelled to attend work when they are
unwell and must on no account allow employees to work who are obviously in an unfit state of
health. This procedure will be used where an employee’s attendance record is giving cause for
concern.
Levels of absence become a cause for concern when:
8
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•
•

The total number of days or episodes of absence rise sharply
There are regular and/or intermittent absences

Managers must ensure that they conduct a Return to Work discussion following each period of
sickness absence and consider what support (including Occupational Health advice) may be
required to assist the employee to remain healthy and at work.
8.1.1

Stage 1

When an employee’s absence meets or exceeds the trigger levels set out below then it is
recommended that the manager should meet informally with the employee for a stage 1
sickness review meeting:




3 occasions of absence in a rolling 12 month period
12 working days of absence in the last 12 month rolling period (pro rata for part time
staff).
A regular/intermittent or unacceptable pattern of absence

At this meeting the Manager will discuss the employee’s absence and their concerns and
provide counselling and support where appropriate. The meeting will aim to identify the
frequency and reason for the absences ensuring that the employee is aware that their absence
record is giving cause for concern.
At this stage it may be appropriate to agree a ‘timescale’ for improvement (normally 6 months)
and to inform the employee that their attendance is to be monitored. It is recommended the
employee will be given an improvement plan. This plan should outline improvement targets.
The employee should be made aware that if they fail to meet the improvement targets then they
would be moved onto the second stage of monitoring.
The recommended improvement targets are:



No more than 2 occasions of absence and
No more than 5 working days absence

At this stage, a referral to Occupational Health may be considered to check whether there is a
single underlying reason for the employee’s absences.
Managers should complete the review meeting pro-forma (Appendix 3) and submit to HR. The
employee should be provided with a signed copy for their records.
8.1.2

Stage 2

If the employee does not achieve the improvement targets set out at stage one, the Manager
will hold a stage 2 formal sickness review meeting with the employee to discuss the absences.
At this meeting, a further improvement plan may be agreed and improvement targets set. The
employee should be made aware that if they fail to meet the improvement targets then they
would be moved onto the third stage of monitoring.
At this stage, a referral to Occupational Health may be considered (if this has not already taken
place at stage one) to check whether there is a single underlying reason for the employee’s
absences.
Managers should complete the review meeting pro-forma (Appendix 3) and submit to HR. The
employee should be provided with a signed copy for their records.

9
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8.1.3

Stage 3

If the employee fails to meet the improvement targets set out at stage two, and if the absence
level continues or worsens, the employee will be subject to the third stage of this procedure. At
this stage the Manager’s next-in-line should formally review the case and chair the stage 3
meeting.
At this point any of the following solutions may be sought:





Professional counselling
Further medical advice to be arranged as appropriate
Consideration for transfer to more suitable duties
Any course of action deemed appropriate in the circumstances, where there is a clear
prognosis that the individual will recover and absence levels improve

A stage 3 sickness review meeting will be held with the employee to consider all the matters
above. At this meeting, the employee may be given a final improvement plan and improvement
targets set. Employees should be made aware that if they fail to meet the improvement targets
set at stage 3, they may be dismissed.
Managers should complete the review meeting pro-forma (Appendix 3) and submit to HR. The
employee should be provided with a signed copy for their records.
8.1.4

Stage 4

If the employee fails to meet the requirements of the Stage 3 Improvement Plan, the employee
will be liable to dismissal.
Prior to dismissal, the CCG may obtain another detailed and updated report from Occupational
Health.
At this stage the employee will be invited to attend a hearing in the presence of a Manager with
the authority to dismiss (Appendix 6). A decision will be taken at this hearing on the continued
employment of the employee concerned, after hearing any representations from the employee.
The meeting will be attended by a Human Resources Representative.
8.1.5

Attendance During Review Periods

The key outcome of the above procedure will be an improvement in attendance. Wherever
possible Managers should facilitate flexible solutions to achieve regular attendance.
Managers may proceed to the next stage of the procedure before the review period is
completed if it becomes apparent that the employee’s attendance has deteriorated further.
If at any stage in this procedure, the employee achieves a better attendance record than is
required by the improvement plan, that employee shall return to the next lower level stage in
which the manager will monitor the level or pattern of absence and take no action unless an
employee’s absence has become a matter for concern.
8.2

Impairment related absence
If this process is triggered by an absence-related to an individual’s impairment or a long term
health condition then Occupational Health advice should be sought and a review meeting held
as above. In this meeting a required level of attendance will be established, with timescales
and any other reasonable adjustments, not already in place, identified. Where the member of
staff fails to meet their target despite adjustments implemented, they will progress through the
stages of the policy as above.
10
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8.3

Long Term Ill Health
Long-term sickness absence is normally defined as a period in excess of 4 weeks and all
absences in excess of 4 weeks will normally result in a referral to Occupational Health, however
Managers need to take an informed decision as to the value of Occupational Health referrals
during the period of long-term sickness absence.
Following receipt of the Medical Report the employee and their Manager will attend where
appropriate a welfare meeting to discuss its content. At this meeting and subsequent meetings,
employees may if they wish to be accompanied by their staff-side representative or work
colleague. A representative from Human Resources will also be present.
At this meeting the Manager and the employee should discuss the reasons for the absence and
ultimately how the Manager can support the employee back to work. At this stage,
arrangements should be made for a further meeting to discuss the employee’s progress and
return to work. The Manager will continue to monitor the situation, and arrange further meetings
as necessary.
It may be necessary for the Manager to continue to refer the employee to Occupational Health
in order to gain continuing Occupational Health advice for appropriate management of a
particular case. In cases where employees are absent due to stress (irrespective of if the stress
is work related or not) or mental health issues an Occupational Health Referral should be sought
at the earliest available opportunity.
Throughout the period of long-term sickness Managers will ensure that they maintain regular
contact with employees via telephone, letter or home visits by agreement. Employees on long
term sick leave must be kept informed of any department or service developments and should
continue to receive any newsletters or briefings as appropriate.
Employees who fail to attend sickness absence review meetings may be subject to the various
sanctions within the Policy. Decisions will be taken in the absence of the employee on the basis
of the medical evidence available at that time.

8.4

Long Term Sickness Absence Management Options
Throughout this procedure, it will be necessary for the Manager to consider appropriate options.
Following advice from Occupational Health the following may be agreed:


Phased Return to Work

The CCG will support staff in a phased return to work following a prolonged period of ill-health,
where the Occupational Health Team advise that a “phased” return is likely to aid rehabilitation
and a return to full hours and duties.
To aid rehabilitation Managers have discretion to allow employees to return to work on reduced
hours or to be encouraged to work from home without loss of pay to aid rehabilitation. Any
such arrangements need to be consistent with statutory sick pay rules.
The timescale and basis of a phased return without loss of pay will be determined, in
partnership, between the manager and the employee, taking into account the circumstances of
the individual case and Occupational Health advice. A phased return to work should not exceed
4 weeks although may be extended in exceptional circumstances, based on Occupational
Health advice.
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If, at the end of the period determined for phased return, the employee remains unfit to resume
full contractual hours and duties, Managers may use their discretion, subject to the needs of
the service to agree a further period of reduced hours, with the employee being paid for the
hours they work. It is acceptable for employees to request paid annual leave within their
entitlement to offset, or partially offset, the reduction in pay.
Where it becomes apparent that there are doubts about the employee’s continuing to progress
to full hours/duties within this further period, Occupational Health advice will be sought.


Redeployment

Following appropriate Occupational Health advice, consideration may need to be given to
redeploying the employee on a temporary/permanent basis to a suitable alternative post. The
redeployment register is held by Human Resources. Human resources will provide guidance
on the redeployment process. There is no onus on the CCG to create a new post.


Reasonable Adjustments

Following Occupational Health advice, it may be possible for the employee to return to their
original post with some temporary/permanent adjustments. Examples of these restrictions could
include reduced hours, lighter duties or alternative shift patterns.
It may be necessary at this stage to consider the purchase of any specialised equipment that
would help the employee to return to their work. In cases where the employee has become
disabled during their employment help may be available through ‘access to work’.


Dismissal

Where the above options have been explored or exhausted and the medical advice is that the
employee is unlikely to return to work to their post within a reasonable timescale or to maintain
regular attendance at work then termination of employment will be considered. Agenda for
Change Terms & Conditions allows the employer to consider the option to terminate
employment prior to the expiration of contractual sick pay. When the termination of employment
is a potential outcome, the invite to the formal meeting in which this will be considered will
advise the employee of this. If the decision is made to terminate the employment on the
grounds of incapacity/incapability due to ill health, the member of staff will be paid their notice
in lieu and given the right to appeal against the decision.
8.5

Attendance at meetings
A minimum of five days’ notice of formal meetings will be given. If an employee is unable to
attend a formal meeting due to exceptional circumstances, they must contact their manager
immediately to arrange an alternative date and this must be done as soon as possible but no
later than 14 days after the date of the original meeting, unless there has been a mutual
agreement to extend the timescales.
If an employee refuses to attend a formal meeting, they must be informed that decisions will be
taken in their absence, and action taken on the basis of the medical evidence available at that
time. Refusal to attend a meeting may also result in disciplinary action.
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9.

ILL HEALTH RETIREMENT APPLICATIONS
Employees who are members of the NHS Pension Scheme may decide to apply for ill health
retirement benefits. Such applications will be facilitated by Occupational Health. Any application
for ill health retirement will trigger a final sickness hearing to consider dismissing the employee
on the grounds of incapacity/incapability due to ill health.
There are two tiers of Ill Health benefits:
Tier 1: is entitlement to the retirement benefits you have earned to date paid without any
actuarial reduction for early payment. This level of benefit is payable if you are:
- A scheme member accepted by our medical advisers as permanently incapable of doing
your current NHS Job; or
- A former scheme member accepted by our medical advisers as permanently incapable of
earning an income by doing regular work
Tier 2: is entitlement to the retirement benefits you have earned to date enhanced by two thirds
of your prospective membership up to reaching your normal retirement age. This level of benefit
is payable to you only if you are a scheme member accepted by our medical advisers as
permanently incapable of both doing your current NHS job AND permanently incapable of
regular employment of like duration to your NHS job, taking into account your:
- Mental Capacity
- Physical Capacity
- Previous training, and
- Previous practical, professional and vocational experience
The application form once completed must then be sent directly to the Pensions Agency
together with details of the employee’s current job role by either the employee or their medical
representative.
The Pensions Agency will contact the employee directly and will ask for permission to get further
medical advice as to the employee’s condition from their doctors or consultants where
necessary.
The decision whether to permit the employee to retire on the grounds of ill-health rests entirely
with the Pensions Agency Medical Advisors.
10. INJURY ALLOWANCE
Injury Allowance (IA) is paid by employers to staff on authorised absence with reduced pay or
no pay because of an injury or disease wholly or mainly attributable to their employment. IA
tops up the employee’s income to 85% of the average they were getting before their pay was
reduced as a result of the injury or disease. It is not payable if the employee’s income is more
than 85% of their average pay, and it stops when they return to work or leave employment. IA
is subject to income tax and National Insurance deductions but not pension contribution
deductions. IA is payable irrespective of whether or not an employee is a member of the NHS
Pension Scheme.
To qualify for IA, an employee covered by the scheme must be on leave of absence and be
suffering a reduction in their NHS pensionable pay as a result of an injury or disease that is
wholly or mainly attributable to their actual NHS duties.
11. SICKNESS DURING ANNUAL LEAVE
If an employee falls sick during a period of annual leave either in this country or overseas,
13
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and the period of incapacity seriously interrupts the period of leave, then they may count the
absence as sick leave provided they;


Notify their line manager either in writing or by telephone at the earliest opportunity, in line
with the CCG’s/departmental procedures and no later than the fourth continuous day of
illness; and



Provide a statement by a qualified medical practitioner; the statement should cover the
period of the illness and the nature of the illness.

For information, a serious interruption of annual leave would be deemed as four or
more days of continuous illness.
If an employee is absent on sick leave and has pre-booked annual leave then they must
notify their manager as soon as possible of the nature of the leave, otherwise it will be
assumed that the annual leave is being taken. If the employee intended to spend time at
their normal place of residency then the leave may be credited back upon receipt of
appropriate medical statements/Doctors notes.
If the employee intends to spend more than one night away from their normal place of
residency whether it be overseas or in the UK, then the employee must provide a written
statement from a medical practitioner advising that the holiday would be beneficial to their
condition or recovery, and in no way would aggravate or cause detriment to the
illness/injury. Where necessary, the CCG will reimburse the cost of such letters. In
addition, the CCG may also choose to obtain a medical opinion from the
Occupational Health Provider. If the leave is supported by a medical practitioner then the
employee will have the option to continue with sick leave and have the annual leave
credited back or take the time as annual leave, in which case sick pay, occupational and/or
statutory as appropriate, will cease. If an employee is physically unable to return to work
after a holiday they must submit a medical certificate which covers them from the day on
which they were expected to return to work. Should the employee take the leave as
sickness, then entitlements to sick pay both occupational and statutory will be in line with
the normal eligibility rules.
Where the request to continue with a pre-booked holiday is not supported by a medical
practitioner, then annual leave should be taken.
Employees will not be entitled to an additional day off if they are sick on a statutory holiday.

12.

APPEAL PROCEDURE
If an employee is dissatisfied about the application of this policy, they may pursue a case under
the CCG Grievance and Disputes Policy and Procedure.
Where the appeal is against dismissal employees should address their appeal to the Chief /
Accountable Officer outlining the reasons for the appeal within 10 working days.
The appeal hearing will take place within normally 20 days of the lodged appeal. At the appeal
hearing the employee has the right to be accompanied by a staff side representative or
workplace colleague not acting in a professional capacity.

13.

USEFUL CONTACTS
Occupational Health Services Tel: 0151 529 3803
Staff Support Services Tel: 0151 330 8103
Human Resources Tel 0151 296 7258/ 7530
14
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14. ASSOCIATED DOCUMENTATION AND REFERENCES
14.1. Relevant Legislation


The Equality Act 2010



Employment Rights Act 1996 as amended



Employment Rights (Dispute Resolution Act) 1998



Employment Relations Act 1999



Social Security (Medical Evidence) and Statutory Sick Pay (Medical Evidence) (Amendment)
Regulations 2010 (SI 2010/137).

14.2. Associated Policies and Guidance Documents
Special Leave Policy
Agenda for Change Terms and Conditions Handbook
Disciplinary Policy
15. Implementation - Training and Resources
The CCG acknowledges the importance of awareness for managers to ensure the effective
implementation of this Policy. Working in partnership, Human Resources will provide appropriate
support as required.
16. Policy Governance
16.1. Equality and Diversity
The CCG is committed to an environment that promotes equality and embraces diversity in its
performance as an employer. It will adhere to legal and performance requirements and will mainstream
equality and diversity principles through its policies, procedures and processes. This policy should be
implemented with due regard to this commitment.
To ensure that the implementation of this policy does not have an adverse impact in response to the
requirements of the Equality Act 2010 this policy has been screened for relevance during the policy
development process and a full impact assessment conducted where necessary. The CCG will take
action when necessary to address any unexpected or unwarranted disparities and monitor workforce
and employment practices to ensure that this policy is fairly implemented.
16.2. Management and Review of Policy
Human Resources will be responsible for the management of this policy. In addition, the effectiveness
of this policy will be monitored and the policy may be reviewed and amended at any time if is deemed
necessary. Notification of any changes to policies will be communicated to all staff.
Staff should be aware that the CCG intranet site version of this document is the only version that is
maintained and controlled. Any printed copies should be viewed as ‘uncontrolled’ and as such may not
necessarily contain the latest updates and amendments.
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APPENDIX 1
Self-Certified Sickness Notification
SVL……………………………….
To certify up to 7 calendar days sickness absence
PERSONAL DETAILS
Surname:
First Names:
Home Address:

Mr / Mrs / Miss / Ms
National Insurance Number

EMPLOYMENT DETAILS
Job Title:
Team:
Assignment Number:
DATE OF ABSENCE
Date you became
unfit for work
Night workers only
Your last shift began
Date you expect to return
to work (if known)

TIME
am/pm
TIME
am/pm
TIME
am/pm

DAY

DATE

MONTH

YEAR

DAY

DATE

MONTH

YEAR

DAY

DATE

MONTH

YEAR

DETAILS OF SICKNESS/INJURY
Say briefly why you are unfit for work:
Is absence as a result of an accident at work?
If yes,
Date and time of accident?
Whom did you notify?
Has an Accident Report Form been completed?

YES / NO

YES /

NO

Did you fall ill abroad?
If yes, which country were you in?

YES /

NO

I declare that during the period stated, I have been unfit for work and that information given is complete and
correct. I claim any sick pay to which I may be entitled.
Signed……………………………………………………... Date……………………….………….. ………..
----------------------------------------------------------------------------------------------------------------------------- ---------------------When completed and signed, this form should be sent to your Manager as soon as possible and not later than
7 calendar days from the first day off sick.
FOR COMPLETION BY MANAGER
To the best of my knowledge, the information given above is correct.
Additional Information ……………………………………………………………………………………………
……………………………………………………………………………………………………………………
Manager Name ………………………………. Manager Signature ………………....................................

16

308

APPENDIX 2
RETURN TO WORK INTERVIEW FORM
Staff Name:

Date of Discussion:

First date of sickness:

Last date of sickness:

No. of working hours lost:

Normal Working Days and Hours:

Date the absence was reported:
Did the employee comply with sickness reporting arrangements? Yes / No
If not, please note any reasons and follow up action if required (inform employee of correct reporting procedure for future
reference)
Sickness category:
Uncertified

□

Medically certified*

□

Self-certified*

□

Industrial Injury

□

*if self-certified/medically certified the self-certification form/fit note must also be attached with this form
Reason for sickness absence:

Have you seen a doctor?:

Could this qualify as disability leave? Yes/No (Before answering this question please see the definition of disability leave
within the special leave policy)
Is this RIDDOR reportable? Yes / No -If yes, ensure that an IR1 form is completed and inform Human Resources
immediately, if this has not already been done
Any issues identified, including any support needs or necessary adjustments:
Occupational Health Referral Required

Yes / No

Employee reminded of policy trigger criteria (Triggers: 3 occasions in 12 months, 12 working days(FTE) in 12 months, or
a regular/intermittent or unacceptable pattern of absence) □
Number of days/episodes of sickness absence in the past rolling 12 months:
Has the employee hit/ due to hit trigger for formal absence procedure? Yes/No
If yes, inform employee of progression to next stage of the policy □
I declare that I have not undertaken any employment with another organisation during this episode of sickness absence
from Liverpool CCG. I declare that all information provided to Liverpool CCG in relation to this episode of sickness
absence – be it verbally, or in writing either from myself or a health professional – is correct, and my sickness absence
was legitimate. I understand that if I am found to have provided false or misleading information, or omitted to declare
anything materially relevant, in order to obtain sick leave and sick pay, this could be considered as gross misconduct and
action will be considered under the CCG’s Disciplinary procedure and Counter Fraud Policy, and is likely to result in
dismissal and/or civil claim for compensation.
Signed employee:

Date:

Signed Manager:

Date:
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APPENDIX 3
INFORMAL/FORMAL SICKNESS REVIEW MEETING – STAGE 1/2/3
(circle appropriate stage of meeting)
Staff Member Name:
Job Title:
Rep Name:
Job Title & Location (stage
2/3):
Manager Name:
Title & Location:

Date of Mtg:

HR Rep Name (stage 2/3):
Job Title:
FORMAT OF MEETING
Introductions made
Happy to proceed without representation?
n/a
Explain that notes will be taken
Explain purpose of meeting – to gain an update as to their health position
and/or any support that can be provided

Yes
Yes
Yes

No
No
No

Yes

No

Confirm date sickness absence commenced

Date:

dd / mm / yy

Confirm date of previous Informal/Formal Sickness Meeting

Date:

dd / mm / yy

Confirm dates/absences and reasons for each absence:

Trigger points met:

Ascertain if there are any changes / improvements / decline in health since the last meeting.
Ensure a clear picture of their health position is gained by asking the following questions, as appropriate:
1. Establish how the employee is feeling currently.

2. If an underlying health problem is identified discuss the following points, as deemed appropriate:
18
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-

Establish what health support they are receiving (i.e.: OH, GP, Consultants, Physio, Counselling,
etc).

-

Is a referral to Occupational Health required?

-

Ascertain any work and/or personal issues that are contributing to the absence

-

Discuss any agreed action plans and/or OH recommendations (i.e.: restrictions, redeployment etc),
including any previous objectives i.e.: flexible working / modifications etc

-

Discuss medication prescribed and any side effects etc

Yes

No

19

311

-

If appropriate, discuss / explain the redeployment process and / or feasibility of accommodating
restrictions or modifications

-

Is ill health retirement an option? If so, do we have OH support?

3. If no underlying health problem is identified stress the following points:
-

Advise that an Improvement target (normally 6 months) will be set, during which time their
attendance will be monitored, and a marked improvement in attendance is required

-

Advise that if during the review period their attendance remains a concern and/or unacceptably
high, further and progressive sickness meetings will be conducted in line with the Attendance
Policy

-

Re-emphasise their obligations as per the Attendance Policy

4. Confirm that the employee has understood the purpose of the meeting and that a way forward has
been clarified.

5. Is the employee about to exhaust full or half pay? Inform of sick pay position if appropriate.
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6. Have there been any issues with timely and accurate sickness reporting? Clarify their responsibility if
required.

7. Improvement Target Set?

YES

NO

Duration
of Improvement
Target:

(Months)

7.1 If no Improvement Target set, explain why not below:

8. Any further comments / questions

Employee Signature:

.......................................................................................................

Line Manager Signature:

.......................................................................................................

Distribution:
Original Copy :
Photocopy
:

retained in employee’s personal file
employee
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APPENDIX 4
RECORD OF WELFARE MEETING FORM
Employee’s name
Date of meeting
Location
Others present
1

Confirm with the employee that they understood they had the right to representation (by either
a workplace colleague or a trade union representative) at this meeting and document their
response (if unaccompanied):

2

Outline purpose of meeting (trigger – 4 weeks or more absence)

3

Confirm reason for absence;
(If absence is due to stress, establish the cause of this stress and state if work related. If work
related and due to return to work, discuss the need to complete a stress risk assessment and
include the date this assessment will be completed.
If absence is due to a work-related injury, confirm if incident was reported and refer to Section
7 for further information.)

4

Confirm the date this period of absence commenced?

5

Confirm if employee has visited a doctor during the period of absence and if so what did they
advise?

6

Confirm if taking any form of medication (list medication)

7

Confirm how the employee is feeling

8

Does the employee have an expected date to return to work?
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9

If not, what date does the employee’s current Statement of Fitness for Work (medical
certificate) expire?

10

Does the employee have any other employment?

11

If yes, provide employer‘s details and the nature of the job in addition to the reason why the
employee is/is not taking sick leave with the other employer.

12

Advise the employee to make contact when they visit their doctor again and confirm the
outcome of that appointment (i.e. has the doctor’s note been extended or do they have a return
to work date?)

13

Is there any other assistance that can be offered to the employee during their absence?

14

If Occupational Health report available at this meeting, discuss any pertinent points.

15

Discuss if there is a further need to refer again to Occupational Health.

16

Any annual leave planned/booked? Remind employee they continue to accrue entitlement to
paid annual leave whist off sick and can continue to request annual leave. Does the employee
wish to request any annual leave?

17

Comments by employee to include any other issues which may be affecting their health/return
to work.
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18

Comments regarding any support that has already been offered and to discuss the
effectiveness of this. If support not previously offered, to assess if there is any support which
may be of help.

19

Discuss next review meeting and if appropriate, the frequency of the meetings

Manager’s name (block
caps)
Employee’s
name (block
caps)

Manager’s job
title
Employee’s job title
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APPENDIX 5
TEMPLATE 1 - INVITE TO A REVIEW MEETING
REVIEW OF ABSENCE RECORD INVITE LETTER – INFORMAL/FORMAL Stages 1, 2 &3
Name and Address of Employee
Dear Name of Employee
Review of Absence Record
Following a review of your sickness absence record your attendance at work is giving cause for concern for the
following reason(s) (delete as appropriate)




3 occasions of absence in a rolling 12 month period
12 working days absence in the last 12 month rolling period (pro rata for part time staff).
A regular/intermittent or unacceptable pattern of absence

In line with the Attendance Management Policy you will now be required to attend a sickness review meeting.
The details of this meeting are as following:
DATE:
TIME:
VENUE:
This meeting will seek to: 



clearly establish all of the facts
give you the opportunity to provide an explanation for your absence record; and to
identify any mitigating circumstances

You are entitled to be represented at this meeting by your Trade Union Representative or workplace colleague
(stage 2 onwards) and I must remind you it is your responsibility to organise this. The meeting will also be
attended by a representative from Human Resources. (Stage 2 onwards)
If you are unable to attend the meeting, the meeting may proceed and a decision be taken in your absence
however in the first instance we will endeavour to arrange the meeting at a mutually convenient time.
Please confirm your attendance at this meeting by telephoning number or by email insert email address.
Yours sincerely
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TEMPLATE 2 - INVITE TO A WELFARE MEETING
LONG TERM ABSENCE INVITE LETTER
Name and Address of Employee
Dear Name of Employee
In view of your continuing absence from work because of sickness, I feel it is now appropriate that we meet in
order to discuss your situation. This meeting will be held in accordance with the terms of the Attendance
Management Policy.
I have arranged a meeting for (date, time, and venue). This meeting is an opportunity to discuss your health,
and progress you are making towards a return to work. It is also an opportunity for me to update you on CCG
news and any changes within the team. I would also like to review your annual leave arrangements.
In accordance with the Policy you are entitled to be accompanied by a trade union representative or a workplace
colleague and it is your responsibility to arrange this as soon as possible. The meeting will also be attended by
a representative from Human Resources.
I would be grateful if you would contact me to confirm your availability to attend. Also, if I can be of any assistance
or provide any additional clarity in the meantime please let me know.
Yours sincerely,
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APPENDIX 6
Delegated Scheme of Authority for Stage 4/dismissal meetings

Staff Group
Chief Officer
Chief Finance Officer
Heads of Service
Staff directly reporting to Heads of Service
All other staff

Dismissal
Chair
Lay Member
Clinical Governing Body Member
Chair
Lay Member
Clinical Governing Body Member
Chief Officer
Chair
Lay Member
Chief Officer or Chief Finance Officer
A Head of Service
Head of Service (different Head of
Service to that of final written
warning)
Head of Service

In all of the above a HR Professional will be present
Appeals – where possible chaired by an authority higher than on original panel, or at very least, a
Manager of equal authority and not previously involved.
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Report no: GB 19-19
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH MARCH 2019
Title of Report

Information Governance Policies

Lead Governor

Jan Ledward, Chief Officer

Senior
Management
Team Lead
Report Author

Mark Bakewell, Chief Finance and
Contracting Officer

Summary

The purpose of this paper is to seek the
Governing Body’s approval for changes to
the relevant CCG’s Information Governance
Policies that have been developed to ensure
that the organisations approach is in line
with relevant requirement such as GDPR

Sallyanne Hunter, Governance Manager

Refinements to existing policies or new
policies where required, have been
developed through the CCG’s Information
Governance Steering Group and in line with
existing governance structure have been
approved
at
the
relevant
Finance
Procurement & Contracting Committee once
available and in line with requirements.
Under the CCG’s scheme of delegation, the
Governing Body is required to approve
these policies and will be used as the basis
for submission to the Data Security &
Protection Toolkit as applicable
Recommendation

That Liverpool CCG Governing Body:
Approve the updates to existing policies
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and the new Information Governance
policies as required to ensure that the CCG
has robust Information Governance Policies
and Procedures in place for operational
delivery.
Relevant
standards/targets

Data Protection Act 2018
General Data Protection Regulations
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INFORMATION GOVERNANCE POLICIES FOR APPROVAL
1.

PURPOSE
The purpose of this report is to provide the Governing Body with an
update on updates to the CCG’s Information Governance Policies.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
Approve the updates to existing policies and the new Information
Governance policies as required to ensure that the CCG has
robust Information Governance Policies and Procedures in place
for operational delivery.

3.

BACKGROUND
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 including the
development and review of information governance policies.
Policies are reviewed to ensure that the organisations information
governance practices are of the highest possible standard and in
accordance with Data Security and Protection toolkit requirements.
The CCG’s Information Asset Owners are a critical part of this
process have reviewed the policies as part of the Information
Governance Steering Group to ensure the policies and procedures
relevant to their own areas of expertise.
The Information Governance Steering Group identified that a
number of existing policies needed to be refreshed in line with the
General Data Protection Regulation (GDPR) and Data Protection
Act 2018
Most were relatively minimal changes and these were accepted by
both the IG Steering Group members (including external IG
specialist support and the Data Protection Officer) and also by
Finance Committee members at the meetings (which includes the
CCG Senior Information Risk Owner and Caldicott Guardian).
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The committee agreed that on the basis that the majority of
existing policies required minimal changes and had also not yet
expired / required review then these changes could be accepted,
reported to the Governing Body at the next available point without
further delay.
A few ‘new’ policies were also required to support the
organisations requirement and these would be developed within
the financial year to ensure the organisation has the appropriate
arrangements in place.
A full list of amendments are described in the below table,
including both policies with minor amendments and new policy
areas with relevant narrative as applicable.
The New Policies requiring approval are as follows
Third Party Device Network Access Policy
Pseudonymisation Policy
Privacy & Design Policy
Information Management Breach and
Procedure V1

Incident

Reporting

Re-written Policy requiring approval
Information Governance Confidentiality Code of Practice V4

Page 4 of 8
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4.

2018/19 CCG POLICY AMENDMENTS

Policy name

Third Party Device Network Access
Policy
Information Governance Confidentiality
Code of Practice V4
Internet and Email Acceptable Use
Policy
Data Protection Impact Assessment
Procedure V7

Review
Date

January
2021

Organisation

Available
on Public
Website

Finance
Committee

Comments

Y

Date of
IG
Steering
Group
27/11/18

Informatics
Merseyside
LCCG

18/12/18

New Policy developed by Informatics Merseyside.

Y

27/11/18

18/12/18

Y

27/11/18

18/12/18

Policy rewritten and now includes internet and email
acceptable use policy (below)
Not a standalone policy – now merged with IG
Confidentiality Code of Practice
Updated with Data Protection Act (DPA) 2018 and
General Data Protection Regulation (GDPR).

LCCG
January
2021

LCCG

Now includes Information Commissioners Office (ICO)
template form for completion.
Removed any reference to previously guidance
supplied by the ICO that has been removed.
Ensured definitions matched new legislation.
Standardised Data Protection Officer (DPO) role
across the policies
Updated with the 6 Data Protection Principles
Minor amendments with Data Protection Act (DPA)
2018 and General Data Protection Regulation (GDPR).

Data Protection Policy V7

January
2021

LCCG

Y

27/11/18

18/12/18

Data Quality Assurance Process V3

January
2021

LCCG

Y

27/11/18

18/12/18

FOI and Environmental Information
Regulations Policy V5

January
2021

LCCG

Y

27/11/18

18/12/18

Minor changes

18/12/18

Also includes a statement that LCCG will individually
consider FOI requests regarding cyber-attacks and will
apply the public interest test, and may not respond to
any request that may compromise the security of the
NHS Network / NHS Data. New appendix to include
appeals process
Introduce of a new Policy written in line with the

Information Management Breach and

January

LCCG

Y

27/11/18
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Incident Reporting Procedure V1

2021

Information Governance Policy V7

January
2021
January
2021
January
2021
January
2021

LCCG

Y

27/11/18

18/12/18

Information Commissioners Office (ICO) guidance
around reporting IG Incidents.
Minor changes

LCCG

Y

27/11/18

18/12/18

Minor changes

LCCG

Y

27/11/18

18/12/18

Minor changes

LCCG

Y

27/11/18

18/12/18

Minor changes

Registration Authority Local Policy V5

January
2021

LCCG

Y

27/11/18

18/12/18

Updated with the 6 Data Protection Principles
Minor changes adopted

Records Management & Lifecycle Policy
V6

January
2021

LCCG

Y

27/11/18

18/12/18

Removed glossary
Minor changes

Subject Access Policy V7

January
2021

LCCG

Y

18/12/18

Standardised DPO role across policies
Updated with DPA 2018 and GDPR to include shorted
response time and no fees can be charged.

Bring your Own Device Policy

November
2019

LCCG

N

05/02/19
Virtual
circulation
22/01/19

26/02/19

Updated Policy

IG Strategy & Management Framework
V7
Information Security and Management
Code of Practice V6
Information Security and Management
Policy V6

Removed sections relating to container applications,
currently this is not technically possible.
Removed Local wipe sections this is no longer
feasible.
Minor Layout changes
Pseudonymisation Policy
Privacy and Design Policy

January
2021
January
2021

LCCG

N

22/01/19

26/02/19

New Policy in line GDPR requirements

LCCG

N

22/01/19

26/02/19

New Policy in line GDPR requirements

CCG Website link attached for existing policies (including minor changes already adopted)
https://www.liverpoolccg.nhs.uk/about-us/publications/registers-and-policies/
Page 6 of 8

326

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

Does this require public engagement or has public
engagement been carried out?
Not applicable

5.2

Does the public sector equality duty apply?
Not applicable

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:
Economic wellbeing
Social wellbeing
Environmental wellbeing

a)
b)
c)

Not applicable
5.4

Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Not applicable

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Not applicable

7.

CONCLUSION
This paper summarises the updates to the relevant Information
Governance Policies and Procedure which have been developed
through the Information Governance Steering group and submitted
to the CCG Finance, Procurement and Contracting Committee.
A number of updates have been included to reflect operational
practice and also to reflect General Data Protection Regulation
(GDPR) and the Data Protection Act 2018.
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It is recommended that Governing Body, notes relevant
amendments and approves the changes and relevant updates to
the CCG Information Governance Policies and Procedures.
In line with the CCG Scheme of Delegation the Governing Body is
required to approve arrangements in relation to Information
Governance and as such will be asked to approve changes at its
next meeting
Mark Bakewell
Chief Finance & Contracting Officer
Senior Information Risk Owner (SIRO
NHS Liverpool CCG
4th March 2019
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1. Introduction
NHS Liverpool CCG, considers that Information security is everyone’s responsibility; this procedure
has been developed to ensure organisation employees identify information security incidents,
suspected information security weaknesses or near misses or security threats to services or systems
and report these incidents through appropriate management channels for investigation and follow
up. This procedure should be read in conjunction with the NHS Digital document Checklist Guidance
for Reporting, Managing and Investigating Information Governance and Cyber Security Incidents
The Data Protection Act 2018 including the General Data Protection Regulation (GDPR) must be
complied with regarding the reporting of data breaches and cyber-attack reporting (GDPR Article 32,
33 and 34)

2. Overview
The General Data Protection Regulation (GDPR) as implemented by the UK Data Protection Act 2018
was enacted into UK Law on 25 May 2018 and referred to personal data breach reporting to the
Information Commissioners Office (ICO). The Security of Network and Information Systems Directive
("NIS Directive") also requires reporting of relevant incidents to the Department of Health and Social
Care (DHSC) as the competent authority from 10 May 2018.
An organisation must notify a breach of personal data within 72 hours. If the breach is likely to result
in a high risk to the rights and freedoms of individuals, organisations must also inform those
individuals without undue delay. Those breaches that also fulfil the criteria of a NIS notifiable
incident will be forwarded to the DHSC where the Secretary of State is the competent authority for
the implementation of the NIS directive in the health and social care sector. The Information
Commissioner remains the national regulatory authority for the NIS directive.
For urgent security related incidents that require immediate advice and guidance an organisation is
advised to contact the Data Security Centre (formerly known as CareCERT) helpdesk immediately on
0300 303 5222 or contact enquiries@nhsdigital.nhs.uk
Organisations should ensure robust breach detection, investigation and internal reporting
procedures are in place. This will facilitate decision-making about whether or not you need to notify
the relevant supervisory authority and the affected individuals.
It remains a contractual requirement of health and social care organisations using the standard NHS
contract to include statistics on personal data breaches in the annual report presented to the board.
Organisations must also keep a record of any personal data breaches, regardless of whether it is
required to notify. It must not include the identity of any person involved in a data breach in a
notification. The local file may contain such information, but this file will only be requested by the
Information Commissioner (ICO) if further investigation is required.
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This guidance applies to all organisations operating in the health and care sector with a very few
exceptions listed below. This includes all organisations registered with the Care Quality Commission
(CQC) and those organisations processing health and social care personal data under contract with
the health and social care sector including directly commissioned services and their support
services. By health and social care sector this includes all NHS services and those in contract with
the NHS and adult social care services.
Certain other organisations have the option of using this notification tool such as private
health and social care services that are not contracted by a public sector organisation and
those parts of local government not delivering adult social care services. Personal data
breaches that fall out of scope can be reported either via this reporting tool or to the
Information Commissioner directly at the discretion of the reporting organisation. However,
those organisations already using the Data Security and Protection Toolkit (DSPT) may find it
easier to use a reporting tool that is already at their disposal.
This guide supersedes the ‘Checklist Guidance for Reporting, Managing and Investigating
Information Governance and Cyber Security Serious Incidents Requiring Investigation’ (2015).
This reporting tool is not designed to be a fully functional incident management system. It is
for the purposes of notifying breaches on one form which may then be shared across several
regulatory agencies. These include personal data breaches of the GDPR to the Information
Commissioner, NIS incidents to the DHSC and cyber security incidents to NHS Digital.
Organisations must maintain a local file or use an incident management system to fully record
the particulars of any investigation and remedial action. Notifications should include as much
detail as is available to allow a full assessment by the ICO and other regulatory organisations.
Failure to include sufficient detail in notifications will trigger further prompts for more
information which may come from multiple regulatory bodies.
This guidance has been developed with the ICO, DHSC, NHS England, NHS Digital and NHS
organisations.

3. Mandate
General Data Protection Regulation as Implemented by the Data Protection Act 2018 (GDPR)
It is a legal obligation to notify personal data breaches of the GDPR under Article 33 within 72
hours, to the ICO (Via the DSP Toolkit), unless it is unlikely to result in a risk to the rights and
freedoms of individuals. Article 34 also make it a legal obligation to communicate the breach
to those affected without undue delay when it is likely to result in a high risk to individuals
rights and freedoms. It is also a contractual requirement of the standard NHS contract to
notify incidents in accordance with this guidance. By notification this may be an initial
summary with very little detail known at the outset but a fuller report that might follow. There
is no expectation that a full investigation will be carried out within 72 hours. The ICO has asked
all relevant health and social care organisations to use this reporting tool accessed via the
DSPT in preference to the ICO provided reporting mechanism so that sector intelligence
gathering and local solutions to groups of incidents can be implemented.
A processor of personal data that discovers a breach has occurred has a legal obligation to
inform the controller of that personal data under Article 33(2) of GDPR as clarified in the
GB 19-19 LCCG IG Incident Reporting Procedure V01
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Article 29 working party guidelines on personal data breach reporting. It is possible for a
processor to make a notification on behalf of the controller, but only where the controller has
authorised the notification and this has been documented as part of the contractual
arrangements between the controller and the processor. However, it is important to note that
the legal obligation remains with the controller.
ICO currently advise the following relating to reporting health and care sector incidents - ‘All
health service organisations in England must now use the IG Toolkit Incident Reporting Tool.
This will report IG SIRIs to the NHS Digital, DHSC, ICO and other regulators.’ (The IG Toolkit is
now replaced with the DSPT).

4.

Security of Network Information Systems Regulations 2018 (NIS)

The Security of Network and Information Systems Regulations 2018 (“NIS Regulations”) seek
to ensure that essential services, including healthcare, have adequate data and cyber security
measures in place to deal with the increasing volume of cyber threats. They require
‘operators of essential services’ to report any network and information systems incident which
has a ‘significant impact’ on the continuity of the essential service that they provide to the
relevant ‘competent authority’.
Incidents must be reported without undue delay, and in any event within 72 hours of the
operators of essential services becoming aware of the incident.
For purposes of the NIS Regulations for the health sector in England:

I.

the competent authority is the Secretary of State for Health and Social Care (i.e. the
DHSC);

II.

operators of essential services are NHS Trusts, NHS Foundation Trusts, and any other
person designated by the Secretary of State for Health and Social Care; and

III.

the criteria for events which have a ‘significant impact’ on the continuity of essential
services which must be reported under the NIS Regulations are set out at page 10 of
this guidance.

The Secretary of State for Health and Social Care requires that this incident reporting tool
should be used for the reporting of incidents under the NIS Regulations.
The requirement to report events which have a significant impact on the continuity of
essential services under the NIS Regulations (in the health sector in England) applies only to
NHS Trusts, NHS Foundation Trusts, and any other person designated by the Secretary of State
for Health and Social Care. Any person designated as an operator of essential services for the
purposes of the NIS Regulations by the Secretary of State for Health and Social Care will be
notified of that designation.
GB 19-19 LCCG IG Incident Reporting Procedure V01
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5.

Transitional arrangements

Data breaches that originated before 25 May 2018 and subsequently have come to light after
this date must be reported on the Data Security and Protection Incident Reporting Tool. If an
organisation is unsure then use this tool and the regulatory authority will make a
determination as to which legal framework applies i.e. Data protection Act 1998 or GDPR. The
previous version of the SIRI tool will remain available for use after this date for a period to
complete unreported incidents. Previously reported incidents will still be available in a readonly format for at least 7 years after 25 May 2018 for purposes of legal compliance.
NIS reportable incidents must be reported from 10 May 2018.

6.

Personal Data Breaches

What is a breach
A breach is defined as;
Article 4(12) “Personal data breach” means a breach of security leading to the accidental or
unlawful destruction, loss, alteration, unauthorised disclosure of, or access to, personal data
transmitted, stored or otherwise processed.
Breach reporting is now mandatory for all organisations. The GDPR definitions, notification
and subject communication requirements will include breaches that organisations might not
have notified under the previous data protection regime. The traditional view that a data
breach is only reportable when data falls into the wrong hands is now replaced by a concept of
a ‘risk to the rights and freedoms of individuals’ under Article 33 of GDPR. Any security breach
that creates a risk to the rights and freedoms of the individual is a personal data breach and
could be notifiable to the ICO if it reaches a certain threshold. Any personal data breach that
could create a significant risk to the rights and freedoms of an individual must be notified to
the Information Commissioner via this reporting tool. All personal data breaches will involve a
breach of security at some point in the processing and the additional use of this tool for NIS
incident reporting will save the health and social care sector time and effort in reporting.
Personal data is defined as;
‘any information relating to an identified or identifiable living individual’
And an “Identifiable living individual” means a living individual who can be identified, directly
or indirectly, by reference to— (a) an identifier such as a name, an identification number,
location data or an online identifier, or (b) one or more factors specific to the physical,
physiological, genetic, mental, economic, cultural or social identity of the individual.
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This definition now makes it clear that all paper records that relate to a living individual are
included in the definition and any aspect of digital processing such as IP address and cookies.
Geographical data and biometric data are also clarified as being personal data when they can
also be linked to a living individual.
If it is still unclear when to notify there are some examples of personal data breaches at the
end of this guide.
What are the types of breaches
The three types of breaches as defined in the Article 29 Working Party on Personal data breach
notification are Confidentiality, Integrity or Availability (CIA).

The CIA Triad

7.

•

Confidentiality breach- unauthorised or accidental disclosure of, or access to personal
data

•

Availability breach- unauthorised or accidental loss of access to, or destruction of,
personal data

•

Integrity breach - unauthorised or accidental alteration of personal data

Confidentiality breach example

Unauthorised or accidental disclosure of, or access to personal data – Infection by ransomware
(malicious software which encrypts the controller’s data until a ransom is paid) could lead to a
temporary loss of availability if the data can be restored from backup. However, a network
intrusion still occurred, and notification could be required if the incident is qualified as
confidentiality breach (i.e. personal data is accessed by the attacker) and this presents a risk to
the rights and freedoms of individuals. If the attacker has not accessed personal data, the
breach would still represent an availability breach and require notification if the potential for a
serious impact on the rights and freedoms of the individual.
GB 19-19 LCCG IG Incident Reporting Procedure V01
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8.

Availability breach example

Unauthorised or accidental loss of access to, or destruction of, personal data - In the context
of a hospital, if critical medical data about patients are unavailable, even temporarily, this
could present a risk to individuals’ rights and freedoms; for example, operations may be
cancelled. This is to be classified as an availability breach.

9.

Integrity breach example

Unauthorised or accidental alteration of personal data – Where a health or social care record
has an entry in the wrong record (misfiling) and has the potential of significant consequences
it will be considered an integrity breach. For example, a ‘do not resuscitate’ notice on the
wrong patient record may have the significant consequence of death whilst an entry recording
the patient blood pressure may not have the same significant result.

10.

When is an incident reportable under GDPR
10.1

Grading the personal data breach

Any incident must be graded according to the significance of the breach and the likelihood
of those serious consequences occurring. The incident must be graded according to the
impact on the individual or groups of individuals and not NHS Liverpool CCG. It is advisable
that incidents are reviewed by the Data Protection Officer or Caldicott Guardian or the
Senior Information Risk Owner when determining what the significance and likelihood a
data breach will be.
The significance is further graded rating the incident of a scale of 1-5. 1 being the lowest
and 5 the highest.
The likelihood of the consequences occurring are graded on a scale of 1-5 1 being a
nonoccurrence and 5 indicating that it has occurred.
Where the personal data breach relates to a vulnerable* group in society, as defined
below, the minimum score will be a 2 in either significance or likelihood unless the incident
has been contained. This will have the effect of automatically informing the Information
Commissioner if one of the other axes scores above a 3.
Where vulnerable is a ‘Child known to safeguarding or with mental health conditions.
Adult with capacity issues or known to adult safeguarding’.
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10.2

Establish the likelihood that adverse effect has occurred

No.
1

Likelihood
Not occurred

2

Not likely or any incident involving vulnerable In cases where there is no evidence that
groups even if no adverse effect occurred
can prove that no adverse effect has
occurred this must be selected.
Likely
It is likely that there will be an occurrence
of an adverse effect arising from the
breach.
Highly likely
There is almost certainty that at some
point in the future an adverse effect will
happen.
Occurred
There is a reported occurrence of an
adverse effect arising from the breach.

3

4

5

Description
There is absolute certainty that there can
be no adverse effect. This may involve a
reputable audit trail or forensic evidence

If the likelihood that an adverse effect has occurred is low and the incident is not reportable to
the ICO, no further details will be required.

11.

Grade the potential severity of the adverse effect on individuals

No.
1

Effect
No adverse effect

2

Potentially some minor adverse effect or any A minor adverse effect must be selected
incident involving vulnerable groups even if no where there is no absolute certainty. A
adverse effect occurred
minor adverse effect may be the
cancellation of a procedure but does not
involve any additional suffering. It may
also include possible inconvenience to
those who need the data to do their job.
Potentially some adverse effect
An adverse effect may be release of
confidential information into the public
domain leading to embarrassment or it
prevents someone from doing their job
such as a cancelled procedure that has the
potential of prolonging suffering but does
not lead to a decline in health.

3
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4

Potentially Pain and suffering/ financial loss

5

Death/ catastrophic event.

There has been reported suffering and
decline in health arising from the breach
or there has been some financial
detriment occurred. Loss of bank details
leading to loss of funds.
There is a loss of employment.
A person dies or suffers a catastrophic
occurrence

Both the adverse effect and likelihood values form part of the breach assessment grid.
There are a limited number of circumstances where, even when an organisation is aware of a
breach of personal data, there may be containment actions that will remove the need for
notification to the ICO but may still need to be recorded as a near miss as it may still constitute
a reportable occurrence under the NIS directive.
Under the following circumstances notification may not be necessary;

12.

•

encryption – where the personal data is protected by means of encryption.

•

‘trusted’ partner - where the personal data is recovered from a trusted partner
organisation.

•

cancel the effect of a breach - where the controller can null the effect of any personal
data breach.

Example of how the ‘trusted’ partner can be used to contain a breach

There may be a confidentiality breach, whereby personal data is disclosed to a third party or
other recipient in error. This may occur, for example, where personal data is sent accidentally
to the wrong department of an organisation, or to a commonly used supplier organisation. The
controller may request the recipient to either return or securely destroy the data it has
received. In both cases, given that the controller has an ongoing relationship with them and it
may be aware of their procedures, history and other relevant details, the recipient may be
considered “trusted”. In other words, the controller may have a level of assurance with the
recipient so that it can reasonably expect that party not to read or access the data sent in
error, and to comply with its instructions to return it. Even if the data has been accessed, the
controller could still possibly trust the recipient not to take any further action with it and to
return the data to the controller promptly and to co-operate with its recovery.
In such cases, this may be factored into the risk assessment the controller carries out following
the breach – the fact that the recipient is trusted may eradicate the severity of the
consequences of the breach but does not mean that a breach has not occurred. However, this
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in turn may remove the likelihood of risk to individuals, thus no longer requiring notification to
the supervisory authority, or to the affected individuals. Again, this will depend on case-bycase basis. Nevertheless, the controller must keep information concerning the breach as part
of the general duty to maintain records of breaches.
Breach Assessment Grid
This operates on a 5 x 5 basis with anything other than “grey breaches” being reportable.
Incidents where the grading results are in the red are advised to notify within 24 hours.

DHSC & ICO

ICO

Or in narrative
Where the incident is assessed that it is (at least) likely that some harm has occurred and that
the impact is (at least) minor, the incident is reportable and full details will be automatically
emailed to the ICO and the NHS Digital Data Security Centre.
The DHSC will also be notified where it is (at least) likely that harm has occurred and the
impact is at least serious.

13.

Sensitivity Factors

Sensitivity factors have been incorporated into the grading scores. If a breach involves certain
categories of special categories/vulnerable groups it must be assessed as at least:
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A Likelihood of ‘Not likely or incident involved vulnerable groups (where no adverse effect
occurred)’ Not Likely on the grid.
and
A Severity of ‘Potentially some minor adverse effect or any incident involving vulnerable
groups even if no adverse effect occurred’. Minor on the grid.
So even where an incident involves special categories/vulnerable groups, on the breach
assessment grid above, it would be a minimum of 4 and so would not be always be reported to
the ICO. It would be reported to the ICO if the Likelihood of harm is assessed as at least
‘Likely’.

14.

Special Categories of personal data

For clarity special categories under GDPR are;
- racial or ethnic origin,
- political opinions,
- religious or philosophical beliefs,
- trade union membership,
- and the processing of genetic data,
- biometric data for uniquely identifying a natural person,
- data concerning health,
- data concerning a natural person’s sex life or sexual orientation
For clarity special categories under GDPR not listed above include;
• Vulnerable children
• Vulnerable adults
• Criminal convictions/prisoner information
• Special characteristics listed in the Equality Act 2010 where not explicitly listed in this
guidance and it could potentially cause discrimination against such a group or
individual
• Communicable diseases as defined by public health legislation
• Sexual health
• Mental health
Criminal convictions and offences under Article 10 of the GDPR is further explained in the Data
Protection Act 2018 Part 2, Chapter 2, S10 (2) and also includes (a) the alleged commission of offences by the data subject; or
(b) proceedings for an offence committed or alleged to have been
committed by the data subject or the disposal of such proceedings,
including sentencing.
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15.

Assessing risk to the rights and freedoms of a data subject (likelihood)

The GDPR gives interpretation as to what might constitute a high risk to the rights and
freedoms of an individual. This may be any breach which has the potential to cause one or
more of the following:
•
•
•
•
•
•
•
•
•
•

Loss of control of personal data
Limitation of rights
Discrimination
Identity theft
Fraud
Financial loss
Unauthorised reversal of pseudonymisation
Damage to reputation
Loss of confidentiality of personal data protected by professional secrecy
Other significant economic or social disadvantage to individuals

Depending on the outcome of the scoring matrix contained in this guide the risk may be high
risk and be significant enough to notify to the ICO. If there is any doubt that a breach is
significant enough for notification it is always best to notify.
A tabular conversion table at Appendix 4 lists how previous data breach reporting maps to the
GDPR categorisations. A full list of rights and freedoms is given at the following link and the
above are a summary of the main results of a breach on those rights.
http://eur-lex.europa.eu/legal-content/EN/TXT/?uri=CELEX:12012P/TXT

16.

What to include in the notification

Article 34 of the GDPR outlines what must be communicated to the relevant authority and this
has been included in this reporting tool.
The GDPR requires that the following information be included in any notification;
•

a description of the nature of the personal data breach including, where
possible, the categories and approximate number of data subjects concerned
and the categories and approximate number of personal data records
concerned.

•

the name and contact details of the data protection officer or other contact
point from whom more information can be obtained.

•

a description of the likely consequences of the personal data breach.

•

a description of the measures taken or proposed to be taken by the
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controller to address the personal data breach, including, where appropriate,
measures to mitigate its possible adverse effects.
Events having a Significant Impact on the Continuity of Essential Services (NIS Regulations)

17.

Who the NIS Regulations apply to

The requirement to report events which have a significant impact on the continuity of
essential services under the NIS Regulations (in the health sector in England) within 72 hours
applies only to NHS Trusts, NHS Foundation Trusts, and any other person designated by the
Secretary of State for Health and Social Care. Any person designated as an operator of
essential services for the purposes of the NIS Regulations by the Secretary of State for Health
and Social Care will be notified of that designation.
Any incident reportable under the NIS Regulations may also be reportable as a personal data
breach under the GDPR reporting requirements set out in this guidance. Where this is the case
the [incident reporting tool] will ensure that the incident is reported to both the ICO and the
DHSC. When an incident is reported under both the NIS Regulations and GDPR the Department
of Health and Social Care will work with the ICO to ensure appropriate consistency of approach
and avoid unnecessary duplication.
This section of the guidance is not relevant to organisations who are not considered operators
of essential services for the purposes of the application of the NIS Regulations to the health
sector in England as outlined above. However, any data, network or information system
incident affecting the delivery of health or social care services is likely to be reportable as a
personal data breach in line with the GDPR reporting requirements set out in this guidance.

18.

Significant Impact Thresholds

Category

Criteria

Applies to

Rationale

Excess fatalities1

>0

All

Public
safety

All

Public
safety

Excess casualties2

>0

1

This impact category relates to unexpected/additional fatalities caused by the impact of a network and
information systems event. This category covers excess fatalities that occur immediately as a direct result
of the relevant event.
2

[This impact category relates to unexpected/additional casualties caused by harm that is attributable to the
impact of a network and information systems event. This category covers excess casualties that occur
immediately as a direct result of the relevant event.
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Potential clinical harm 3

>50

Closure or diversion of
>3hrs
departments – major trauma centre
Closure or diversion of
>24hrs
departments – all other orgs

Outpatient
appointments cancelled

All

Public
safety
Trust – major 10%
of
trauma centre
population
, 3 hours

emergency

emergency

Trust/independen
t provider – non
major
trauma
centre
Trust/independent
provider

1,500

City, 1% of
population
, 24hrs

City, 1% of
population
, 12hrs
Inpatient episodes
250
Trust/independent City, 1% of
cancelled
provider
population
, 12hrs
4
Lack of availability of
>3hrs NHS111 services
NHS111 services
Region, 4%
of
population
, 3hrs
Disruption to NHS (a) ≥85% emergency ambulance service services Ambulance
Ambulance
Quality
degradation
Indicators
for ≥15 minutes
(b) ≥30% degradation
minutes

for

≥35

(c) ≥5% for ≥4 hours

Non-availability of drugs >24hrs and/or medical devices

Community care
appointments cancelled

1,500

Trust/independent City, 1% of
provider
population
, 24hrs
Trust/independent City, 1% of
provider
population
, 12hrs

3

This threshold reflects the fact that disruption to essential health services creates the risk of clinical harm
to patients, and this is something that should be considered in notification of incidents under NIS on patient
safety grounds. The figure refers to the number of patients put at risk of clinical harm immediately as a
direct result of the relevant event.
4
This may include call handling operation and/or interfacing services.
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Further
details
about
NIS
are
available:
on: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_dat
a/file/706613/network-and-information-systems-regulations-2018-health-sector-guide.pdf

19.

How to report an incident summary

Security
breach

Breach of
personal data

Risk to the
rights and
freedoms of
the individual

Notify the
Information
Commissioner

Notify the
individual
affected

Incident Management and breach reporting
Breach reporting may form part of an ongoing incident management or it may be historical.
The steps to breach reporting should be complimentary to incident management and not in
replacement of it. The DSP Incident Reporting Tool should not be used in place of an incident
management process. It is solely for the purposes of reporting to the relevant regulatory
authority. There is a legal requirement to maintain a local file containing the particulars of the
breach and subsequent investigation and action, if any.
Details of the incident management process in relation to an organisation’s responsibility
under the data security standards (Data Security Standard 6 Responding to Incidents) is
available here:
https://www.dsptoolkit.nhs.uk/Help

20.

How to report an incident

Using the Data Security and Protection Incident Reporting Tool has been designed so that
organisations can notify incidents without having to study detailed guidance.

Notifiable breaches are those that are likely to result in a high risk to the rights and freedoms
of the individual (data subject). The scoring matrix used in this incident reporting tool has been
designed to identify those breaches that meet the threshold for notification. However, there
are also a number of breaches of security that are also reportable under NIS which must also
be recorded on this tool even if organisations believe they are not notifiable for GDPR.
20.1

When to report within 72 hours

The GDPR Article 33 requires reporting of a breach within 72 hours. For urgent security
related incidents that require immediate assistance and support an organisation is advised
to contact the Data Security Centre (formerly known as CareCERT) helpdesk immediately
GB 19-19 LCCG IG Incident Reporting Procedure V01
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on 0300 303 5222 or contact enquiries@nhsdigital.nhs.uk . As previously stated, this tool is
for notification and local incident management must still be carried out.
This 72 hour starts when an organisation becomes aware of the breach which may not
necessarily be when it occurred. An organisation must have a reasonable degree of
certainty that a security incident has occurred and that this has led to personal data being
compromised. This means that once a member of staff or the public has reported a breach
this is the point that an organisation is aware. The actual incident may have occurred some
hours, days or weeks previously, but it is only when an organisation is aware that the
breach has occurred that the 72 hours to notification period starts. Where the 72 hours
deadline is not met an organisation must provide an explanation. Failure to notify
promptly may result in additional action by the ICO in respect of GDPR.
In the event that the Data Security and Protection Incident Reporting Tool is unavailable,
users may choose to either report the incident via the ICO helpline on: 0303 123 1113
(ICO normal opening hours are Monday to Friday between 9am and 4.30pm).
Or report when the Data Security and Protection Incident Reporting tool is available
noting the reasons for delay in the relevant part of the form.
20.2

What to expect once the incident reported

Once an incident meets the threshold for reporting as described in the section ‘When is an
incident reportable under GDPR’ and is reported using the Data Security and Protection
Incident Reporting Tool a notification message is presented on the Incident Reporting
screen displaying:
•
•
•

‘Incident Reported’
confirmation that the ICO has been informed and
an incident reference number from the incident reporting tool

Shortly after the incident has been reported the reporting organisation will receive:
•
•

an email from the ICO to confirm receipt of the notification and
an ICO case reference number

This ICO case reference number should be quoted in any correspondence with the ICO in
relation to the incident as this is the key reference used by the ICO.
Up until the incident has been reported and notified the incident maybe edited in the Data
Security and Protection Incident Reporting Tool. However, once reported, the incident can
no longer be edited. It will be displayed on the Incident Reporting screen and be available
in read-only format.
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Any updates to the incident should be notified to the ICO by email, quoting the ICO case
reference number.
20.3

What to expect if an incident is not reportable to the ICO/DHSC

If after completing the assessment of likelihood of impact to citizens’ rights and
freedoms, the impact of the incident does not meet the threshold for reporting, then
the incident will not be reported to the ICO and DHSC and no further information is
required. Organisations are not required to record all non ICO/DHSC notifiable breaches
on the tool, but this function is available if required.
The incident reference will be displayed, and a record will be stored on the Reporting an
Incident screen in a read-only format. Once the incident is in read-only format, if more
information becomes available about the incident which would make the incident
reportable, then a new incident should be reported.
20.3

Local records required for an incident notified to the ICO

A local file, which may be requested by the Information Commissioner, must be
maintained which must contain the following sections;
•

the facts relating to the breach.

•

its effects.

•

the remedial action taken.

The local file of the investigation may be an incident management system such as those
commonly in use throughout the care sector. It may be in any format but if requested by
the regulator such as the Information Commissioner it must be passed to them.

21.

Other bodies involvement

This personal data breach reporting tool will forward to the appropriate organisation indicated
in the scoring matrix. Additionally, these organisations may have obligations to work with
other agencies, such as the National Cyber Security Centre, for example, and any incident may
be shared onward. For this reason, it is prohibited to include individual information that could
identify any person affected by a breach. Sharing personal data breach incidents between
relevant organisations will streamline the sharing of breaches. All incidents will be shared on a
quarterly basis in aggregate form for incident monitoring and trend analysis between NHS
Liverpool CCGs listed below. However, for other incidents indicated below the entire incident
will be shared immediately with the relevant National regulatory body.
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21.1

ICO

Any incident graded above as notifiable to the ICO will result in the incident being
forwarded to the Information Commissioner. The Information Commissioner will then
decide if any action is necessary. In addition, a separate assessment of any self-assessed
severity scoring done by the use of this reporting tool will be made by the ICO.
21.2

Department of Health and Social Care

Any incident that scores more than a 3 on both axes on the scale will be immediately
reported to the Department of Health and Social Care so that the relevant officials can be
made aware of any breach that is likely to have an impact on service users and the running
of the health and social care sector. Additionally, all incidents that may have an impact on
national critical infrastructure as defined by the NIS directive.
21.3
NHS Digital
As well as hosting the Data Security and Protection Incident Reporting Tool the information
contained within reported breaches may be used as intelligence especially when there
could be an effect on the system and services it provides which are relied upon across the
sector. NHS Digital will not edit the notification, nor will NHS Digital become involved in
the investigation of a personal data breach. NHS Digital will provide a support function for
the notification tool and may need to access information and hold support records of their
activity. NHS Digital will itself use the notification tool for any personal data breaches that
occur where it is the data controller.
21.4

NHS England

Any incident that scores more than a 3 on the scale will be reported to NHS England to
help inform operational delivery and future commissioning arrangements.

22.

Communication of a personal data breach to the data subject

Article 34 of GDPR requires any personal data breach, that is likely to result in a high risk to the
rights and freedoms of individuals, to be communicated with those affected.
Any communication must contain the following four elements
•

a description of the nature of the breach;

•

the name and contact details of the data protection officer or other contact point
from whom more information can be obtained

•

a description of the likely consequences of the personal data breach

•

a description of the measures taken or proposed to be taken by the controller to
address the personal data breach, including, where appropriate, measures to
mitigate its possible adverse effects
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A communication is not necessary in the following three circumstances
•

the controller has implemented appropriate technological and organisational
protection measures which were applied to the personal data affected by the
breach for example the data were encrypted.

•

the controller has taken subsequent measures which ensure that the high risk to
the rights and freedoms if individuals is no longer likely to materialise.

•

it would involve a disproportionate effort. However, there is still an obligation to
have a communication by another means such as a press notice or statement on
NHS Liverpool CCG website.

The
ICO
has
produced
a
guide
which
may
be
found
on
its
website
https://ico.org.uk/fororganisations/guide-to-the-general-data-protection-regulationgdpr/personal-data-breaches/.
If an organisation decides not to notify individuals, it will still need to notify the ICO unless it
can demonstrate that the breach is unlikely to result in a risk to rights and freedoms. The ICO
has the power to compel organisations to inform affected individuals if it considers there is a
high risk. Organisations should document their decision-making process in line with the
requirements of the accountability principle.
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Appendix 1 - Glossary
Citizen - Any person or group of people. This would include patients, service users, the public,
staff or in the context of incident reporting, any anyone impacted by the incident.
Damage - “Damage” should also be relatively clear: this is where personal data has been
altered, corrupted, or is no longer complete.
Destruction - What is meant by “destruction” of personal data should be quite clear: this is
where the data no longer exists, or no longer exists in a form that is of any use to the
controller.
Loss - In terms of “loss” of personal data, this should be interpreted as the data may still exist,
but the controller has lost control or access to it, or no longer has it in its possession.
Personal Data Breach - “a breach of security leading to the accidental or unlawful destruction,
loss, alteration, unauthorised disclosure of, or access to, personal data transmitted, stored or
otherwise processed”
Unauthorised processing - unauthorised or unlawful processing may include disclosure of
personal data to (or access by) recipients who are not authorised to receive (or access) the
data, or any other form of processing which violates the GDPR.
Vunerable - ‘Child known to safeguarding or with mental health conditions. Adult with capacity
issues or known to adult safeguarding’.
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Appendix 2 - Useful resources
Personal data breaches: Information Commissioners Office
The Guide to the GDPR explains the provisions of the GDPR to help organisations comply with its
requirements. It is for those who have day-to-day responsibility for data protection.
https://ico.org.uk/for-organisations/guide-to-the-general-data-protection-regulation-gdpr/personaldatabreaches/

Data Security Standard 6 Responding to Incidents: NHS Digital
Guidance on the management of incidents in line with the data security standards is available here:
https://www.dsptoolkit.nhs.uk/Help/29
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Appendix 3 – Dos and Don’ts

Dos:
Do notify personal data breaches as soon as possible within 72 hours that meet the criteria of
seriousness and likelihood with as much information you know at the time.
Do continue to treat and manage incident management process to its completion. This may include
means of preventing future breaches.
Do update the ICO if your understanding of it alters especially regarding the breach assessment grid.
Do Notify the individual concerned so they can take appropriate action, if necessary.

Please give feedback on the incident reporting tool and guidance using the Feedback link on the
DSPT Home Page to help and inform future development direction
If Users of the tool or members of the public would like to propose any changes in future we would
welcome suggestions and ideas through the change request form available via
exeter.helpdesk@nhs.net

Don’ts
Don’t delay in reporting an incident if you are unsure on whether to report– if in doubt err on the side
of caution and notify.
Don’t put anything in the report that could be considered personal confidential data (such as
patients / service user details)
Don’t expect an operational response and help (such as with a cyber related breach). If you require
immediate advice and guidance related to a cyber security incident, please contact the NHS Digital
Data Security Centre on: 0300 303 5222.
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Appendix 4 - Reporting schema for data breaches from 25 May 2018
The questions asked of organisations reporting an incident are:
ID
Information Requested
1

Organisation Name

2

Organisation Code

3

Name of the person Submitting incident

4

Email Address of person Submitting incident

5

Sector

6

What has happened?

7

How did you find out?

8

Was the incident caused by a problem with a network or an information
system?

9

What is the local ID for this incident?

10

When did the incident start?

11

Is the incident still on going?

12

Have data subjects or users been informed?

13

Is it likely that citizens outside England will be affected?

14

Have you notified any other (overseas) authorities about this incident?

15

Have you informed the Police?

16

Have you informed any other regulatory bodies about this incident?

17

Has there been any media coverage of the incident (that you are aware of)?

18

What other actions have been taken or are planned?

19

How many citizens are affected?

20

Who is affected?

21

What is the likelihood that people's rights have been affected?

22

What is the severity of the adverse effect?

23

Has there been any potential clinical harm as a result of the incident?

24

Has the incident disrupted the delivery of healthcare services?

25

Which of these services are operated by your organisation?

The table below incorporates the Article 29 working party categorisation of confidentiality,
integrity and availability breaches against the historic SIRI and cyber SIRI classifications.
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Additionally, the last column has the current ICO categorisations for illustration in a like for like
comparison of old to new.
Type of breach Sub type Art 29 SIRI tool
Art 29
WP
WP

Cyber SIRI tool

ICO categorisation
including
new
cyber
breach
types

Phishing emails

Data sent by email
to
incorrect
recipient

Confidentiality
Unauthorised or B Disclosed in Error
accidental
disclosure
H
Uploaded
website in error

J Unauthorised
Access/Disclosure

to Social
Media Data posted or
Platforms
faxed to incorrect
recipient
Spoof website

Failure to redact
data

Cyber bullying

Information
uploaded
webpage

to

Verbal disclosure
Failure to use bcc
when
sending
email
Data sent by email
to
incorrect
recipient
Cyber
security
misconfiguration
(e.g. inadvertent
publishing of data
on website;
default
passwords)
Cyber incident
(phishing)
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Unauthorised or I Technical security Hacking
accidental
failing
(including
access
hacking)

Insecure webpage
(including
hacking)

J Unauthorised
Access/Disclosure

Cyber
incident
(key
logging
software)

Unauthorised or A) Corruption or Denial of
accidental loss
inability to recover Service (DOS)
electronic data

Loss or theft of
paperwork

C Lost In Transit

Loss or theft of
unencrypted
device

D Lost or stolen
hardware

Loss or theft of
only copy of
encrypted data

E Lost or stolen
paperwork

Data
left
in
insecure location

Availability

Cyber
incident
(other – DDOS
etc.)
Cyber
incident
(exfiltration)

Unauthorised or F
Non-secure Malicious
accidental
Disposal – hardware internal
damage
destruction
G
Non-secure
Disposal
–
paperwork
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Integrity
Unauthorised or K Other
accidental
alteration

Web
site Other principle 7
defacement
failure
Cyber incident –
unknown
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Appendix 5 - Examples of notification
Q. Loss of 250,000 anonymised patients’ records used to map clusters a range of
conditions related to geography.
A. No provided the data is truly anonymised it’s not personal however we would advise
confirmation of the information used for mapping (a full postcode with rare conditions
would be identifiable or not truly anonymised).
Q. A loss of one patient’s scanned in case notes which is likely to lead to problems in
treating that patient.
A. Yes as it has caused harm to that individual from a problem in treatment that has arisen
from the unavailability of the case notes.
Q. A cyber incident similar to the WannaCry incident of 2017, where there is a
determination no data has been lost but encrypted and it affects clinical services.
A. Yes as it effects availability and has a ICO effect on individuals which is likely to result in
a risk to individual from cancelled appointments and operations which may prolong the
pain and suffering of the patient.
Q. 10 DNA profiles (biometric data) with names sent to the wrong email address.
A. Yes as it may cause harm to the individual unless it is a trusted source or encrypted. The
biometric data is a special category of data under GDPR and the combination of a name
makes it personal data.
Q. A log of IP addresses and user names who have accessed a patient portal accidently
backed up to a cloud provider in Canada
A. No. As the user name could be identifiable and IP addresses are classified as personal
data it is a personal data breach. It may score as a non ICO notifiable personal data
breach as there is a low risk to the rights and freedoms of individuals.
Q. A medical record of a safeguarded child in a mental health unit are sent to the wrong
department of the same hospital trust. No serious adverse effect to the rights and
freedoms of the child are reported and at no time has the medical record been
unaccounted for or any non ‘trusted’ person had the opportunity to access the record. A.
No. Although there has been an error and the medical records have not been sent to the
correct department this does not need reporting because the department is considered
‘trusted’. If the records were sent to another organisation that does not meet the
definition of ‘trusted’ it would be notifiable. An investigation must still be performed, and
measures introduced to prevent a further breach.
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Q. A set of case notes found in a bin outside a supermarket.
A. Yes a data breach is still a breach irrespective of media. It is not restricted to digital
information and continues to include paper-based records.
Q. A single ward handover sheet is found in the hospital car park identifying patients and
conditions. It is found by a staff member and is classed as ‘trusted’ and the breach has
been contained.
A. Yes as there is a potential breach of patient confidentiality that may have occurred
during the time it has been left unattended it just may not be notifiable to the ICO. An
organisation must investigate the breach and promote measures, so the breach does
not occur again such as training for the team that has been responsible for the breach.
Q. A pathology system has gone down and test results are not available leading to a
potential of cancelled operations. No reported harm has occurred yet.
A. Yes the significance of a loss of test results may cause harm to an individual through a
cancelled operation. Even if none are reported the NIS threshold means that the
pathology system is a key system for the NHS and is reportable. The notification tool
will ask additional questions to determine that the pathology system is a critical system
for NIS purposes.
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Appendix 6 Publishing details of DSP Incidents in Annual Reports and Statements of Internal
Control (SIC)
Principles
The reporting of data security incidents in the Annual Report should observe the principles
listed below. The principles support consistency in reporting standards across Organisations
while allowing for existing commitments in individual cases.
You must ensure that information provided on personal data related incidents is
complete, reliable and accurate.
You should review all public statements you have made, particularly in response to
requests under the Freedom of Information Act 2000, to ensure that coverage of
personal data related incidents in your report is consistent with any assurances given.
You should consider whether the exemptions in the Freedom of Information Act 2000
or any other UK information legislation apply to any details of a reported incident or
whether the incident is unsuitable for inclusion in the report for any other reason (for
example, the incident is sub judice and therefore cannot be reported publicly pending
the outcome of legal proceedings).
Please note that the loss or theft of removable media (including laptops, removable
discs, CDs, USB memory sticks, PDAs and media card formats) upon which data has
been encrypted to the approved standard, is not a Serious Incident Requiring
Investigation unless you have reason to believe that the protections have been broken
or were improperly applied.
Incidents designated as “pure Cyber” are not required to be included in the annual
reports and SIC at this time. However cyber incidents that are also IG SIRIs should be
included.

a)
b)

c)

d)

e)

Content to be included in Annual Reports
Incidents reportable to the ICO and/or DHSC should be included in the Annual Report.
These incidents need to be detailed individually in the annual report in the format provided as
Table 1 below. All reported incidents relating to the period in question should be reported.
Table 1

Summary of Data Security and Projection Incidents reported to the ICO and/or DHSC
Date of incident Nature
(month)
incident

of Number affected
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Statement of Internal Control (SIC) Guidance
It is important to remember that an organisation’s assets include information as well as more
tangible parts of the estate. Information may have limited financial value on the balance sheet,
but it must be managed appropriately and securely. All information used for operational
purposes and financial reporting purposes needs to be encompassed and evidence maintained
of effective information governance processes and procedures with risk based and
proportionate safeguards. Personal and other sensitive information clearly require particularly
strong safeguards. The Accountable Officer and the board need comprehensive and reliable
assurance from managers, internal audit and other assurance providers that appropriate
controls are in place and that risks, including information and reporting risks, are being
managed effectively.
The SIC should, in the description of the risk and control framework, explicitly include how
risks to information are being managed and controlled as part of this process. This can be done
for example by referencing specific work undertaken by your organisation and by reference to
your organisation’s use of the Data Security and Protection Toolkit. The SIC will then be
reflected formally in your Annual report.
Any data security and protection incidents reported to the ICO and/or DHSC should be
reported in the SIC as a significant control issue.
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Policy Definition

Background
Informatics Merseyside operates and supports LAN, WAN and
Wireless LAN infrastructure on behalf of Partners and customers for
the purposes of delivery of Clinical Services for patient care.
Informatics Merseyside has an obligation to enforce agreed security
policies to protect users and systems connected to these networks.

3rd party equipment that is connected to the network in any way
needs to meet certain standards in order to be allowed on the
network so that Clinical Services are not exposed to potential security
threats.

Scope:
This document covers third party access in GP Practises and Health Centres only. It
covers all devices that connect to either the local LAN, WAN or Wireless LAN
including but not limited to security alarm hardware, fire systems, VOIP systems,
mobile devices (phones, laptops or tablets) or building management systems.
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Connectivity Categories:
The network connectivity in place at Informatics Merseyside managed sites was
provisioned for NHS Clinical Services and Patient care as a primary objective. In line
with the Department of Health initiative to provide Internet access to the Public there
is also a wireless delivered service for outbound Internet access which is filtered and
limited in bandwidth. The Public Internet access service is delivered on a best
endeavours basis and with no SLA for end users.

1. Devices connected to the Managed Corporate Secure service do so with the
proviso that they comply with Informatics Merseyside and the relevant NHS
Trust or CCG security policies and are directly providing clinical or patient
care applications or services. Access to all relevant and authorised clinical
systems and filtered outbound access to the Internet for users.
a. Any third party device which belongs to a system that processes
personal data requires a Data Privacy Impact Assessment (DPIA) to be
completed.
b. On completion of the DPIA the system the third party device belongs to
may also need to be registered on the Electronic Information Asset
Register.
2. Devices connected to the Managed Corporate Guest service do so with the
proviso that they comply with Informatics Merseyside and the relevant NHS
Trust or CCG security policies and are temporarily using this connectivity in
order to support activities at the site that have been commissioned by the
NHS or a representative.
Devices connected to the Managed Public Access service do so with the proviso
that they comply with Informatics Merseyside and the relevant NHS Trust or CCG
security policies. This service provides a limited, outbound only access to the
Internet.

Policy:
1. Third Party Network Access and Use – Overview
1.1 All third party users connecting to the NHS managed network, either
internally or via remote access, will adhere to the relevant Trust or CCG
policies and guidelines defined in this document.
2. Third Party Network Access and Use – Requests
2.1 Regardless of the purpose, all third party users requiring access to the
NHS managed network are required to obtain approval from the
appropriate Trust, CCG or Informatics Merseyside IT Service Desk (0151
296-7777).
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2.2 Third party users, by connecting to the NHS managed network, are
assumed to have accepted and be governed by the NHS guidelines for
accessing and using the NHS managed network. To request a copy of the
appropriate policy and guideline documentation call the IT Service Desk
on 0151 296 7777.
3. Third Party Network Access and Use – Configuration and Control
3.1 The services and application software made available to third party users
connecting to the NHS managed network will be limited to those that are
necessary for their contract to be fulfilled and work completed.
4. Third Party Network Access and Use – Management and Monitoring
4.1 Definitions: Short Term is up to 7 days and long term is 8 days or more.
4.2 All short-term requests by third party uses to access and use the NHS
managed network should be established by the appropriate IT Specialist
and are encouraged to use the wireless Corporate Guest network. Call the
IT Service Desk on 0151 296 7777 to arrange access.
4.3 All long-term requests by third party uses to access and use the NHS
managed network should be established by the appropriate IT specialist
and are encouraged to use the wireless Corporate Guest network. Call the
IT Service Desk on 0151 296 7777 to arrange access.

4.4 All long-term requests by third party users to access and use the NHS
managed network will be kept in a registration log by the Information
Security Office. The following information will be required to be approved
for access:
4.4.1.1
Contact Name
4.4.1.2
Email or telephone number of requestor.
4.4.1.3
Organisation the requestor works for.
4.4.1.4
MAC address of the device to be connected.
4.4.1.5
Length of time access is required for.
The IT Service Desk (0151 296-7777) is available to provide assistance in
setting up a third party connection to the NHS managed network.

5. Third Party Network Use and Access - User Responsibilities
5.1 Third party entities will follow the terms of all applicable policies,
procedures, guidelines, standards and all applicable local and national
regulations when using equipment connected to the NHS managed
network.

365

Standard Document Template - Portrait

Page 5 of 8

5.2 Implement the recommended security software, hardware settings,
patches and protocols on end-user equipment before using this equipment
to access the NHS managed network.

5.3 Register with the IT Service Desk (0151 296-7777) to find the appropriate
enabling department (Voice and Data Network Team, Desktop or
Technical Service Team) before attempting to access the NHS managed
network via direct connection or remote access.
5.4 Report known misuse or abuse of the NHS managed network or
associated equipment immediately to the IT Service Desk.

Access Category Examples:
Wireless Connectivity
INBOUND Internet Access is NOT allowed on either the Corporate Guest or
Public Networks.
Wireless connectivity must comply with the current NHS Digital ‘NHS WIFI Policies
and Guidance’ which is available from https://digital.nhs.uk/

Corporate Wireless – full
wireless access
• Trust owned mobile
equipment: laptops,
iPads, mobile phones

Corporate Guest – limited
Public Access – outbound
wireless access
Internet only
• 3rd party supplier
• Building
completing a specific
Management Systems
piece of work for the
requiring Internet for
trust e.g. CQC, Virgin
remote management.
Media,
• Security systems
(burglar alarms etc.)
• Mobile equipment
owned by another
requiring Internet
NHS trust or
access for remote
council e.g. Sefton
monitoring.
Council or North
• Fire Systems
West Boroughs
requiring Internet
access for remote
monitoring.

Wired Connectivity
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INBOUND Internet Access is NOT allowed for Third Parties providing nonclinical services.

NHS Managed LAN
• Trust owned, IM managed desktops,
servers or laptops.
• Equipment owned by another NHS
trust or council e.g. Sefton Council or
North West Boroughs
• Third party non-clinical applications
(VOIP, call recording) running on the
premises on Trust owned, IM managed
hardware.

Isolated Broadband Internet Access
• Building Management Systems
requiring Internet for remote
management.
• Security systems (burglar alarms
etc.) requiring Internet access for
remote monitoring.
• Fire Systems requiring Internet
access for remote monitoring.
• If 3rd party applications run on a pc,
laptop or server hardware that is not
managed by Informatics Merseyside
then it is NOT allowed to be
connected to the Managed Corporate
Secure network.

The Isolated Broadband solution will be provided by the owner of the site at
their own expense and physically separated from the NHS Managed network
with NO cross connection between the two solutions allowed.

Anything connected to the Isolated Broadband solution is not covered or
supported by Informatics Merseyside by the normal Trust/CCG SLA and
should not be reported to the IT Service Desk.

The devices connected to the NHS Managed network will be subject to the normal
Trust/CCG SLA if there are connectivity issues and should be reported to the IT
Service Desk.

Definitions:
Network - A configuration of communications equipment and communication links by
network cabling or satellite which enables computers and their terminals to be
geographically separated while still connected to each other.
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Policy - A policy is defined as “An agreed approach in theoretical form, which has
been agreed to/ratified by a governing body, which defines direction and degrees of
freedom for action.”
Third Party Network Access and Use – A computer connection to the NHS managed
network by any person or persons not affiliated with the NHS (i.e. not a Doctor,
Nurse, or NHS staff).
Broadband – This refers to a Business broadband Internet service purchased from a
Telecoms provider for the purpose of accessing the Internet.
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1.

Introduction

This policy sets out the standards and processes for all NHS Liverpool CCG, (the Organisation),
personnel who use patient data for secondary uses and uses other than direct patient healthcare
with guidance to safeguard the confidentiality of the patient. The document has been developed in
line with guidance from NHS Digital and the Pseudonymisation project.
Pseudonymisation is a method which disguises the identity of patients by creating a pseudonym for
each patient identifiable data item. This allows patient linking analysis needed within secondary
uses. Pseudonymisation should be applied to data held within a secure database.
Staff must only have access to the data that is necessary for the completion of the business activity
which they are involved in. This applies to the use of Personal Confidential Data (PCD) for secondary
or non-direct care purposes. By de-identification users are able to make use of patient data for a
range of secondary purposes without having to access the identifiable data items. The PCD must be
stored safely which only limited staff can access.
This document is written on the basis of the assumption that the Organisation has the legal basis to
receive and pseudonymise patient identifiable data within the required parameters.
The legal current basis for this policy is the Data Protection Act 2018, including the General Data
Protection Regulation, See Appendix A
This Document will be reviewed annually by the Information Governance (IG) Team.

2.

Purpose

This document seeks to provide all Organisation personnel who use patient data with guidance to
safeguard the confidentiality of the patient when the data is used for purposes other than direct
patient healthcare.

3.

Scope

This document is concerned with the security of patient information when used for purposes other
than direct patient care. This document is in line with the NHS Health and social care act 2012.

4.

Definitions

Personal Confidential Data (PCD) – is any information that can identify one person. This could be one
piece of data for example a person’s name or a collection of information for example name, address
and date of birth.
Primary Uses – is when information is used for healthcare and medical purposes. This would directly
contribute to the treatment, diagnosis or the care of the individual. This also includes relevant
supporting administrative processes and audit/assurance of the quality of healthcare service
provided.
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Secondary Uses – is for non-healthcare and medical purposes. Generally, this could be for research
purposes, service management, commissioning, contract monitoring, evaluation and reporting
facilities. When PCD is used for secondary use this should be limited and de-identified so that the
secondary uses process is confidential.
pseudonymisation - means the processing of personal data in such a manner that the personal data
can no longer be attributed to a specific data subject without the use of additional information,
provided that such additional information is kept separately and is subject to technical and
organisational measures to ensure that the personal data are not attributed to an identified or
identifiable natural person.

5.

New Safe Havens (If Appropriate)

The NHS has used safe havens for over 20 years to ensure the secure transfer of PCD via Fax. The
commissioner’s Safe Haven Document provides the guidance regarding the security of transferring
information via staff delivery, fax, post and telephone. If appropriate, the Organisation’s Safe Haven
Document must incorporate the New Safe Haven principles. The reference to the NHS is used as an
exemplar.
The New Safe Haven principles includes the concept of restricting access to identifiable data which is
required to support the Pseudonymisation process of de-identifying records. The New Safe Haven
applies to the security of patient information and databases.
Patient information systems and databases must be within an electronic safe haven whereby access
is limited and password controlled for each authorised user.
Access to a safe haven will be given by the ICT Provider on the correct completion of the Systems
Access Request Change Form.
A list of the staff able to authorise access to a Safe Haven will be maintained and regularly reviewed
by the ICT Department and Information Governance Team.
A list of the authorised users will be maintained for each safe haven database/system by the
appropriate Information Asset Owner and a full access list maintained by the IT Department.

6.

Business Process

All business processes within the organisation must be documented. Business processes can include,
but are not limited to:
• the process of using patient data for primary uses
• the process of using patient data for secondary uses
• the use of PCD for a combination of primary and secondary uses
The business process for primary use includes, but is not restricted to; appointment bookings,
management of waiting lists or inputting test results. At this stage there is a heightened importance
on the accuracy and timeliness of the data. All information recorded about a patient should be
recorded in line with the Organisation’s Records Management Lifecycle Document and the Data
Protection Act 2018.
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Secondary use business processes must be undertaken with de-identified data. Any processes that
are using PCD must be modified in line with this document. If the business process requires
confirmation that the patient is registered within a GP practice within the Organisation’s area this
can be identified via the New Safe Haven route.
All business processes must be regularly reviewed to monitor the impact of de-identifying the data.
Within the review the New Safe Haven route should be monitored if a piece of PCD is a requirement
of the analysis, for example postcode may be required if a geographical outcome is to be achieved.

7.

De-Identification

Staff only have access to the data that is necessary for the completion of the business activity which
they are involved in. This is reflected in Caldicott Principles; access should be on a need to know
basis. This principle applies to the use of PCD for secondary or non-direct care purposes. By deidentification users are able to make use of patient data for a range of secondary purposes without
having to access the identifiable data items.
The aim of de-identification is to obscure the identifiable data items within the patient records
sufficiently that the risk of potential identification of the subject of a patient record is minimised to
acceptable levels, this will provide effective pseudonymisation. Although the risk of identification
cannot be fully removed this can be minimised with the use of multiple pseudonyms.
De-identified data should still be used within a secure environment with staff access on a need to
know basis.
De-identification can be achieved by:
• Removing patient identifiers.
• Amending the use of the identifier for example; value ranges instead of age.
• By using a pseudonym.
When pseudonymisation techniques are consistently applied, the same pseudonym is provided for
individual patients across different data sets and over time. This allows the linking of data sets and
other information which is not available if the PCD is removed completely.
If patient data is required, the NHS Number is the most secure form of identifiable data. The NHS
Number should be included within all patient records and documentation in line with the current
Connecting for Health NHS Number Campaign.

8.

Pseudonymisation

To effectively pseudonymise data the following actions must be taken:
• Each field of PCD must have a unique pseudonym or be replaced with a suitable substitute
i.e. DOB for Age.
• Pseudonyms to be used in place of NHS Numbers and other fields that are to be used by
staff must be of the same length and formatted on output to ensure readability. For
example, in order to replace NHS Numbers in existing report formats, then the output
pseudonym should generally be of the same field length, but not of the same characters; i.e.
5L7 TWX 619Z. Letters should be used within the pseudonym for an NHS number to avoid
confusion with original NHS numbers.
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•
•
•
•

9.

Consideration needs to be given to the impact on existing systems both in terms of the
maintenance of internal values and the formatting of reports.
Pseudonyms for external use must be generated to give different pseudonym values in order
that internal pseudonyms are not compromised.
The secondary use output must only display the pseudonymised data items that are
required. This is in accordance with the Caldicott Guidelines.
Pseudonymised data should have the same security as PCD.

Use of Identifiable Data

If PCD data is required for healthcare purposes or there is a need to de-pseudonymise data the
reasons and usage of the data should be fully documented and approval is required by the
appropriate data owner. This auditable trail of access to patient’s records supports the Care Record
Guarantee where patients are to be informed as to who has accessed/seen their data and the audit
will provide accurate data in the event of untoward incidents.
The key items to be documented are:

•
•
•
•

Who has accessed each data base containing patient identifiable data?
Date and time of access.
The reason for the access.
The output from the access.

This audit should be kept within a separate structured database to enable queries and audit.
The log of accesses must be regularly audited via sampling of users or subject matter to check for
unusual patterns of access. If any unusual patterns of access are noted this should be reported via
the Governance Department.

10.

Transferring Information

Where appropriate data sharing agreements/processes should be in place when information
is to be transferred to or from another organisation. These processes should follow the
organisations Confidentiality and Information Sharing Policy and supplementary guidance
documentation.
If the transfer of information is required for secondary use then pseudonymised data should
be sent.

11.

IG Toolkit Overlap

Data Transfers

The Organisation must identify all flows of PCD both internal and external. Any risks identified must
be reported in line with the IG Toolkit requirements and measures put in place to reduce the risk.
This links with the IG Toolkit requirement, this must be at a level 2 in line with the organisation’s
Statement of Compliance.
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There should also be a more detailed information flow which shows all of the data flows from
primary use systems to enable secondary use. Primary use systems could include patient
administration systems including NCRS. These flows should be electronic only; via system to system
transfer or via email. If the data flows show that information is transferred in a paper based format,
even if used Safe Haven methods, this should cease to ensure a more secure and encrypted transfer
of data. However, until full electronic transfer is available the Organisation’s Safe Haven Document
should be adhered to regarding paper based data flows.

Information Asset Register

The Organisation must identify who has access to identifiable data for purposes of allowing access to
identifiable data, together with the reasons for their access. This also provides the means of being
clear about who should not have access to identifiable data. This links into the IG Toolkit
requirement, this must be at a level 2 in line with the Organisation’s Statement of Compliance.
In order to meet all aspects of Pseudonymisation in addition to the asset register compiled by the
Information Governance Team for the IG Toolkit there should be a document stating who has access
to the assets within each department, why staff members need the access and what they do with
the information.

Smartcard access (if applicable)

The Organisation must put in place processes to vet, register and authorise the users of identifiable
and pseudonymised data. This links into the IG Toolkit requirement 343, this must be at a level 2 in
line with the Organisation’s Statement of Compliance.
The implementation RA arrangements fall under the remit of the Information Governance Team.
Please refer to the ICT’s Registration Authority Document for further details about the use of
smartcards and various roles within the organisation.

Access Control Facilities

End user applications that provide patient level data must be modified to enable separate views of
pseudonymised and identifiable data. The applications will also need to interact with the access
control facilities. This links into the IG Toolkit requirement, this must be at a level 2 in line with the
Organisation’s Statement of Compliance.
Information Asset Owners (IAO) should implement appropriate access control functionality for
assets under their control in line with the Organisation’s Risk Management Strategy. Access will only
be provided to individuals who have been duly authorised by the IAO and ensure appropriate
technical functionality and management controls exist to support and maintain this.

Audit

There must be an access log maintained in relation to PCD, which should enable auditing of the
access to identifiable data by individual users. The logging and audit facilities are required to ensure
that only appropriate access to identifiable data has been undertaken and to support the Care
Record Guarantee. This links into the IG Toolkit requirement, this must be at a level 2 in line with the
Organisation’s Statement of Compliance.
In accordance with the IG Toolkit requirement these access logs must be regularly monitored and
audited by the IG Team to ensure that the correct staff are accessing the PCD and that this is being
accessed for limited purposes.
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Destruction of NHS Number

Any data containing PCD must be loaded onto the secure data warehouse then deleted from an
electronic system or destroyed if paper based.
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Appendix A: GRDP References to Pseudonymisation
Article 6
Lawfulness of processing
4. Where the processing for a purpose other than that for which the personal data have
been collected is not based on the data subject's consent or on a UK law which
constitutes a necessary and proportionate measure in a democratic society to
safeguard the objectives referred to in Article 23(1), the controller shall, in order to
ascertain whether processing for another purpose is compatible with the purpose for
which the personal data are initially collected, take into account, inter alia:
e)
The existence of appropriate safeguards, which may include encryption or
pseudonymisation.

Article 25
Data protection by design and by default
1. Taking into account the state of the art, the cost of implementation and the nature, scope,
context and purposes of processing as well as the risks of varying likelihood and severity for
rights and freedoms of natural persons posed by the processing, the controller shall, both at the
time of the determination of the means for processing and at the time of the processing itself,
implement appropriate technical and organisational measures, such as pseudonymisation,
which are designed to implement data-protection principles, such as data minimisation, in an
effective manner and to integrate the necessary safeguards into the processing in order to meet
the requirements of this Regulation and protect the rights of data subjects.
Article 32
Security of processing
1.

Taking into account the state of the art, the costs of implementation and the nature, scope,
context and purposes of processing as well as the risk of varying likelihood and severity for
the rights and freedoms of natural persons, the controller and the processor shall implement
appropriate technical and organisational measures to ensure a level of security appropriate
to the risk, including inter alia as appropriate:
(a) The pseudonymisation and encryption of personal data;
Article 40
Codes of conduct

1. The Member States, the supervisory authorities, the Board and the Commission shall encourage
the drawing up of codes of conduct intended to contribute to the proper application of this
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Regulation, taking account of the specific features of the various processing sectors and the
specific needs of micro, small and medium-sized enterprises.
2. Associations and other bodies representing categories of controllers or processors may prepare
codes of conduct, or amend or extend such codes, for the purpose of specifying the
application of this Regulation, such as with regard to:
(d) The pseudonymisation of personal data;
Article 89
Safeguards and derogations relating to processing for archiving purposes in the public interest,
scientific or historical research purposes or statistical purposes
1.

Processing for archiving purposes in the public interest, scientific or historical research
purposes or statistical purposes, shall be subject to appropriate safeguards, in accordance
with this Regulation, for the rights and freedoms of the data subject. Those safeguards shall
ensure that technical and organisational measures are in place in particular in order to
ensure respect for the principle of data minimisation. Those measures may include
pseudonymisation provided that those purposes can be fulfilled in that manner. Where
those purposes can be fulfilled by further processing which does not permit or no longer
permits the identification of data subjects, those purposes shall be fulfilled in that manner.
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Appendix B: Additional References
•
•
•
•
•
•
•
•
•
•
•
•

NHS DSP Toolkit:
Health and Social Care Act 2013
Caldicott Review 2013
Safe Haven Guidance
Information Governance Document
Records Management Document
Password Management Document
Systems Access Request Change Form
Registration Authority Document
Risk Management Strategy
Data Protection Act 2018 (and GDPR content)
Common Law Duties of Confidentiality
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Appendix 1: Pseudonymisation Local Process
Data Quality Checks:
There is a range of activities that frequently lead to data quality checks being undertaken. These
activities, mainly starting at the commissioner/Organisation end, include:
•
•
•
•

•

Establishing correct attribution of patients for Commissioning Data Sets (CDS) records, i.e. “is
this our patient?”
Responding to invoices for non-contracted activity and out of area treatment, again the
issue is: “is this our patient”, but also “is the procedure reasonable?”
Aiding the development of disease registers - by identifying potential members from other
information sources, e.g. CDS (note inclusion of patients onto a disease register can only be
undertaken with express consent).
Cross checking non-CDS flows with CDS records - in order to optimise information about the
population in an area meeting specific criteria, e.g. Checking paper records received from
the NHS Trust for LDP returns around smoking in pregnancy and breast feeding against the
CDS data.
Pathway analysis – an example involves de-duplicating community hospital admission lists in
order to determine actual admission and discharge dates by ignoring multiple discharge and
admissions that occur with off-site outpatient appointments.

All such activities are concerned with accuracy of data in relation to the provision of healthcare
services and should be undertaken within the local Safe Haven. (If applicable)

Pseudonymisation process for established NHS data flows
Established NHS data flows such as SUS, SLAM, HES, Mental health minimum data set will be
pseudonymised by the Data Service for Commissioners regional offices.
In the event that the Organisation needs to pseudonymise these established flows the below process
would be followed.
An Internal BI safe haven would be established. This is a set number of individuals who only have
access to the clear data for the purposes of Pseudonymisation. The clear data will be stored in
Operational tables. These tables will only be available to the members of the BI New Safe Haven. The
analysts will only have access to the pseudonymised data.
The main fields which will be DOB, Postcode and NHS Number, as below:
Data
item
Date of
birth

Guidelines

Action

Replace by age in
years

Full date of birth will remain in the Operational Table. BirthDate will be
formatted as YYYY-01-01 in the pseudonymised data.

Postcode

Postcode sector
and/or derivations

Full postcode will remain in the Operation table. Postcode will be formatted
as left (Postcode, 4) in the pseudonymised data. Two new (SUS derived)
fields will be added to the above tables: D_ElectoralWardCode &
D_PCTFromPostcode. These fields will also be added to the pseudonymised
table

GB 19-19 2 LCCG Pseudonymisation Policy V01

381

Page 13 of 14

Data
item
NHS
Number

Guidelines

Action

Pseudonymised or
do not display

Pseudonymise. Original NHSNumber will remain in the operation table. A
new field called D_PseudoNHSNumber will be added to the pseudonymised
table called D_PseduoNHSNumber.

New Process

Patient
identifiable data
is sent into the BI
New Safe Haven,
either through
the Pseudo email
via NHS net, fax
or paper format

The data is
linked by the BI
Safe Haven
team to the
operational
data warehouse
using NHS
number and
pseudonymised

The pseudonymised
linked data is made
available to the
analyst, analysed and
reported on

The original
data is
destroyed and
the
pseudonymised
data and report
is stored
electronically
or in paper
format

Invoice payment: (if applicable)
Following Controlled Environment for Finance (CEfF) accreditation the safe haven contact point will
be made available on http://www.england.nhs.uk/ourwork/tsd/data-info/ig/in-val/
A secure contact point will be established for providers to submit backing data and copy invoices for
the purpose of invoice validation. This will be sent to the CEfF of the Organisation.
All invoices/documents with patient identifiable data should be emailed to this account. The invoices
will then be checked and reviewed against GP registers to ensure that the patient is a registered
Patient and approved for payment. Once the invoice has been cleared the patient identifiable data
can be removed or pseudonymised.
The Backing data must not be sent to any email address or contact point at the Organisation that has
not been registered as the secure address.
Any breaches of this process will be recorded and notified to the Information Governance subcommittee.
Staff working on PCD will be separated from other staff to secure the data further.
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1.

Introduction

Privacy by Design is an approach to projects that promotes privacy and data
protection compliance from the start and has been developed for use within NHS
Liverpool CCG, (The Organisation). This approach ensures that privacy and data
protection is a key consideration in the early stages of any project, and then
throughout its lifecycle.
For example, when:
•
building new IT systems for storing or accessing personal data;
•
developing legislation, policy or strategies that have privacy implications;
•
embarking on a data sharing initiative; or
•
using data for new purposes
All projects that involve personal and/or sensitive information or intrusive
technologies give rise to privacy issues and concerns. To ensure that such concerns
are met the able the Organisations involved addressing the privacy concerns and
risks, the project must have a privacy by design focus. To achieve this a technique
referred to a Privacy Impact Assessment must be used.
It is vitally important to ensure that as we progress with new and/or shared
processes, services and systems that the implementation does not result in an
adverse impact on information quality or a breach of information security,
confidentiality, or data protection requirements. In particular, the confidentiality,
integrity, and accessibility of personal information must be maintained, and such
information must be processed safely and securely.
It is recommended that specialist advice i.e. that of the Information Governance
Leads/Information Security Leads within all Organisations is obtained at
appropriate points during the process.
Article 23 of the General Data Protection Regulation mandates the Privacy by
Design concept.
The privacy by design approach is an essential tool in minimising privacy risks and
building trust. Designing projects, processes, products or systems with privacy in
mind at the outset can lead to:
•
Identifying potential problems at an early stage, when addressing them will
often be simpler and less costly
•
Increased awareness of privacy and data protection concerns within the
project
•
Able to meet their legal requirements which leads to a reduced chance in any
Data Protection breaches
•
The project will not be stalled at a later point when producing information
sharing protocols/agreements
The overarching policy that this procedure links to is the Information Governance
Policy
GB 19-19 3 LCCG Privacy by Design Procedure V01

386

Page 4 of 14

Who does the procedure apply to?
The procedure applies to all staff who are involved within Project or Change
Management. The project applies to all staff who are involved in implementing
change within the Organisation.
Privacy by design Principles must take place at the start of a change or project.
The process must be incorporate into project plans, documents completed as
part of this process must be maintained with the Project Initiation Document and
project plans.
NB: Please be aware that this process only provides an overview of Privacy by
Design and Information Governance processes. Further actions will be raised by
Information Governance and Information Security Leads as the project or change
continues.
2.

Privacy by Design Process

A three-step approach has been adopted by the Organisation in relation to Privacy
by Design. All steps must be completed. The flow chart below can be considered
to consist of three steps, and provides an overview of how Information Governance
should be incorporated within the work streams project plans:
Key:
Shaded boxes
Outlined boxes

actions to be completed by the project lead / person involved
within project
actions to be completed by the IG Leads

Acronyms Used
DFM – Data Flow Mapping
DPA18 – Data Protection Act 2018
DPIA – Data Protection Impact Assessment
DPO – Data Protection Officer
DSA – Data Sharing Agreement
GDPR – General Data Protection Regulation
IAR – Information Asset Register
ISA – Information Sharing Agreement
IGSG – Information Governance Sub Group
ROPA – Register of Processing Activity
SIRO – Senior Information Risk Owner
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STEP 1 Privacy Review :
Project Initiated with
clear outcomes.

DPIA Completed

Agreed actions identified from the DPIA to
be included with the project plan.
Risks identified from the DPIA to be
included within the project risk register.

Communications Plan is developed
to include Privacy Notice
considerations. Public/Patient
engagement to begin in relation to
any changes identified in relation to
the use of data.
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Information Governance
review DPIA and gain
approval from IGSG
A
and DPO

Where the project involved
external organisations an
Overarching Information
S
haring Agreement is
Information
produced and approved (if
there is currently none in
place).
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STEP 2 Data Identification:
Current and Intended
Data Sharing Identified

Data Dictionary produced to
show all intended data to be
shared and the reasons for
sharing.

Identify external
agencies who will be
involved.
Data Dictionary Reviewed
by IG Team.
Data Dictionary
Produced
Update DPIA
STEP 3:
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Project update provided to
IG Team.
Advice to be provided by
IG in relation to DPIA, further
ISAs and the proposed
data flows.
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STEP 3 Technical Reviews and Implementation:
IT review systems and
processes
IG Team Review and
feedback outcomes
Update DPIA

ISA produced as
required (with support
from IG)

IG Team review and gain
approval for ISA from
Caldicott Guardian

Public Information
updated
(Privacy Notices)

IG Team ensure that
notices are available as
part of their Trust fair
processing/information
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3.

Data Protection Impact Assessments

The DPIA must be completed in line with the Project Initiation Document. A DPIA
is to be completed for all projects or significant changes across the Organisation.
The DPIA is not a static document and must be updated at regular intervals
throughout the Project.
The Project Manager will check what has been identified at the project initiation
stage and ensure that potential impacts on Information Quality at the design phase
of any new process, and consideration of Information Security, including any risk
to the integrity of information is documented. This may include involving the
Information Security Manager and/or the Information Governance Manager to
provide advice on appropriate security controls at this stage.
All Privacy Impact Assessments are required to be submitted to the Information
Governance Team/Caldicott Guardian and SIRO. The DPIA will be reviewed, and
the Information Governance Officer will ensure that any new assets to be created or
new information systems are recorded on the Organisation’s Information Asset
Register.
The completed Privacy Impact Assessment will be reviewed by the Information
Governance Group where any necessary action plans are agreed and monitored.
This ensures that information risks are recorded, mitigation put in place with an
annual review to ensure on-going compliance with confidentiality, data protection and
security.
The Organisation utilises a standard DPIA Template which is available via the
Governance Assurance intranet pages.
4.

Completing the DPIA

The DPIA Template contains all Stages of the assessment. The areas of the
template to be completed are dependent on the outcome of stage 1.
All stages must be completed in order.
submission to the IG Manager for review.

All areas must be completed prior to

Stage 1: Initial Assessment
All projects and changes require the completion of this stage of the DPIA Template.
This stage contains screening questions which are mandatory. If the answer to any
of these questions is yes, then further stages must be completed.
Guidance of what areas of each stage are to be completed in contained with the
DPIA Template.
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Stage 2: Full DPIA
This stage contains all privacy considerations. Where there is deemed to be a major
impact on the use of information the whole of this section may be required to be
completed.
The response from Stage 1 will impact on which sections of the Full DPIA are to be
completed. The sections are:
• Individuals Involved; this is to show the scope of who will be affected by the
project.
• Data Collection; this is to review how new data is to be collected
• Data Protection Principles; within the DPIA the 6 principles are broken down,
the intention is to ensure that the Organisation remains compliant with all of
the Principles within the Data Protection Act.
• Corporate Data; this is to ensure that confidential corporate data security is
maintained.
• Direct Marketing; this section provides assurance that direct marketing
regulations are adhered to.
• Business Continuity; this section focuses on continuation of services and
disaster recovery.
This stage requires as much information as possible. Within the template there is the
ability to link to other documents which may support the project or considerations
made.
Stage 3: Identify the Privacy and Related Risks
Any risks identified as part of the project initiation document or from Stage 2 of the
DPIA must be identified within this section. Where the project has an associated
risk register the information does not need to be duplicated on the template; the risk
register information is to be provided within Section A. If the project does not have
an associated risk register, then Section B must be completed.
Stage 4: Additional Information Requirements
This stage ensures compliance with on-going Information Governance standards:
• Information Mapping – The Organisation is required to maintain a log of all
transfers of information, both internal and external. Where the project
creates new or removes the need for information transfers the Organisation’s
over all register must be updated. The Template for the Information Mapping
is available from the Information Governance Team and once completed
must be submitted to the IG Team for review. This is to be completed as part
of the project closure documentation to ensure all information flows are
included.
• Information Asset Register – all new information assets are to be raised with
the Information Governance Manager. The IG Manager will then review the
asset to ensure that this is in line with the Organisation Information
Governance and Records Management standards. The Asset will be
included on the Organisations asset register held by the Senior Information
Risk Officer.
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5.

Data Dictionary

The Data Dictionary is a list of all pieces of information which will be collected,
shared and stored as part of the project. The document includes the following
information:
•
What information will be used/collected
•
Who the data will be shared with
•
How the information will be stored, shared and destroyed?
•
Who will be able to access the data
The document covers the reasons for collection and use of the data and for the
sharing of data.
The information required in relation to the reasons for collection and sharing of the
data are:
•
the clinical reason for the use and sharing of the information
•
the benefits to the patient
•
the benefits to the Organisation
•
links to any KPIs or contractual obligations
Once received, the Information Governance Team will review relevant legislation
to confirm if there is a legal basis which supports the sharing of the information.
No sharing of information is to take place until a legal basis is confirmed. If
there is no legal basis for the sharing of information without obtaining consent
for the individual, then the project must include the gaining of consent for the
use of the information.
6.

Fair Processing / Privacy Notice

Fair Processing is essentially communications with patients and members of the
public about how their information is being used. We must make it clear how we are
using the information that we hold and collect. The fair processing notices are a
statement which is available to the public (usually via the organisations web page)
which includes:
Who we may share information with
Reasons for information sharing
What information we will share
Why we collect information
How we use information
Communications are to take place throughout the project or change with a final fair
processing notice to be available for future access.
All fair processing
communications must be in an accessible format for all individuals that could be
affected by the project; for example
If the project or change involves or affects Children’s information, then the
communication material must be accessible for Children to understand.
If the project or change involves or affects information about individuals with
Learning Disabilities, then the communication material must take into account
their potential communication needs.
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The Organisation’s current fair processing / privacy notices are available via the
Organisation Website.
7.

Information sharing agreements

Information Sharing Agreements outline what information is to be shared, with
whom and the reasons for the sharing of the information. The agreement clearly
sets out the legal basis for sharing the information and gives boundaries for the
use of the information.
It is recommended that specialist advice i.e. that of the Head of Information
Governance/Information Security Manager should be obtained at appropriate
points during the process.
8.

Training

Staff may receive training in relation to this procedure, where it is identified in their
appraisal as part of the specific development needs for their role and
responsibilities.
Please refer to the Organisation’s Mandatory & Risk Management Training Needs
Analysis for further details on training requirements, target audiences and update
frequencies
9.

Monitoring / Review of this Procedure

In the event of planned change in the process(es) described within this document or
an incident involving the described process(es) within the review cycle, this
procedure will be reviewed and revised as necessary to maintain its accuracy and
effectiveness.
10.

Equality Impact Assessment

Please refer to overarching policy
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11.

Appendix A – Useful Design Information

Proactive not reactive; preventative not remedial’
You should take a proactive approach to data protection and anticipate privacy
issues and risks before they happen, instead of waiting until after the fact. This
doesn’t just apply in the context of systems design – it involves developing a culture
of ‘privacy awareness’ across your organisation.
‘Privacy as the default setting’
You should design any system, service, product, and/or business practice to protect
personal data automatically. With privacy built into the system, the individual does
not have to take any steps to protect their data – their privacy remains intact without
them having to do anything.
‘Privacy embedded into design’
Embed data protection into the design of any systems, services, products and
business practices. You should ensure data protection forms part of the core
functions of any system or service – essentially, it becomes integral to these systems
and services.
‘Full functionality – positive sum, not zero sum’
Also referred to as ‘win-win’, this principle is essentially about avoiding trade-offs,
such the belief that in any system or service it is only possible to have
privacy or security, not privacy and security. Instead, you should look to incorporate
all legitimate objectives whilst ensuring you comply with your obligations.
‘End-to-end security – full lifecycle protection’
Put in place strong security measures from the beginning, and extend this security
throughout the ‘data lifecycle’ – i.e. process the data securely and then destroy it
securely when you no longer need it.
‘Visibility and transparency – keep it open’
Ensure that whatever business practice or technology you use operates according to
its premises and objectives, and is independently verifiable. It is also about ensuring
visibility and transparency to individuals, such as making sure they know what data
you process and for what purpose(s) you process it.
‘Respect for user privacy – keep it user-centric’
Keep the interest of individual’s paramount in the design and implementation of any
system or service, e.g. by offering strong privacy defaults, providing individuals with
controls, and ensuring appropriate notice is given.
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12.

Appendix 2 – Related references

See the following Privacy Enhancing Technologies (PETs) documents as published
by www.enisa.europa.eu European Union Agency For Network and Information
Security
PETs controls matrix: A systematic approach for assessing online and mobile
privacy tools Final report | Public | DECEMBER 2016
Online tool for PETs knowledge management and maturity assessment
development status DECEMBER 2017
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Confidentiality Code of Conduct
1. Introduction
In the operation of the organization, commissioning and the delivery of effective care,
NHS Liverpool Commissioning Group (the CCG) obtains, holds, uses and discloses
confidential information. This confidential information may be:
•

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

•

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

Keeping information confidential is not the same as keeping it secret. It is essential that
relevant and proportionate access to confidential information is available to those who
have a need to know it in order to do their work. Balancing the need to keep information
confidential with appropriate sharing may not always be straightforward and advice should
be sought where there is any doubt. Recent changes in legislation, the reconfiguration of
the NHS and the diversity of service provision in the modern health care system involving
close working relationships across different professional groups and health and nonhealth care agencies, may make it harder to understand what information it is permissible
to share and in what circumstances.
This code of conduct is intended to enable the CCG and its staff (including non-CCG staff
with access to CCG information) to work effectively in a confidential manner for the benefit
of the population of Liverpool and other users of our services. It should help protect
patients’ / service users and staff from the misuse of their information and ensure that
confidential information is handled in a lawful and appropriate manner by:
•

Defining what is meant by the phrase “confidential information”

•

Informing staff of their responsibilities in relation to such information

•

Informing staff of the correct procedures for dealing with confidential information
so that they do not inadvertently breach confidentiality

•

Providing sources of further information

Staff should ensure they are familiar with the content of this Code of Conduct. In
particular, they should read section 5 – Good Practice, which outlines the principles and
requirements of confidentiality that are most likely to be relevant.
If you have any questions about the code, you should contact your line manager in the
first instance or the Information Governance Lead.

Page 5 of 35

401

2

The Confidentiality Model
This code of conduct is based on the Confidentiality Model which is at the heart of the
NHS Confidentiality Code of Practice. It outlines the requirements that must be met in
order to provide patients/service users with a confidential service. Although they were
written for the handling of patient/service user information, the four requirements apply
to the handling of all personal information including staff, patient/service user and carer
information. The requirements in relation to person identifiable information are:
1. Protect - look after personal information
2. Inform - ensure that individuals are made aware of how the information they
provide is used
3. Provide choice - allow individuals to decide whether their information can be
disclosed or used in particular ways
4. Improve - always look for better ways to protect, inform and provide choice
The principles outlined in section 5 are a synthesis of this model with the addition of
accepted good practice.

3

Compliance with the Code of Conduct
•

This code of conduct applies to all NHS Liverpool CCG employees and nonCCG employees who work within Liverpool CCG or under contract to it. This
includes, but is not limited to, staff on secondment to the CCG, students on
placement, commissioning support services staff, and people working in a
voluntary capacity.

•

For convenience, the term ‘staff’ is used in this document to refer to all those to
whom the code of conduct applies.

•

All staff are expected to comply with this code of conduct.

•

The duty of confidentiality arises out of common law, legal obligations, staff
employment contracts and professional obligations.

•

This duty continues after the staff member no longer works for/has an
association with the CCG.

•

Any breaches of this code including unauthorised breaches of confidentiality,
inappropriate use of personal health or staff records or abuse of computer
systems will be treated as a disciplinary offence, which may result in your
employment, or association, with the CCG being terminated. It may also bring
into question your professional registration and possibly result in legal
proceedings. This will also be the case for breaches of commercial
confidentiality.

•

If there is anything that is not clear or which you do not understand, you must
contact your line manager, in the first instance, or the Information Governance
Lead for further information.
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4. Responsibilities of Staff and the CCG
•

The CCG Caldicott Guardian is responsible for approving uses of personal confidential
data (PCD). They are a Governing Body level lead who acts as the conscience of the
organisation in relation to the use of patient data. Their role is to ensure the
organisation processes personal confidential data lawfully and ethically.

•

The CCG Senior Information Risk Owner (SIRO) is a Governing Body level person
who has overall responsibility for ensuring the organisation handles all personal and
organisational information appropriately and lawfully and that processes are in place to
manage information risk.

•

CCG information assets must be assigned an Information Asset Owner (IAO). It is the
responsibility of the IAO to ensure the assets under their control are protected from
unauthorised access; that risk assessments are carried out at least annually and that all
transfers of personal information from their assets are legal.

•

All managers are responsible for ensuring that the staff they manage are aware of this
Code of Conduct and their individual responsibility for complying with it. They should
ensure their staff are equipped to fulfil those responsibilities; this will include by covering
it at local induction and by identifying and meeting specific and generic training needs
through personal development plans. Senior managers should ensure that managers
within their Service area are aware of their responsibilities in relation to staff awareness.

•

All staff must ensure that they are aware of the requirements and standards of
behavior that apply and comply.

•

All staff are responsible for reporting information incidents and near misses including
breaches of confidentiality and information security in line with the CCG’s Incident
Reporting Policy.

•

The CCG’s incident reporting process can be obtained from line managers in the first
instance and is also available on the CCG’s intranet.

•

The Information Governance Group is responsible for overseeing the implementation of
this Code of Conduct including monitoring compliance. It is responsible for ensuring it is
reviewed periodically.

•

Contact details of key IG contacts (for example, the Caldicott Guardian and SIRO) will
be made available on the CCG intranet.
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5. Good Practice
Confidentiality - What this means in practice?
5.1

What is confidential information?
Confidential information may be information about identifiable individuals including,
but not limited to, patient’s/service users, carers, member of staff or other third
parties. It may also be organisational “corporate” information about the CCG or any
other health or social care organisation or external third party.
It is not necessary for the name of the individual to be known for the information to
be identifiable. For example, it may be possible to identify an individual when a
number of data items are put together such as post code, ethnicity and medical
condition or job role and ethnicity.
Within the NHS, information about deceased people is not treated any differently to
that of living people, that is, the duty of confidentiality extends beyond death.
Confidential information may be in a variety of forms including but not limited to
electronic, paper, digital or audio format, such as records, note books, message
books, x-rays, photographs, audio tapes, voicemail etc., or it may be knowledge
gained from overheard conversations or seeing someone sitting in a clinic waiting
room.
Examples of confidential information the CCG holds include:
• Personal demographic details of staff (and patient’s/service users)
• Contact details of staff (and patients or service users)
• Medical details of staff (and patients or service users)
• Ethnicity of staff (and patients or service users)
• Bank and salary details of staff and financial details of service users
• Results of Criminal Records Bureau/Disclosure and Barring Service checks
• Organisational financial information
• Information that is defined as commercial in confidence under the Freedom of
Information Act 2000
• Information in relation to concerns and complaints
Information that has been placed in the public domain, except as a result of a
breach of confidentiality, is not classed as confidential.

5.2

Who has a duty of confidentiality?
All CCG employees and non-CCG employees who work with Liverpool CCG or
under contract to it have a duty to maintain the confidentiality of information gained
during their employment/association with the CCG. This includes, but is not limited
to, commissioning support services staff, staff on secondment to the CCG, students
on placement and people who are working in a voluntary capacity.
For
convenience, the term ‘staff’ is used in this document to refer to all those to whom
the code of conduct applies.
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Anyone may come into contact with confidential information in the course of their
duties. For example:
•

•
•

You may have direct access to confidential information if you are
authorised to access information held in: staff or patient/service user
records; records about complaints, incidents, safeguarding; a register of
concerns; contracts etc.
You may have confidential information passed to you in connection with
your work
You may become aware of information as a result of breaches of
confidentiality

You are legally obliged to maintain the confidentiality of this information.
This duty continues after you no longer work for/have an association with the CCG.
5.3

Why is confidentiality important?
Confidentiality is important to protect the privacy of all individuals, both staff and
patients and the commercial confidences of third parties, whose information we hold,
to enable the CCG and its partners to conduct their business effectively.
Both staff and service users provide Liverpool CCG with confidential information about
themselves in the course of the CCG’s business activities. They have a legitimate
expectation that we will respect their privacy and treat their information appropriately.
As part of the wider NHS and in delivering its own services, it is important that the
CCG maintains the trust of patients. Patients and service users entrust health services
with, or allow us to gather, confidential information relating to their health and other
matters when they access our services. We use this information to assess their needs
and deliver appropriate treatment and care; including an audit of such care. We also
use this information in a pseudonymised form for secondary purposes such as the
planning and management of services.
It is essential that clinicians and practitioners have all relevant information to hand
when treating or caring for people. If patients and service users do not trust us with
their information they may withhold vital information or not seek treatment. In addition,
services may be planned on the basis of inaccurate information about the health needs
of the population.
In some circumstances, service users may lack the competence to extend their trust or
may be unconscious, but this does not diminish the duty of confidence.
Trust is important in managing health and safety, and risk. Staff or patients may want
to pass on information about other individuals, for example, to report poor
practice/incidents/near misses. Staff should be aware of the appropriate procedures,
which should be followed in such cases.
The CCG works in partnership with partner organisations and third parties in order to
discharge its duties. Lack of confidence in the CCG’s ability to maintain confidentiality
would seriously impede the CCG from operating effectively.
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It is essential if the trust of staff and patient’s/service users is to be retained, and legal
requirements are to be met, that the NHS provides, and is seen to provide, a
confidential service.
Staff responsibilities
5.4

Inform patients/service users/ staff about how we use their information
Being open and transparent with people about who you are, what your role is, why you
are collecting information, how we will use it, who we may share it with and gaining
informed consent is not only integral to processing information fairly under the Data
Protection Act (DPA) and the General Data Protection Regulation (GDPR), but is at
the heart of addressing many issues around information sharing and confidentiality.
This guidance refers to both contact with patients and staff. Individuals who provide us
with information should do so on the basis that they understand how that information
might be used
At a patient’s, service user’s or member of staff’s first contact with the organisation or
service or at the most appropriate time thereafter, a member of staff should:
•

Explain to them why we collect information, how it might be used, who it might be
shared with and if appropriate seek their consent.

•

Make it clear to individuals what your role is and the circumstances under which
confidential information may have to be shared. This gives them the opportunity to
make an informed choice as to what information they disclose to us.

•

Explain to patients and service users that the information they give may be
recorded, may need to be shared in order to provide them with optimal care and
may be used to support clinical audit, service evaluation and other work to monitor
the quality of care provided.

•

Explain to individuals their general rights.

•

Consider if individuals would be surprised to learn that their information is being
used in a particular way. If they would be surprised, they are not being effectively
informed and this may lead to mistrust in the professional and the organisation.

•

Unless there is a legal reason not to, patients and service users should normally be
asked before their personal information is used in ways that do not directly
contribute to, or support the delivery of, their care. Their decisions to restrict the
disclosure of their personal information should be respected.

Staff should consider the following options to ensure patients and service users are
effectively informed:
• Has the patient or service user been provided with a generic information leaflet or a
service specific information leaflet?
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• Have they had the opportunity to read the leaflet and ask questions?
• Is it clear to them when information is recorded or health records accessed?
• Is it clear to them where staff are already, or will be, sharing information with others?
• Are they aware of the choices available to them in respect of how their information
may be used or shared?
• Have you checked that the patient or service user has no concerns or queries about
how their information is used or shared?
• Do they have a learning disability, alternative communication needs, capacity issues
that requires additional or specialist support in order to engage with them as fully as
possible?
• Answer any queries personally or direct the patient or service user to others who
can answer their questions or to other sources of information. The CCG Information
Governance Lead can also be contacted by staff for assistance.
• Respect the rights of patients and service users and assist them in exercising their
right to have access to information held in their health records.
5.5

5.6

Record information accurately, consistently and in a timely manner
•

Record information in accordance with CCG policy and service specific procedures
(see the Records Management and Lifecycle Policy and any local procedures
relevant to your work area).

•

You have a duty to maintain accurate records. (This is vital to the provision of
services and the running of the CCG.)

•

If records are inaccurate, future decisions may be wrong and may result in harm to
a service user or member of staff, and inefficient or ineffective use of resources.

•

If information is recorded inconsistently, information will be harder to interpret which
may result in delays, possible errors or a lack of accountability.

•

If source data (including anonymised data), or the analysis and reporting carried
out on it, is inaccurate, this may lead to the provision of services that do not meet
the needs of the local population or to inaccurate benchmarking.

Dispose of confidential waste appropriately
Confidential information may be stored in a number of formats such as paper records,
information in notepads/message books, CDs/DVDs, smartphones internal storage,
USB memory sticks, tablets and other computers etc. All such information and devices
storing confidential information must be disposed of appropriately and in line with CCG
policy, for example, use of ‘confidential waste’ boxes, shredding, destruction of hard
drives etc. The CCG Information Governance Lead will securely dispose of electronic
storage devices on behalf of the CCG.
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5.7

Use confidential information in accordance with Liverpool CCG policies
Be aware of all relevant CCG policies and procedures. An up to date list is available
on the intranet. Contact the Information Governance Lead for clarification of anything
you do not understand.

5.8

Apply CCG policy within your sphere of influence
•

Inform the staff you manage (or sponsor) what their responsibilities are in
relation to information governance policies and what this means for them in their
day to day work; for example, where to store information, acceptable email and
internet use, not to share passwords or smartcards, what confidentiality means
in practice, conditions for home working etc.
Ensure that service/team specific procedures are in place to implement CCG
policy where required.
Ensure staff are appropriately trained in information governance relevant to their
role.
Ensure information governance policy and process is adhered to and action
taken to address non-compliance.
When staff leave, inform relevant people within the CCG so that their IT
accounts/access to information systems can be disabled, ensure security
passes, USB sticks, laptops, mobile phones etc. are returned.

•
•
•
•

5.9

Improve standards of practice wherever possible
It is not possible to achieve best practice overnight but we must work towards
continuous improvement. In order to work towards achieving best practice staff must:
•

Be aware of the issues surrounding confidentiality, and seek training, support
and advice as necessary in order to deal with them effectively.
Feedback comments or suggestions to managers on systems, procedures or
working practices that give a cause for concern or could be improved.
Share good practice with colleagues (this is particularly important when poor
practice is encountered).
Report breaches, suspected IG breaches and near misses.

•
•
•
5.10

Report incidents and near misses in line with CCG policy
Information governance incidents, including near misses, should be reported
immediately in line with CCG policy. The CCG is required to report serious IG incidents
to supervisory authorities within 72 hours. Information incidents include but are not
limited to: lost records or other information losses (for example, confidential personal
or organisational information, business critical information), breaches of confidentiality,
breaches of security, loss of IT equipment, inaccurate record keeping, sharing of
passwords or smartcards, inappropriate use of information.

5.11

Use social networking media appropriately
Social computing includes but is not limited to: blogs, online discussion forums,
collaborative spaces and media sharing services. Examples are Blogger, Instagram,
Facebook and Twitter. These services are widely used and have many benefits.
However, it is easy to inadvertently use them inappropriately. The communication is
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informal and with the many connections that are made between people it is easy to
blur the boundary between work and personal life. As an informal method of
communication it is easy to publish content that you may later regret and which may
not be appropriate in a work context. Such information may end up having a much
wider audience than you anticipated which cannot later be retracted. You should think
carefully about what you publish even outside of work because inappropriate use could
lead to disciplinary action.
The use of social networking or blogging media at work, where you are representing
the CCG in an official capacity requires the prior approval of the CCG. Care should be
taken to use such media in a professional manner. (Contact the IT Department for
technical support, for example, if access to a site is blocked but required in the course
of your work.)
Staff should take care to use social computing media, whether for work purposes or
personal use, in a manner that is consistent with the terms and conditions of their
employment or association with the CCG. For example, individuals should not post
content that breaches confidentiality, contains inappropriate comments about
colleagues, service users, or patients, is abusive or hateful, or would potentially cause
embarrassment or detrimentally affect the reputation of the CCG. In addition, where
appropriate, individuals should identify that any views expressed are their own and not
those of their employer.
Failure to adhere to such guidance may result in the individual being subject to
disciplinary procedures. (See Internet and Email Acceptable Use Policy).
Patient/Service User/Staff Rights
5.12

Rights of individuals in relation to their information (including the right to
access personal information)
You should understand and respect the rights of individuals in relation to their
information. Under the Data Protection Act (DPA) and the General Data Protection
Regulation (GDPR), individuals, known as data subjects, have certain rights about the
way information about them is used. These include:
•
•
•
•
•
•
•
•

The right to be informed
The right of access
The right to rectification
The right to erasure
The right to restrict processing
The right to data portability
The right to object
Rights in relation to automated decision making and profiling.

Detailed information on these rights is listed on the Information Commissioners
https://ico.org.uk/for-organisations/guide-to-the-general-data-protectionwebsite
regulation-gdpr/individual-rights/
Consent
5.13 Consent to obtain information
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Inform patients/service users/staff about how we use their information and seek consent
if appropriate. Information collected for one purpose may not normally be used for
another, incompatible, purpose without consent.
Where consent is being used for non-healthcare or non- statutory functions IG advice
must be sought. Please refer to Section 4 also.
5.14

Consent to use / share personal information
•
•
•
•
•
•

•
•
•

•
•
•

Wherever possible, if personal information is to be shared it will be done with the
informed explicit consent of the individual to whom it relates.
Informed consent is when an individual understands why their information is
needed, how it will be used, who it will be shared with, the possible consequences
of them agreeing or not to that proposed use, and gives consent.
Informed consent may be explicit or implied, depending on the circumstances.
(Ask the IG Lead for advice.) Explicit consent may be given orally or in writing.
Where a third party (such as the police, a solicitor or family member) requests
access to records and has provided written consent of the individual, you should
ensure that you are satisfied that the consent is informed.
You should inform patients, service users and staff that they generally have a right
to object to the use and disclosure of confidential information that identifies them.
In certain circumstances, if a patient or service user chooses to prohibit the
disclosure of information to other relevant professionals it may mean that the
service that can be provided is limited or, in rare circumstances, cannot be
provided at all. For example, assessments cannot be made and patients/service
users treated safely and with continuity of care, without relevant information about
their condition or medical history being shared appropriately.
Complaints from patients and staff may not be able to be progressed unless certain
information is shared with the person about whom the complaint has been made.
You must inform patients, service users and staff if their decisions about disclosure
have implications for the provision of a service.
Where a patient or service user has been informed about the proposed uses and
disclosures involved in the delivery of a service and their right to refuse permission,
and they agree to their information being shared, then explicit consent is not
required for each specific disclosure associated with that service. For example, the
sharing of information within a multi-disciplinary team does not require explicit
consent for each disclosure.
Even where there are grounds for sharing information without consent it is good
practice to ask permission to share that information (unless it would prejudice the
investigation of a crime or would put individuals at risk of harm).
Lack of consent should not prevent the sharing of information where there are
concerns about the welfare of an individual. Disclosures without consent should
only be done with appropriate authorization.
Following the introduction of the Health & Social Care (Safety and Quality) Act
2015, all staff have a duty to share non-sensitive personal data (e.g. names and
addresses), where it is likely to help the provision of healthcare services to the
patient and do not need explicit consent to do so.
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5.15

Consent: capacity to consent
•

Where an individual does not have the capacity to consent, the responsibility for
deciding the appropriate course of action lies with the agency giving care or the
person assigned Lasting Power of Attorney Health and Welfare (LPA) by the
patient/service user.
Where the agency giving care is responsible for decisions about information sharing,
these must be made in the best interests of the patient/service user taking into
consideration any previously expressed views of the client.
In accordance with the Mental Capacity Act 2005 (MCA), the agency, where
appropriate, should consult other people, especially: anyone previously named by
the patient as someone who should be consulted, carers, close relatives or friends
of the patient, any attorney appointed under the MCA, the views of an appointed
independent mental capacity advocate (IMCA), any deputy appointed by the Court
of Protection to make decisions for the patient.

•
•

5.16

Consent: children and young people
•

Young people of 16 years and older are presumed to be competent to give their own
consent.
In the case of children and young people under the age of 16, consent is usually
required from one person with parental responsibility (who is usually the mother or
father or someone who holds a court order giving them parental responsibility).
As children get older they gain rights for themselves. Children under the age of 16
can give consent for themselves if they have sufficient understanding and
intelligence to fully understand what is proposed, that is, they are Gillick/Fraser
competent.
People with parental responsibility can authorise other people to make decisions
about their children including the sharing of information.

•
•

•

Disclosing Personal Information
5.17

Dealing with requests to access personal information (including access to the
health records of deceased people)
The Data Protection Act and the General Data Protection Regulation govern the
personal information of living individuals (known as data subjects). Data subjects have
a general right of access to view or receive a copy of information that is held about
them. An individual can apply for access to his/her own information or authorise
someone else to apply for access to this information on his/ her behalf (known as a
subject access request).
The CCG’s Subject Access Policy contains detailed instructions on handling such
requests, including the following information:
Responses must be provided within one month.
The requester must provide sufficient information in order for the CCG to be able to
locate the information and verify their identity.
•

Data subjects should be provided with an explanation of any information that is
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complex or unclear (e.g. abbreviations or technical terms).
They must also be informed of how their information is used and who it is shared
with.
Access to some or all of the information may be refused where it would cause
serious harm or distress to the data subject or anyone else. All health information
should be reviewed by an appropriate health professional prior to disclosure to
determine if information should be withheld.

•
•

Withholding information should be an uncommon event. Guidance must be sought from the
Information Governance Lead if information is to be withheld.
•

Access to information that identifies another person will be normally refused
unless they have consented to the disclosure, or it is reasonable to do so having
considered the rights of all concerned. This does not apply to information
concerning a health professional involved in the care of the individual and the
information relates to care provided. Decisions to disclose or withhold information
should be made on a case by case basis with advice sought from the Information
Governance Lead.
Consent to release information provided by a third party is not required. In certain
cases, it may be prudent however to discuss the request with the original
provider of the information. Children and young people have a right to see
information about themselves if they are regarded as ‘Gillick / Fraser competent.
People with parental responsibility can apply to see a child/young person’s
records but this will be refused if a child is deemed Gillick / Fraser competent and
does not consent.

•

•

Records of Deceased Persons
•

Requests to access the health records of deceased people can be made under
the Access to Health Records Act 1990. Under this Act, the deceased’s personal
representative or anyone with a claim on the deceased’s estate can request
access to their records.
Where the deceased has previously made their wishes clear regarding access to
their records, their wishes should be respected.
With regards to claims, only information relevant to the claim should be released.
The CCG’s responses must be made within one month.
Decisions to disclose or withhold information should be made on a case by case
basis, and advice should be sought from the Information Governance Lead.

•
•
•
•

5.18

Reasons for disclosing information without consent
•
•
•

There are circumstances when it is necessary to share information even though the
individual has not consented.
These circumstances are the exception rather than the rule.
Information can be shared without the consent of the person whom the information
is about when:
o It is in the public interest to do so
o It is required by law

Examples of sharing information in the public interest include:
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•
•
•
•

•

Where a child is believed to be at risk of harm (Children Act 1989).
Where there is a risk of harm to anyone including the data subject.
Where information is required for the prevention, detection or prosecution of a
crime.
Under the Mental Health Act 1983 where a service user objects to their ‘nearest
relative’ being consulted re: o An application for Treatment Order (Section 3) is being considered
o An application for assessment and/or treatment in relation to the service
user has been made.
o Under the Mental Health Act (Patients in the Community) Act 1995 where
the service user is known to have the propensity to violent or dangerous
behavior.
Domestic Violence, Crime and Victims Act 2004 gives victims of specified sexual or
violent offences the right to be informed of certain decisions if the offender
becomes subject to provisions under the Mental Health Act 1983.

Examples of sharing information where it is required by law include:
Notification of certain infectious diseases
Where it is required by court order
Confidential information that is disclosed without consent must follow the appropriate
process.
5.19

Procedure for disclosing information without consent
The appropriate procedure to follow must be decided on a case by case basis.
•

•
•

•
•
•

If it is felt necessary to share information where consent is withheld the individual
should be informed of this decision (unless it would prejudice the investigation of a
crime or would put individuals at risk of harm). It may be appropriate to give the
individual an opportunity to disclose the information him/herself.
If it is not possible to obtain the consent of the individual, or it is not desirable, then
the decision to share information should be taken at an appropriately senior level
within the organisation.
The authority to disclose information may vary within different parts of the CCG and
may depend on the reason for and/or circumstances of disclosure. It may lie with
the Caldicott Guardian/SIRO/Information Governance Lead, or professional leads
(for example, safeguarding). Requests requiring Caldicott approval should, unless
there are exceptional circumstances, be routed via the Information Governance
Lead where such requests are made by the Police, UK Borders Agency or any
other government agency, or where the information is required for
research/analysis purposes, unless there are local procedures in place (for
example, safeguarding). This is to ensure that all such requests are logged and
the reason for decisions recorded centrally.
You should ask your line manager for the procedure you should follow or obtain
advice from the Information Governance Lead.
It is a requirement of the CCG that the reasons for the final decision (either to share
or not to share) must be recorded.
Where information is shared without consent the member of staff should document
what information was released and when, to whom it was disclosed, and why it was
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•

5.20

Procedure for disclosing information to the police
•
•
•
•
•
•
•

5.21

felt justified. Likewise, it is important that decisions not to share information are also
justified. Staff and/or the CCG can be held accountable for acts of omission as well
as commission.
All non-consented disclosures must be reported to the Information Governance
Lead for logging unless they are part of a delegated process, for example,
Safeguarding Procedures.

Requests for personal information from the police should be routed via the IG lead.
Requests should be in writing which can include faxes on headed paper and
attachments from a personal police email account (i.e. *.pnn.police.uk). The identity
of the requestor must be verified.
The request for information should specify why it is required and be countersigned
by senior officer of Inspector rank or above. (See section 5.18 for legitimate
reasons for disclosing information without consent).
If it is not possible for the applicant to specify why the information is required (for
example, because it would prejudice the investigation of a crime) then the request
should be countersigned by a very senior officer of Superintendent rank or above
Information should only be disclosed with the proper authority.
Disclosures to the police may be very sensitive. Consider if special arrangements
need to be put in place to facilitate disclosure, for example, the nomination of a
specific member of staff to deal with the request.
Where police produce a consent form for the records they wish to access, a CCG
member of staff should check with the data subject that the consent is informed.
Staff should be mindful of the impact that sensitive information in a patient’s record
may have on the individual.

Check-list of points that must be considered before disclosing confidential
information
The purpose of these questions is to help you decide the appropriate action to take if
you are asked to disclose confidential information about a patient/ member of staff.
They are not sequential or definitive but are intended as a guide to good practice.
I.

Have I verified the applicant’s identity?

II.

Is there a legitimate reason for disclosing the information?

III.

Is the information requested adequate, relevant and not excessive for the
purpose?

IV.

Do I have the authority to disclose the information?

V.

What is the most appropriate method of disclosing the information?

VI.

Who do I need to inform that I have disclosed confidential information?

VII.

What do I need to record about the request and disclosure/non-disclosure?

VIII.

Where do I record information about disclosure/non- disclosure?
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IX.

Do I need to report the disclosure/non-disclosure to anyone?

5.21.1 Verifying identity
You must ensure that you can confirm the identity of the person and/or legitimacy
of the organization requiring information. You can verify identity in the following
ways:
Requests by the data subject or on behalf of the data subject.
If you are not familiar with the individual, then you can ask for some photo
identification and verification of address such as a utility bill. If the request is
made on behalf of a data subject then proof of the relationship (for example,
power of attorney, legal representative etc.) should be provided.
Request from another agency (for example, police, local authority)
Telephone requests
Telephone the individual back via the main switchboard of their organisation (in
addition, verify with switchboard if the person is employed there in their stated
capacity).
If you do not know the telephone number (for example, because it
is an agency that you are not familiar with), then you should independently verify
the number via a telephone directory/directory enquiry service; do not accept the
number as given by the applicant.
Unless there is a local procedure in place that states otherwise, you should ask for
the request to be put in writing (which includes by fax or email attachments from a
secure governmental email address). All requests from the police and other
Government agencies should be put in writing.
Written requests
Written requests from organisations (for example, a solicitor or substance misuse
agency) must be on headed notepaper. The address should be independently
verified (that is, you should not accept an address/fax number given to you for an
organisation that you are unfamiliar with). The identity of the applicant should be
verified for all written requests.
5.21.2 Legitimate reasons for disclosing information
1
2
3

The patient/service user/staff member wishes the information to be
disclosed.
Disclosure is required by law, for example, by statute or court order.
The public interest in disclosing the information overrides the public
interest in maintaining confidentiality. Disclosure of the information is
required for the purposes of providing care.
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5.21.3 Disclosing information that is adequate, relevant and not excessive for the
purpose
Consider:
1.
What does the recipient hope to achieve by the disclosure? (That is, what
is the purpose of disclosing information?)
2.
What is the minimum amount of information you can share to achieve that
purpose?
3.
Who does the information need to be shared with?
5.21.4 Authority to disclose information – consented and non-consented
disclosures including routine transfers of Personal Identifiable Data (PID)
Confidential personal or CCG information may only be disclosed with the proper
authority and must be protected against improper disclosure at all times.
Authority to disclose may be obtained from the patient/service user/staff member
or from the designated individual in the CCG.
Authority from the patient/service user/staff member
The patient/service user/staff member has given authorisation for the disclosure
of his/her information.
Appropriate authority from within the CCG
Disclosures of information that breach confidentiality should be authorised by the
Caldicott Guardian/Senior Information Risk Owner/Information Governance Lead
unless part of an authorised process such as safeguarding. (Advice can be
obtained from the Information Governance Lead). All non-consented disclosures
that fall outside of safeguarding or other local procedures should be reported to
the Caldicott Guardian via the Information Governance Lead.
All routine transfers of personal confidential information (PCD) must be
authorised by the Information Governance Lead. All services should provide an
up to date map of PCD flows to the Information Governance lead so that these
flows can be risk assessed. This is a requirement of good information risk
management and the Information Governance Toolkit.
5.21.5 Informing appropriate individuals that confidential information has been
disclosed
The patient/service user/staff member
1.

Even where there are grounds for disclosing confidential information
without consent it is good practice to ask permission to do so. However,
the patient/service user/staff member should not be asked for permission
to release information or told that information about them has been
disclosed without their consent if it would prejudice the investigation of a
crime or would put any individual at risk of harm. Not asking permission
will be an exceptional event.
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2.

3.

Where a patient/service user/staff member has disclosed information that
you feel needs to be disclosed to a third party, it may be appropriate to
give the patient/staff member an opportunity to disclose this information
him/herself first. You should follow this up later, by an agreed date with
the individual, to ensure the information has been disclosed.
If it is decided that it is necessary to disclose information even though the
patient/service user/staff member has specifically withheld their consent, it
is good practice to inform him/her of your intention (unless to do so would
prejudice the investigation of a crime/result in harm – see point 1).

Other individuals within the CCG or in other organisations
1.

It is important to identify and inform any individuals who need to be made
aware that confidential patient/service user/staff member information has
been disclosed. This is particularly important where information has been
disclosed without consent.

5.21.6 Recording information about disclosures
All relevant information about disclosures must be recorded in the patient’s
notes/staff personal file or organisational folder.
This includes:
•
The name of the person and agency making the request
•
The method of the request (telephone, in writing, by fax etc.)
•
The purpose of the request
•
Whether information was disclosed or not
•
Who the information was disclosed to and by what method
•
Reasons for disclosure or non-disclosure
•
If there was consent to the disclosure or not (include reasons where
consent was not obtained)
•
Who has been informed of the disclosure
Disclosures that are reported to the Caldicott Guardian/Information Governance
Lead are recorded and held in a central log.

5.21.7 Informing appropriate individuals that confidential information has been
disclosed
The patient/service user/staff member
1.

2.

Even where there are grounds for disclosing confidential information
without consent it is good practice to ask permission to do so. However,
the patient/service user/staff member should not be asked for permission
to release information or told that information about them has been
disclosed without their consent if it would prejudice the investigation of a
crime or would put any individual at risk of harm. Not asking permission
will be an exceptional event.
Where a patient/service user/staff member has disclosed information that
you feel needs to be disclosed to a third party, it may be appropriate to
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3.

give the patient/staff member an opportunity to disclose this information
him/herself first. You should follow this up later, by an agreed date with
the individual, to ensure the information has been disclosed.
If it is decided that it is necessary to disclose information even though the
patient/service user/staff member has specifically withheld their consent, it
is good practice to inform him/her of your intention (unless to do so would
prejudice the investigation of a crime/result in harm – see point 1).

Other individuals within the CCG or in other organisations
1.

It is important to identify and inform any individuals who need to be made
aware that confidential patient/service user/staff member information has
been disclosed. This is particularly important where information has been
disclosed without consent.

5.21.8 Recording information about disclosures
All relevant information about disclosures must be recorded in the patient’s
notes/staff personal file or organisational folder.
This includes:
•
The name of the person and agency making the request
•
The method of the request (telephone, in writing, by fax etc.)
•
The purpose of the request
•
Whether information was disclosed or not
•
Who the information was disclosed to and by what method
•
Reasons for disclosure or non-disclosure
•
If there was consent to the disclosure or not (include reasons where
consent was not obtained)
•
Who has been informed of the disclosure
Disclosures that are reported to the Caldicott Guardian/Information Governance
Lead are recorded and held in a central log.
5.22

Appropriate methods of communicating ALL confidential information (including
safe haven procedures)
All routine flows of patient identifiable data should be mapped and a copy given to the
Information Governance Lead, on the service areas Information Asset Registers and
Information Asset Flow log. It is the responsibility of the Information Asset Owner to
ensure that the information flow is mapped and risk assessed at least annually.
The most appropriate method of communicating information will depend on a number
of factors including the sensitivity of the information, its destination and the urgency of
the request. Information should be transferred effectively, that is, it should reach its
destination in a timely manner, and securely. As a general rule, safe haven
procedures must be followed. That is, you should inform the intended recipient that
you will be sending them confidential information, you should agree on a secure
method of transfer and you should request acknowledgment of its receipt.
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5.22.1 By post
•
•
•
•

•
•

Ensure you have an up to date address for the intended recipient.
Confidential information should be addressed to a named individual or team and
marked ‘Private and confidential: for the addressee only’.
Confidential information sent in both the internal and external post should be in
sealed envelopes or packaging and must include the full postal address.
Depending on the sensitivity of the information and where it is being sent to,
information may be double or single wrapped and delivered by hand/ Royal Mail
Special Delivery/ normal post/ internal post. Confidential information must not be
transferred in a transit (internal mail) envelope whether it is sealed or unsealed.
Information sent through the internal post should contain the name of the service
and the full work base address.
Information sent/transferred on portable media such as a DVD, CD rom or USB
stick must be encrypted.

5.22.2 By fax
•

•
•
•

•
•
•

It may not be appropriate to fax very sensitive confidential information. Recent
advice to the NHS is not to transfer any personal confidential information by fax.
Use of faxes within the CCG should be eliminated wherever possible.
Where it is necessary to fax confidential information, it should be faxed to a safe
haven fax, where possible, using safe haven procedures.
A safe haven fax is one that is located in a separate office that has restricted
access.
Confidential information can be sent to faxes situated in open plan offices by
using safe haven procedures: The intended recipient should be telephoned and
informed that you are about to send them confidential information. The intended
recipient should wait by the fax machine and collect the fax immediately it
arrives. The recipient should telephone you to let you know it has arrived.
Always fax information to a named recipient or team.
Routinely used numbers should be pre-programmed into the fax machine.
Faxed information going astray is usually down to user error so it is important to
take care to enter the fax number accurately. If there is any doubt, a test fax can
be sent followed by the confidential fax using the redial button.

5.22.3 By telephone
When contacting service users or staff to discuss their personal issues, or health
professionals to discuss a service user by telephone you should take care not to
renewal he identity of the individual you are discussing to those within hearing range.
You must not disclose personal identifiable information inappropriately in telephone
conversations. The policy requirements are detailed as follows:
•
Telephone calls in which you need to discuss sensitive information relating to
service users or staff should be conducted in a private location to avoid being
overheard.
•
Ensure you know the identity of the caller before giving out information. (See
‘verifying identity’ above.) Do not leave confidential information on voicemail.
Ring the caller back before any disclosure is made having first checked the
phone number from a source other than the caller. Check with your line
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•

manager that the information can be provided before taking any action and do
not be bullied into divulging the information.
Avoid leaving messages on service users or staff telephone answer machines
that identify an individual. You may record which organization you are calling
from who you wish to contact and your name and contact details and ask them to
ring back.

5.22.4 By email
Email is an important means of communicating quickly and easily to support the
business needs of the organization. However, e-mail can be used inappropriately,
either deliberately or otherwise. Remember that any e-mail, sent or received, may have
to be disclosed in litigation or in an internal or external investigation or following an
access to records request or a request under the Freedom of Information Act.
The CCG e-mail system has been provided for business purposes and this should be
your main use of the service.
There may be circumstances under which it is necessary for a designated and
authorized person other than yourself to view the contents of your files and folders
within the e-mail system for example if you have a secretary or PA that organizes your
diary.
Staff contact details are provided in a Directory to support the business function of the
organization. These details are available to other members of staff in local NHS
organisations.
All data retrained within the service remains the property of the CCG.
5.22.4.1
•

•
•
•

General Responsibilities

You must not use the e-mail service to violate any laws or regulations of the
United Kingdom or other countries. Use of the service for illegal activity is usually
grounds for immediate dismissal and any illegal activity will be reported to the
police. Illegal activity includes, but is not limited to, sending or receiving material
related to pornography, terrorism, incitement to racial harassment, stalking and
sexual harassment and treason. Use of the service for illegal activity will result in
the immediate suspension of the account and will evoke disciplinary procedures
You must not attempt to interfere with the technical components, both hardware
and software, of the e-mail system in any way.
You will never be asked for your password. e.g., by phone or email by the IM&T
Service. Do not divulge this information to anyone, even if asked.
E-mail messages are increasingly becoming a source of the introduction of
computer virus infection which often sits within attached documents. The CCG email system is protected by anti-virus software although occasionally, a new virus
may not be immediately detected. If you are unsure of the source of an email or
attachment you should leave it unopened and inform the IT Helpdesk. You must
not introduce or forward any virus or any other computer programme that may
cause damage to NHS computers or systems. If you are found to be deliberately
responsible for introducing or forwarding a programme that causes any loss of
service, disciplinary procedures will be invoked.
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•

•

•
•

•
•

•

•
•
•

•

•

•

You must not use the e-mail service to disable or overload any computer system
or network. Where excessive account activity is detected your account could be
suspended without notice to safeguard the service for all other users
All communication you send through the CCGs e-mail system is assumed to be
official correspondence acting in your official capacity on behalf of the
organisation. Should you need to send communication of a personal nature you
must clearly state in the subject field that your message is a personal message
and not sent in your official capacity.
You must familiarise yourself with the CCG Information Security and
Management Policy which includes important policy statements.
If you are accessing your e-mail account remotely you must not provide access
to any other person. You must log out of the system when away from the
computer during remote access sessions. You should not use the CCG e-mail
system in public areas where the content of business e-mails may be visible to
members of the public.
You should not send business information via e-mails to or from personal web
based accounts such as hot mail.
You must not attempt to disguise your identity or your sending address, or send
e-mails via another users account under the pretense that you are the account
holder.
You must not send any material by email that could cause distress or offence to
another user. You must not send any material that is obscene, sexually explicit or
pornographic. If you need to transmit explicit material for a valid clinical reason,
then you must obtain express permission from the Caldicott Guardian.
You must not use the CCG e-mail service to harass other users, members of the
public or groups by sending persistent emails to individuals or distribution lists.
You must not forward chain emails or other frivolous material to individuals or
distribution lists.
It is your responsibility to check that you are sending email to the correct
recipient, as there may be more than one person with the same name using the
service. Always check that you have the correct email address for the person you
wish to send to - this can be done by checking their entry in the e-mail Directory
or telephoning the intended recipient to confirm the e-mail address.
Email is admissible as evidence in a court of law and messages can be classified
as legal documents. Internal emails may also need to be disclosed under the
Freedom of Information Act 2000 and the Data Protection Act 1988. Emails
should be treated like any other communication and care should be taken to
ensure that content is accurate and the tone is appropriate.
The CCG e-mail system supports the secure exchange of information and is not
designed as a document management system. Documents or emails that are
required for retention/compliance purposes should be stored on the secure CCG
network.
The CCG is entitled to seek access to the contents of your mailbox,
sent/received messages or other audit data as required, to support information
governance processes and without your prior consent. Such requests are strictly
regulated with the process detailed in the CCG Information Security and
Management Policy.

5.22.4.2
•

Responsibilities when using the e-mail Directory:

It is your responsibility to make sure that your details in the CCG Directory are
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correct and up to date. Inform the helpdesk if you have changed your job role
telephone number, e-mail address or organisation.
You must not use the e-mail directory to identify individuals or groups of
individuals to target for commercial gain, either on your own behalf or that of a
third party.

•

E-mail and exchanges of person identifiable sensitive information
•

You must never send person identifiable or sensitive information to or from your
liverpoolccg.nhs.uk e-mail account.
Exchanges of person identifiable or sensitive information by e-mail should be
approved by the CCG Caldicott Guardian and should only be conducted by
NHSmail (nhs.net) or Secure Encrypted e-mail.
You should contact the IT Helpdesk for information on how to set up an nhs.net
account or utilise Encrypted e-mail.
NHS mail may be used to transfer person identifiable or sensitive information to
other secure e-mail addresses such as:
NHSmail addresses (i.e. from an '*.nhs.net' account to an '*.nhs.net' account),
Government secure email domains (between *.nhs.net and *.gsi.gov.uk,
*.gse.gov.uk and *.gsx.gov.uk),
Police National Network/Criminal Justice Services secure email domains
(between *.nhs.net and *.pnn.police.uk, *.scn.gov.uk, *.cjsm.net),
Ministry of Defense secure email domains (*.nhs.net and *.mod.uk),
Local Government/Social Services secure email domains (*.nhs.net and
*.gcsx.gov.uk).
Exchanges of person identifiable or sensitive information must adhere to the
following guidelines:

•

•
•
•
•
•
•
•
•

You should make sure that any exchange of sensitive information is part of an agreed
process. This means that those sending and receiving the information know what is to
be sent, what it is for and have agreed how the information will be secured and used
prior to, during and after the exchange.
•

Caldicott and Information Governance principles should apply whenever sensitive
information is exchanged.

•

As with printed information, care should be taken that sensitive or personal
information sent or received by secure /encrypted e-mail is not saved anywhere that
it can be accessed by other people, e.g. on a personal computer without password
protection.

•

When you are sending sensitive information you should always request a delivery
and read receipt so that you can be sure the information has been received safely.

•

You must not hold sensitive or personal data in your calendar if your calendar may
be accessed by other people.

•

Where personal identifiable information is visible to other people it is your
responsibility to make sure that those people have a valid relationship with the
person
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•

You must always be sure that you have the correct contact details for the person
that you are sending the information to. If in doubt you should check the contact
details in the CCG Directory or by a telephone call phone to the intended recipient.

•

If it is likely that you may be sent personal and/or sensitive information you must
make sure that the data is protected when received. You should only access your email account from secure, encrypted devices which are password protected and
unattended devices must be locked to ensure that data is protected in the event of
the device being lost or stolen.

•

Remember that personal information is accessible to the data subject i.e. the
individual who is the subject of the information, under Data Protection legislation.

5.22.4.3

Security and management of SMS/Text messages

SMS/text messaging technologies are readily accessible and easy to use and send.
The CCG understand that there may be instances were such messaging systems may
be considered for use within the organisation. The CCG recognises that there are legal
obligations and potential dangers in the unmonitored use of such technology.
Use of SMS and text messaging to contact service users/the public must be approved
by the CCG before implementation. Messages stored on NHS owned systems are
governed and must comply with legislation. Department of Health guidance
recommends that:
Services wishing to utilise SMS/text messaging solutions to contact the public must
produce comprehensive plans for deployment, which include risk assessment and detail
how compliance with legislation will be achieved. Services who propose utilising
contracted SMS services must provide assurance that the Contractors security and
confidentiality arrangements meet required standards. Plans must be taken to the
Information Governance Steering Group for consideration.
•

Ensure the consent of participating service user/member of the public is obtained
before messages are sent, and that they are able to opt out of SMS
arrangements at any point.
Staff implementing approved SMS/text messaging services must have completed
Information Governance training, be fully aware of best practice, personal
accountability and professional codes of practice.
Staff must not send SMS/text messages that may embarrass or cause distress to
the recipient.
To avoid misinterpretation users should not use ‘text speak’, abbreviations or
acronyms in messages to the public.
Staff should apply and manage appropriate message retention periods to
SMD/text messages.
Confidential or sensitive information must not be sent by SMS text message.

•

•
•
•
•
5.23

Security, management and acceptable use of the Internet
This Section explains the CCG policy on acceptable use of the Internet. It is your
responsibility to ensure that you understand and comply with this policy. It ensures that:
• You understand your responsibilities and what constitutes abuse of the service
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•
•

Computers and person identifiable or sensitive data are not put at risk
The CCG limits personal use of the Intranet to prior to your working day beginning,
your lunch break, and after your working day has ended.

Individuals who have access to the CCGs Internet facilities should ensure they are
familiar with and adhere to the following policy standards and good practice guidelines
at all times.
•

•
•
•
•
•
•
•

•
•
•

•
•

5.24

You must not attempt to access, view, download or save any defamatory, offensive,
obscene or indecent messages, images, data or other material such as, but not
limited to, images of nudity, racist or sexist material, violent images, incitement to
criminal behavior etc.
Users must not download any material that will infringe the copyright of another
person or company.
You must not download games software or licensed/unlicensed software from the
internet
User must not bypass or attempt to bypass the web filtering software in a manner
that is incompatible with Trust policy or by illegitimate methods.
Users should not utilise the CCG Internet access to promote or conduct personal or
third party commercial/ business activities.
Staff must not use network passwords on Internet sites.
You should not download very large files that might affect the responsiveness of the
system for others.
The CCG recognises that Internet facilities such as Facebook, MySpace, and Twitter
etc. may be used by staff in their private and social lives. To protect the CCGs
reputation and prevent damage to staff and service users the following guidelines
must be met in the use of such accounts
Personal Facebook, MySpace, Twitter accounts must not be accessed during the
working day on CCG computer equipment.
Information relating to the business of the CCG, its staff and its service users must
not be disclosed in a manner that may breach confidentiality, be defamatory or bring
the reputation of the Trust into disrepute
Photographs taken within CCG premises must not be published on the Internet
without the explicit consent of the CCG. Photographic images of staff or service
users must not be posted on Internet sites without their explicit consent. The content
of photographic images must not contravene decency nor be defamatory in content.
Information must not be posted on social networking sites that would be considered
harassment, bullying, or victimisation or would slander CCG staff.
Confidential information should not be shared by e-mail unless it is part of a work
flow process agreed and authorised by the Information Governance Lead. Only
encrypted transfers are permitted. Using [secure] in the subject field of all emails
containing confidential information is mandatory and ensures emails are encrypted.
The email policy contains further detailed guidance. Safe haven email procedures
should be followed for particularly sensitive information.
Safe Havens and Safe Haven Procedures
Safe havens and safe haven procedures are associated with the secure transfer of
patient information. There are two types: Local Safe Havens and Traditional Safe
Havens, both of which are there to protect the security and confidentiality of
information:
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•

Local Safe Havens and their associated processes relates to the storage and use
of confidential. A Local Safe Haven incorporates the secure storage of information
(for example, in a locked filing cabinet or in an electronically held folder or database
where access is restricted and managed by the Information Asset Owner. Local
Safe Haven processes enable the CCG to control access to this information and
ensure its use is authorised for approved purposes.

•

Traditional Safe Havens and safe haven procedures refer to the secure transfer of
patient identifiable information for operational purposes that are related to the direct
health and social care of patients. For example, referrals for services. Historically
relating to faxed information for invoicing, safe haven procedures should be used
when transferring confidential information by whatever method unless there is a
documented exception.

•

All ad hoc transfers must use safe haven procedures without exception. Safe
haven procedures include informing the intended recipient that information is going
to be transferred, checking the address (email or fax number) of the intended
recipient and requesting confirmation that it has been received.

•

The sender should contact the intended recipient prior to sending the information to
ensure it will be received in a timely manner, for example, to check the recipient is
not on leave.

•

Where email is used, the sender should check if any proxy access has been given
to the account and whether it is appropriate to send the information in such
circumstances. The sender should inform the recipient why the information is being
sent and check that the information will be managed appropriately, for example,
where email is used, that it will be deleted from the email system.

•

A system for confirming receipt of the information should be put in place. This may
be a direct request for confirmation from the recipient or a ‘by exception’ process
where regular transfers of information are involved. That is, information is sent on a
particular date and the intended recipient informs the sender if information is not
received when expected. Non-receipt of information should be followed up and
reported as incidents.

Information Security
5.25

Use of Portable Devices
•
•

•

Portable devices must be used in line with CCG Policy.
Only portable devices that have been provided by or authorised for use by the IT
Department may be used for work purposes. This includes, but is not limited to
laptops, tablets (e.g. iPads), USB sticks, digital dictation machines and
smartphones and covers the use of both confidential and non-confidential
information such as PowerPoint presentations.
All portable devices must be protected by appropriate security. Portable devices
such as laptops, tablets (for example, iPads), dictation machines smartphones and
USB sticks must be encrypted and, where appropriate, have up to date anti-virus
software.
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•

•
•
•
•

•
•
•
•
•

•
•
•
•
•
•
•
•
•
•

5.26

Confidential information must not be held on portable/mobile devices such as
laptops, iPads, memory sticks, mobile phones or PDAs without the prior approval of
line management and, where appropriate, the SIRO. It must not be held on
personally-owned portable devices.
Confidential information must be encrypted if held on a portable device such as a
CD/DVD.
Personal USB sticks should not be used on work equipment.
Portable devices used to access NHS mail must be encrypted and have the
capacity, and be configured, to allow remote wiping.
Removable storage devices (including CDs, DVDs and flash drives) containing
software or data from external sources, or that have been used in external
equipment, must be fully virus checked before being used on CCG equipment and
must be protected by proper security. (Ask the IT Service Desk for advice).
Portable devices may be used to transport information or to enable information to
be worked on remotely.
Working on confidential information from home requires prior authorisation from
your line manager.
All information, confidential or otherwise, must only be transferred using encrypted
portable media.
Portable devices should only be used to transport confidential or sensitive
information when other more secure methods are not available.
Removable portable devices should not be used as permanent storage devices.
They are a means for transferring data and are not intended to be used for longterm storage nor are they an adequate back up device. The CCG’s network
provides all users with the facilities to save information securely in folders that are
backed-up on a daily basis.
Always transfer information back to its normal storage area as soon as possible.
Failure to do this may result in problems with the version control or the loss of
information if the portable device is lost or corrupted.
Always remove information from portable media after it is no longer needed.
In the event of loss, theft or damage to your portable device you should contact the
IT Service Desk as soon as possible.
You must ensure that any suspected or actual breaches of security are reported via
the CCG incident reporting procedures and to the Information Governance Lead
directly or via the IT Service Desk.
Personally owned devices must not be directly connected to the CCG’s internal
network.
Directly connected means either by wire (network cable) or Wi-Fi.
The network means the library and personal drives on the server or intranet.
Personally owned means devices that are not provided by the CCG. (Procedures
are in place for connecting the devices of staff who work for 3rd party organisations
– Ask the IT Service Desk)
Devices include home personal computers, laptops, notebooks (for example,
iPads), media players (such as iPods) and smart phones.
Limited access Wi-Fi networks are available for staff with personally-owned devices
and visitors. (Contact the IT Service Desk for help).

Information Security
Personal information should be held, used and shared securely and confidentially and
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in line with CCG policies and procedures including the Information Security Policy.
See guidance below:
5.26.1 Confidentiality in public places
•
•
•
•
•
•

•

Be aware of the difficulties of maintaining confidentiality in open plan offices.
Do not discuss confidential information in public areas where it may be
overheard, for example:
In corridors
In reception areas
When using mobile phones
Do not record confidential information where it may be accessed by
unauthorised people – for example, on post it notes, systems that are not
protected by proper security, notice boards, card systems that are not locked
away etc.
Do not work on confidential information in public places such as trains or
coffee shops.

5.26.2 Access to information
•
•
•
•
•
•
•
•

Do not browse electronic systems or records.
Do not access information which you do not have a need to know.
Save all information (confidential and non-confidential) on a secure server
where available.
Ensure confidential information stored in a shared drive is accessible only to
those with a need to know.
Consider how PC screens are positioned. Can confidential information be
seen by anyone who does not have a need to know?
Do not leave confidential information unattended, for example, do not leave
information out on your desk or leave your desk when you are logged onto
information systems.
Lock your PC even when you are away from your desk for short periods such
as to make a cup of tea or take a comfort break (Press the “Windows” key
and ‘L’ simultaneously).
Share information on a need to know basis

5.26.3 Information security
•
•

•
•
•
•

Lock information away when not in use.
Confidential information not stored on a server, for example, information held
on a PC or laptop hard drive must be encrypted and must be backed up
regularly, kept in a secure place and transferred to a server at the earliest
opportunity.
Portable devices should not be used to store personal confidential data
without prior notification to the Information Governance lead in accordance
with CCG policy.
Do not install unauthorised software onto your PC laptop or smartphone.
Make sure your anti-virus software is up to date.
Virus check flash drives before introducing them onto your PC.
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5.26.4 Passwords
Use passwords to access electronic systems in line with CCG policy, for
example, in deciding what the password should be, how often it is changed, not
sharing passwords, locking workstations, password protecting documents etc. In
particular:
•
•
•
•
•
•
•

5.27

Do not share passwords or smartcards with others
Change your password at regular intervals
Do no re-use old passwords
Do not write your passwords down in a way that would allow another to
access it/ use it to access your account
Avoid using short passwords or using names or words that are associated
with you, for example, children’s or pet’s names
Use a combination of numbers, letters (upper and lower case) and characters
Do not allow others to use your smart card or share the pin number with
anyone

Clear desk / and clear screen policy
The CCG operates a clear desk and clear screen policy which can be found on LCCG
intranet site.
Personal identifiable or sensitive information relating to staff, service users or business
sensitive information should not be retained on desks or displayed on unattended
computer screens.
Personal identifiable or sensitive information in manual format or paper records must
be locked away or secured when staff are away from desks, and especially at the end
of the working day.
Personal computers and terminals should not be left logged on when unattended. Staff
should ensure that they log off or log out of terminals before leaving the desk during
the working day and terminals should be shut down at the end of the working day.
Automatic timeout sessions will ensure that computers become inactive after a
designated period of time, however, it is the responsibility of staff to log out to avoid
any inappropriate access or viewing.

5.28 Whiteboards acceptable use
Staff should ensure that whiteboards are cleared of person or sensitive information
and business sensitive information when leaving a meeting room/office.
Whiteboards should not contain person identifiable or business sensitive information in
public areas.
5.29 Transportation of person/sensitive or business sensitive information
Staff should ensure that any loose papers or notes from meetings are secured in transit.
This applies to transit between CCG premises and external organisations.
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Meeting agendas/minute/papers and notes should be placed into confidential waste
bins for disposal.
Staff who may attend meetings with health professionals where personal/sensitive
information is provided and discussed should ensure that they do not inappropriately
remove and transport the information.
Staff required and approved to transfer personal sensitive information external to the
CCG premises between places of work/meetings should ensure that it is secured in the
boot of the car.
Extra care should be taken when transferring documents files and folders outside of the
CCG premises in difficult climatic conditions.
Person identifiable/sensitive information should not be transferred on public transport
unless absolutely unavoidable. Where this is absolutely necessary the information
should be secured in a locked bag which should be secured by the transporter and
should never be left unattended or behind on the vehicle.
5.30

Working from home
Remote working/homeworking can bring advantages to both the employee and the
Trust, however it is essential that such working does not jeopardise the confidentiality,
integrity and security of information.
•
•

•

•
•
•
•
•
•

Remote and home working must be authorised by Line Managers through the IM&T
service.
Staff who are authorised to work from home or through remote access must ensure
that the security of CCG networks and the confidentiality of the information they
contain is protected at all times. Confidential CCG information should not be placed
on personally-owned equipment such as PCs, laptops, USB sticks, DVDs
Confidential information must not be placed on CCG provided portable media such
as USB sticks and DVDs unless they are encrypted and the use has been
authorised by line management.
Laptops, tablets etc. must be kept physically secure in both onsite and offsite
locations.
Equipment should be secured in a locked cupboard or draw overnight or when not in
use, in the home environment.
Staff must not provide access to CCG Laptops, Tablets etc. to family members or
other unauthorised individuals.
Laptops, Tablets etc., when not in use in the workplace should be secured in locked
cupboards or cabinets.
Person identifiable or sensitive information must not be transferred to equipment that
is not owned or managed by the CCG.
Backup and continuity procedures must be in place to ensure information is not lost.

Using data for secondary uses
5.31

Rules regarding the use of patient identifiable information for non- direct care
(secondary purposes)
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•

The Health and Social Care Act 2012 has introduced new restrictions on
secondary use of identifiable data, national guidance and policy is evolving.
• It is NHS policy and a legal requirement that person identifiable data can only
be used for purposes not involving direct health care (that is, for secondary
purposes) where there is a legal reason to do so. Legal reasons include
patient consent or approval from the under section 251 of the NHS Act 2006.
• If you are currently using patient identifiable data for the purposes of nondirect care, or you think you need to use patient data for non-direct care work,
you must contact the Information Governance Lead for advice on what is now
permissible.
Freedom of Information Act
5.32

Freedom of Information Act, Environmental Information Regulations and
requests for information
Under the Freedom of Information Act 2000 (FOI), individuals can write (including by
fax or email) and request access to any information public bodies hold. Under the
Environmental Information Regulations 2004 (EIR), requests to public bodies for
environmental information do not have to be made in writing. The CCG is subject to
FOI or EIR so staff need to know how to recognise and handle such requests.
Public bodies are legally obliged to provide a response to a FOI request, including any
disclosable information, within 20 working days. All requests for information that
reference FOI and EIR should be sent to the FOI administrator for logging. The FOI
administrator will ensure the request is passed to the correct department and/or coordinate the response. If you receive a request or you are asked to respond to a
request, you must deal with it in a timely manner to ensure the organisation is able to
gather information and approve the request in compliance with the legal timeframe.
Information may be withheld if it falls within one of the specified exemptions in the FOI
Act (known as exceptions in the Regulations). This includes information that is
confidential relating to the CCG, a partner organisation or an individual or if it would
prejudice anyone’s commercial interests. If the CCG withholds information, the
applicant must be provided with an explanation (known as a refusal notice). That is,
ALL applicants must receive a response regardless of whether they are provided with
any information or not.
Applicants do not have to state that they are making the request under FOI or EIR so
theoretically any request for information may be a request under either of these pieces
of legislation. To avoid being overly bureaucratic only certain requests should be dealt
with under FOI or EIR. The process for dealing with requests for information is:
• Respond to routine requests as normal in a timely manner
• FOI or EIR requests should be sent to the FOI administrator.
• A request that falls under the CCG FOI or EIR process is one which:
o Specifically refers to Freedom of Information or Environmental Regulations
o Requires a Co-ordinated response
o Is Complex and will take a significant amount of time or effort to compile a
response (this enables us to monitor the amount of time that FOI and EIR
requests are taking)
o Is Contentious (for example, the response may be about a sensitive issue in
the news, you think the information may be exempt from disclosure)
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•
•

•

Deal with all requests for information promptly: Legislation requires that responses
are sent to the applicant within 20 working days
If you are asked to respond to a FOI or EIR request and think an exemption or
exception may apply, you should contact the CCG’s FOI Administrator for
guidance. All exemptions or exceptions are applied by the Head of Governance
and Assurance.
A request from an individual for information that the CCG holds about the applicant
which references the Freedom of Information Act (FOI) will be exempt under FOI
but should be dealt with under the Data Protection Act/ GDPR and a response
given
within
one
month.
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2018/19 AUDIT RISK AND SCRUTINY COMMITTEE ANNUAL
REPORT TO THE GOVERNING BODY

1.

PURPOSE
This report gives a summary of the work undertaken by the Audit
Risk and Scrutiny Committee in the period 1 April 2018 to 31 March
2019.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Note the 2018/19 Audit Risk and Scrutiny Committee Annual
Report to the Governing Body.

3.

BACKGROUND
Under the Constitution ARSC has delegated responsibility to
provide the Governing Body with an independent and objective
view of the CCG’s financial systems, financial information and
compliance with laws, regulations and directions governing the
CCG in so far as they relate to finance. ARSC also has a role to
scrutinise internal decision making within the CCG.
The Committee annual report is presented to the GB to provide
assurance that the Committee has discharged its functions
effectively.

4.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers) – Not Applicable
4.1 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.
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4.2 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.
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:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
4.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

5.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Scrutiny by ARSC ensures sound financial processes, procedures
and decision making.

6.

CONCLUSION
The Governing Body is asked to note 2018/19 Audit Risk and
Scrutiny Committee Annual Report.
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Audit Risk and Scrutiny Committee
2018/19 Annual Report to the Governing Body
1. Introduction
The Audit Risk and Scrutiny Committee critically reviews the Clinical
Commissioning Group’s (CCG) financial reporting, risk and internal control
procedures and ensures an appropriate relationship with both internal and
external auditors. The Committee is established in accordance with Liverpool
CCG’s Constitution and holds responsibilities relevant to the scheme of
delegation as outlined in the Terms of Reference.
2. Membership and attendance
The Committee consists of three lay members of the Governing Body and two
clinical Governing Body members. It is chaired by the Lay Member for Audit.
During the 2018/19 financial year membership of the committee comprised:
Lay Member Audit
Lay Member Governance
Lay member Patient and Public Involvement
Secondary Care Doctor
(resigned from Governing Body January 2019)
Governing Body GP
Governing Body GP
(from January 2019)

Sally Houghton
Helen Dearden
Ken Perry
Donal O’Donoghue
Stephen Sutcliffe
Janet Bliss

Attendees routinely include the Chief Finance and Contracting Officer, Director of
Operations and representatives from External Audit, Internal Audit and Counter
Fraud teams.
During the period 1 April 2018 to 31 March 2019 the Committee met on five
occasions and each meeting was quorate. Due to other commitments the
Secondary Care Doctor, Donal O’Donoghue resigned from the Governing Body in
January 2019 and was replaced on the Committee by Janet Bliss, GP and
Clinical Vice-Chair.
Committee member

Attendance

Sally Houghton (Chair)

5/5

Helen Dearden

5/5

Ken Perry

3/5

Donal O’Donoghue

3/4

Stephen Sutcliffe

4/5

Janet Bliss

0/1
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3. Programme of work
The Committee has an annual work plan based on best practice guidelines from
the NHS Audit Committee Handbook published by the Healthcare Financial
Management Association (HFMA). The work plan ensures that the Committee
covers all areas of work in order to fulfil its responsibilities under the agreed
Terms of Reference and properly discharge those duties delegated to it by the
Governing Body. The work plan is attached to this report. The work plan shows
the range and scope of the work of the Committee.
4. Internal audit
Internal audit services are provided by Mersey Internal Audit Agency (MIAA)
hosted by Royal Liverpool & Broadgreen University Hospital Trust. MIAA present
an annual plan of work, the plan for 2018/19 was approved in April 2018. Some
internal audit work is mandated by NHS England; each annual plan must include
a review of the data protection toolkit, conflicts of interest and, since August 2018
a review of arrangements for primary medical care commissioning and
contracting. Every year work must be done on core financial controls and the
assurance framework; the results of this work inform the annual Governance
Statement which is included in the Annual Report and Accounts. In addition to
these mandatory or otherwise required reviews internal audit present a plan of
work based on an assessment of the risks facing the CCG. Management, ARSC
or Governing Body may also suggest areas of concern for review by internal
audit. Amendments to the internal audit plan were agreed in July and September
2018. The change in September 2018 was necessary due the additional work
required on primary medical care commissioning and contracting.
The following areas were reviewed in 2018/19.
Audit assignment

Status

Assurance

Assurance framework

Fieldwork March

TBC

Governing Body reporting

Report issued

Moderate

Conflicts of interest

Fieldwork complete

TBC

Primary Medical Care Commissioning and Fieldwork in progress
Contracting: Governance

TBC

Contracting and arrangements with
clinical leads

Fieldwork in progress

TBC

Healthcare associated infections

Report issued

Moderate

Core financial systems

Reports issued

High

Data quality / KPIs

Report issued

Substantial

Remuneration review: key themes

Fieldwork in progress

TBC

Data protection and security toolkit

Draft report issued

TBC
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ARSC self-assessment

Work complete

N/A

The Governing Body will be updated on the assurance opinion on the work in
progress at the May meeting prior to the acceptance of the Annual Report and
Accounts. In addition to the work above MIAA regularly review progress made
against recommendations made in previous reports. During 2018/19 good
progress was made in clearing outstanding recommendations.
In order to inform the annual Governance Statement NHS England requires a
Head of Internal Audit Opinion statement. This is based on an objective
assessment of the CCG framework of governance, risk management and internal
control. The 2018/19 audit opinion will be issued in April and reported to the May
Governing Body prior to the acceptance of the Annual Report and Accounts.
5. Counter-fraud
During 2018/19 MIAA provided Counter Fraud services to the CCG. The MIAA
counter-fraud specialist provided services in line with work plan approved in April
2018. The plan was in accordance with the requirements of the NHS Counter
Fraud Authority (NHS CFA).
In March 2018 MIAA carried out a staff survey to assess CCG staff awareness of
counter-fraud measures. The results of the survey were disappointing with a very
low response rate of 36%, a lower rate than in previous years. As a result of the
survey the Committee recommended that the counter-fraud training provided on
the NHS ESR platform be made part of the mandatory training requirement for all
staff.
In March 2019 MIAA will carry out the annual self –review exercise required by
NHS CFA. The results of the exercise will be reported to the May Governing
Body prior to the acceptance of the Annual Report and Accounts.
6. External audit
Grant Thornton UK LLP was appointed as external auditor in 2017. Their
statutory responsibilities and powers are as set out in the National Audit Office
Code of Audit Practice.
The primary role of the external auditor is to provide assurance that the accounts
are prepared in accordance with statutory and other requirements, that proper
practices have been observed in the compilation of the accounts and that the
CCG has proper arrangements for securing economy, efficiency and
effectiveness on the use of its resources (the VFM opinion).
Throughout 2018/19 the Committee received regular updates from Grant
Thornton regarding their work, together with highlighted technical releases. The
2018/19 external audit plan was presented to the Committee at its meeting on 26
February 2019. This outlined the timetable, process and key risks to be
addressed during the audit. The April meeting of the Committee will receive a
report on the progress on and any initial findings from the audit of the 2018/19
financial statements. The Committee will meet on 21 May 2019 to consider the
final report prior to this being presented to the May meeting of the Governing
Body which approves the Annual Report and Accounts.
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The External Audit fee in 2018/19 is £54,256 excluding VAT. Grant Thornton
undertook no additional audit or other work for the CCG.
7. GBAF and risk management
During 2018/19 the Committee reviewed and approved the revised Risk
Management and Assurance Strategy. The December meeting undertook a
comprehensive review of the Corporate Risk Register (CRR).
Outside of meetings Committee members have worked with CCG officers to
improve and refine the format and content of the Governing Body Assurance
Framework (GBAF) and the CRR. The revised GBAF and CRR were presented
to the January 2019 Governing Body meeting.
8. Other sources of assurance
In year the Committee continually reviewed and challenged the assurance
process as appropriate and requested and received assurance reports from the
CCG’s management and various other sources both internally and externally.
The Committee received assurances on progress towards compliance with the
General Data Protection Regulations and on data protection. The Committee has
reviewed changes to Standing Orders, Standing Financial Instructions, Prime
Financial Policies and Accounting Policies. The Committee received a selfassessment report on the risks and controls around financial management.
In 2018/19, for the first time the Committee requested reports from other
committees. This will enable the Committee to assess and monitor the work of
other committees and ensure that all areas of governance are covered.
9. Committee self-assessment and training
In 2018/19 the Committee received presentations from the internal and external
auditors on the role of the audit committee and auditors; the Committee Chair has
attended training events and workshops hosted by MIAA, NHS England and the
HFMA North-West Skills Development Network.
In November 2018 the Committee undertook a self-assessment exercise
facilitated by MIAA. All Committee members completed, independently and
anonymously, two self-assessment checklists taken from the HFMA NHS Audit
Committee Handbook. The results of the exercise showed that in general the
Committee acted in accordance with best practice but did highlight some areas
where there is a development need. The Committee are reviewing the results of
the self-assessment and will be drawing up an action plan for 2019/20.
10. Conclusion
The Committee is confident that the work carried out this year has added to the
strength of governance and assurance across the organisation and that it has
discharged its responsibilities under the Audit, Risk and Scrutiny Committee’s
terms of reference.
The Committee is assured that its work has informed and supported the
preparation and content of the annual Governance Statement and is confident
that the Governing Body can advise the Accountable Officer to sign the
statement.
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Members of the Committee would like to express thanks to Grant Thornton and
MIAA for their advice and support during the year and to CCG officers for their
hard work and support. Of particular note is the work done to improve the risk
management processes and procedures.
The Governing Body is asked to take assurance from the Committee with regard
to the discharge of their delegated responsibilities.
Sally Houghton
Chair, Audit Risk and Scrutiny Committee
March 2019
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NHS LIVERPOOL CCG
Audit, Risk and Scrutiny Committee Agenda and Timetable/Workplan

Agenda item/issue
Updates (Other activities)
Review and agree annual Audit,
risk and Scrutiny Committee work
plan
Self-assess
the
Committee’s
effectiveness.
Review the Committee’s Terms of
Reference.
Produce the Annual Audit Risk,
and Scrutiny Committee report.
Private discussions with internal
and external auditors and counter
fraud specialists.
Briefing/update sessions.
Review of Audit Recommendations
Register of Interests Updates.
Gifts and Hospitality Register.
NHS Counter Fraud Authority
Circulars
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1
Feb

2
April

3
July

4
Sept

5
Dec

X

X
X

X

X
X

X
X
X
X

X
X
X
X
X

X
X
X
X
X

X
X
X
X

X
X
X
X
X

Accountable
Committee

Officer

to

attend

Agenda item/issue
Performance (Financial Focus)
Review final annual report and
accounts timetable and plans and
any
changes
to
accounting
policies.
Review
annual
report
and
accounts progress.
Review Draft audited annual
accounts and financial statements
(Including the External Audit
Opinion).
 Receipt of the “External
Auditor’s report to those
charged with governance” will
be presented with the final
Annual Report and Accounts
as the 24 May 2019
Governing Body meeting
Review Risks and controls around
financial management.
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X
1
Feb

2
April

3
July

4
Sept

X

X

X

X

X

X

5
Dec

Review changes to standing
orders,
standing
financial
instructions
Review Losses and Special
payments.
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X

X

X

X

X

X

Agenda item/issue
Performance (Internal Audit)
Review and approve annual internal
audit plan.
Receive the Internal Audit Charter
Annual review by the Committee of
the effectiveness of Internal Audit.
Review of internal audit progress
reports.
Receive annual internal audit report
and associated opinions.
Performance (External Audit)
Agree External Audit plan.
Annual Review by the Committee of
the effectiveness of External Audit.
Review External Audit progress
reports.
 Receive the external auditor’s
report to those charged with
governance at 24 May 2019
Governing Body meeting.
Receive / consider the external
auditor’s Annual Audit Letter.
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1
Feb

2
April

3
July

4
Sept

5
Dec

X

X

X

X

X

X

X
X
X
X
X

X
X
X

X

Agenda item/issue
Performance (Anti-Fraud and
Security)
Review and approve the annual work
plan for anti-fraud and security
activity.
Review the anti-fraud progress
reports.
Review the organisation’s annual selfreview
against
NHS
Protect’s
standards.
Review the effectiveness of those
carrying out counter fraud and
security activity.
Receive the annual report on counter
fraud and security activity.
Strategy and Commissioning
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1
Feb

2
April

3
July

4
Sept

X

X

X
X

X

X

5
Dec

Agenda item/issue
Governance
Review the assurance framework.
Review the risk management
system / GBAF.
Full review of the Corporate Risk
Register.
Review inter-relationships of other
Committees (once per year) – GB
Sub-Committee Annual Reports.
Review draft annual governance
statement.
Receive
other
sources
of
assurance.
Review the annual report and
accounts.
Review the
whistle
blowing
arrangements.
Review other reports and policies
as appropriate – for example
changes to standing orders.
Approach to Internal Audit
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1
Feb

2
April

4
July

5
Sept

6
Dec

X
X

X
X

X

X

X

X

X

X

X

X

X

X
X
X

X

X

X

Receive Assurance from the IG
Steering Group:
• Data Security and Protection
Toolkit (DSPT)
• Cyber Security update
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X
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Report no: GB 21-19
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH MARCH 2019
Title of Report

Feedback from Committees

Lead Governor

Dr Fiona Lemmens, Chair

Senior Management
Team Lead

Jan Ledward – Chief Officer
Jane Lunt - Director of Quality, Outcomes &
Improvement/Chief Nurse
Mark Bakewell – Chief Finance & Contracting Officer
Carole Hill – Director of Strategy, Communications &
Integration
Jan Ledward – Chief Officer
Jane Lunt - Director of Quality, Outcomes &
Improvement/Chief Nurse
Mark Bakewell – Chief Finance & Contracting Officer
Carole Hill – Director of Strategy, Communications &
Integration
Sally Houghton – Lay Member for Audit
The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions
agreed at the following committees:
 Finance Procurement & Contracting Committee
- 22nd January and 26th February 2019
 Quality Safety & Outcomes Committee – 5th
February and 5th March 2019
 Committees In Common – 8th February 2019
 Audit Risk & Scrutiny Committee – 26th February
2019
This will ensure that the Governing Body is fully
engaged with the work of committees, and reflects
sound governance and decision making arrangements
for the CCG.
That Liverpool CCG Governing Body:
 Considers the report and recommendations from the
committees.

Report Author(s)

Summary

Recommendation

Relevant Standards
or targets
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 22ND JANUARY 2019 AT 10AM
BOARDROOM, THE DEPARTMENT, LEWIS’S BUILDING
RENSHAW STREET L1 2SA
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
on 18th December 2018

Attached
All

1.3

Matters Arising

All

Part 2:
No items

Updates

Part 3:

Performance

3.1

Finance Update December 2018 – Month 09 18/19

Report no: FPCC 01-19
Mark Bakewell

3.2

Better Care Fund Q2 Performance Report

Report no: FPCC 02-19
Mark Bakewell

Part 4:

Strategy and Commissioning

4.1

Catheter and Stoma Prescription Services

4.2

Proposed Deep Dives schedule for FPCC Finance Report Verbal
& list of planning priorities
Mark Bakewell

Part 5:

Report no: FPCC 03-19
Gemma Melia

Governance

5.1

Information Governance – Standing Item
Information Governance Steering Group

Verbal
Mark Bakewell

5.2

Committee Effectiveness follow up/Annual Report for

Report no: FPCC 04-19
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Audit Risk & Scrutiny Committee preparation

Mark Bakewell

5.3

Finance, Contracting & Business Intelligence Risk
Register

Verbal
Mark Bakewell

6.

Date and time of next meeting:
Tuesday 26th February 2019 Room 2 at 10am, The Department, Lewis’s Building, L1
2SA.
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance Procurement &
Contracting Committee

Key issues:

Meeting Date: 22nd January 2019

Risks Identified:

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

1. Financial Monitoring of • As identified within committee 2018 – C078
Year to Date / Forecast
paper – potential impact of
Expenditure update as per
variation away from planned
M9 reporting (December)
expenditure levels and required
with regards to delivery of
delivery of Cash Releasing
NHS England Business
Efficiency
Saving
(CRES)
Rules including required
measures.
Cash Releasing Efficiency
Saving (CRES) measures
of £8.8m

2. Catheter and Stoma
Prescription Services
Procurement

• Risks
associated
with No
procurement approach in this
area. These have been partly
mitigated by learning taken from
‘LUAMS’ pilot
• No
financial
savings
are
necessarily expected from this
procurement

Chair: Gerry Gray

Mitigating Actions:

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

• Robust Procurement Process

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
Yes
2. Were any conflicts of interests identified or declared?
If yes please state the nature of the conflict and how it was
resolved. GPs/practice staff present had an in interest in item 4.1 Stoma/Catheter services as it affected services provided in
general practice. It was agreed that the GP/Practice viewpoint was helpful in arriving at a decision and they were not directly
conflicted so could remain and take part in the discussion and decision.
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 26TH FEBRUARY 2019 AT 10AM
MEETING 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 22nd January 2019

Attached
All

1.3

Matters Arising

All

Part 2:
No items

Updates

Part 3:

Performance

3.3

Finance Update January 2019 – Month 10 18/19

Part 4:

Report no: FPCC 05-19
Mark Bakewell

Strategy and Commissioning

4.3

2019/20 Financial Plan

Report no: FPCC 06-19
Mark Bakewell

4.4

Contract Update February 2019 - Month 9 2018/19

Report no: FPCC 07-19
Derek Rothwell

4.5

Merseyside Any Qualified Provider (‘AQP’) Contracts
(Audiology), expiry 31 March 2019

Report no: FPCC 08-19
Derek Rothwell

Part 5:

Governance

5.4

Information Governance – Standing Item
Information Governance Steering Group

Verbal
Mark Bakewell

5.5

Information Governance Policies

Report no: FPCC 09-19
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Mark Bakewell

5.6

Finance, Contracting & Business Intelligence Risk
Register

6.

Date and time of next meeting:

Report no: FPCC 10-19
Mark Bakewell

Tuesday 26th March 2019 Room 2 at 10am, The Department, Lewis’s Building, L1
2SA.
For Noting: Notes of Information Governance Steering Group 22nd January 2019.
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance Procurement &
Contracting Committee

Key issues:

Meeting Date: 26th February 2019

Risks Identified:

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

1. Financial Monitoring of • As identified within committee 2018 – C078
Year to Date / Forecast
paper – potential impact of
Expenditure update as per
variation away from planned
M10 reporting (January)
expenditure levels and required
with regards to delivery of
delivery of Cash Releasing
NHS England Business
Efficiency
Saving
(CRES)
Rules including required
measures.
Cash Releasing Efficiency
Saving (CRES) measures
of £8.8m

2. 2019/20 Financial Planning
Update with regards to
delivery of NHS England
Business Rules
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• Contract Performance under an
Activity
based
contract
mechanism for north Mersey
providers (rather than Acting as
One)
• Delivery of Cash Releasing
Efficiency Savings
• Increasing
pressures
on
continuing healthcare, jointly
funded packages of care,
prescribing

Chair: Gerry Gray

Mitigating Actions:

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

• Contract Negotiations currently taking
place. CCG preference is to further
develop previous Acting as One
approach with revised baselines.
• CRES plans currently being finalised,
but no unidentified gaps and at a
manageable level at circa 1.3%
(pending contract discussions as per
above)
• Senior Lead / Budget Holder sign off to
be agreed before start of financial year
and continued monitoring during the
course of the financial year.
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3. Extension of AQP Audiology • Pan
Mersey
collaborative
Contract until March 2020
procurement
approach
is
identified as preferred approach
and require extended timescales
to complete specification and
procurement activities
4. Information Governance
Policies

• Number of Policies approved on
the basis of minor updates
(Bring Your Own Device,
Subject Access Request) and
new policies (Pseudonymisation,
Privacy & Design) required
under
GDPR
and
Data
Protection Act 2018

• Extension Approved which enables
sufficient time to mitigate identified risks
and procure service on a robust basis.

• Approval of these IG policies ensures
that the CCG’s approach in this area
refects best practice and is in line with
up to date regulations such as General
Data Protection Regulation (GDPR)

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
No
2. Were any conflicts of interests identified or declared?
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 5TH FEBRUARY 2019 3PM TO 5PM
MEETING ROOMS 1 & 2 THE DEPARTMENT
AGENDA
Part 1: Introduction & Apologies
1.1

Welcome & Introductions

ALL

1.2

Declaration of Interests

ALL

1.3

Minutes and Actions from 4th December 2018

Chair

1.4

Matters Arising

Part 2: Updates
2.1

Chief Nurse’s Report

QSOC 01-19
Jane Lunt

2.2

Safeguarding Service Quarterly Report Quarter 2

QSOC 02-19
Helen Smith

Part 3: Strategy & Commissioning

3.1

Gram Negative Blood Stream Infection Improvement Plan QSOC 03-19
Update, January 2019
Barbara Harding

3.2

Engagement Update

Verbal
Ken Perry/Sarah Dewar

3.3

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

QSOC 04-19
Kerry Lloyd
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Part 4: Performance
4.1

Early Warning Dashboard

QSOC 05-19
Jan Lloyd

4.2

Serious Incident Overview, Quarter 3 2018/19

QSOC 06-19
Julia Burrows

Part 5: Governance
5.1

Risk Register

QSOC 07-19
Julia Burrows

5.2

NHS Liverpool Clinical Commissioning Group
Safeguarding Children & Adults Policy 2018

QSOC 08-19
Helen Smith

5.3

CCG responsibilities in relation to the new Multi-Agency
Safeguarding Arrangements for Children

QSOC 09-19
Esther Golby

6.

Any Other Business

Date & Time of next meeting
Scheduled for Tuesday 5th March 2019 3pm to 5pm Boardroom, The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality Safety & Outcomes (‘QSOC’)
Meeting Date: 5.2.19
Is the risk
Key issues:
Risks Identified:

Chair: Ken Perry
Mitigating Actions:

1. New Multi-Agency
•
Safeguarding Arrangements
(‘MASA’) developed in light of
new national guidance.

•

Task and Finish Group in place for 12
months with relevant membership to
develop MASA arrangements.

•

Consultation process utilised to test and
refine the proposed arrangements.

•

Implementation from April 19 with a
programme of review to test effectiveness of
new arrangements.
Review of current approach and governance
arrangements to ensure they are fit for
purpose.

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

2. Gram Negative Blood Stream
Infection (‘GNBSI’) update.

•

CCG unable to fulfil its
statutory duties re
safeguarding.

CCG working with partners
across the health economy,
may not achieve the 50%
reduction in cases by 2021.

No

No

•

•

New Improvement Plan in place with a focus
on a small number of priorities and
proposed impact.

•

Regular review to determine impact..

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/
If Yes please state the nature of the conflict and how it was
resolved: GPs present had an interest in the item in the Chief Nurse’s report on quality performance at the Primary Care Connect
APMS practices, however they were not conflicted as they were not directly involved themselves in the provision of APMS
contracts or the practices mentioned in the reports and no decision was being made.

459

Page 11 of 22

QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 5TH MARCH 2019 3PM TO 5PM
BOARDROOM THE DEPARTMENT
AGENDA
Part 1: Introduction & Apologies
1.5

Welcome & Introductions

ALL

1.6

Declaration of Interests

ALL

1.7

Minutes and Actions from 5th February 2019

Chair

1.8

Matters Arising

Part 2: Updates
2.3

Chief Nurse’s Report

QSOC 10-19
Jane Lunt

2.4

Quality and Safety Assurance Group Report February
2019

QSOC 11-19
Jane Lunt

Part 3: Strategy & Commissioning

3.4

Quality Impact Assessment Policy

QSOC 12-19
Jan Lloyd

3.5

Engagement Update

Verbal
Ken Perry/Sarah Dewar

3.6

Mersey Care Community Division: Quality Profile

QSOC 13-19
Jan Lloyd

3.7

Healthcare Associated Infection Quarter 3, 2018/19
Update Report

QSOC 14-19
Barbara Harding
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Part 4: Performance
No Items
Part 5: Governance
5.4

Risk Register

Verbal
Julia Burrows

5.5

Liverpool Safeguarding Children Board Annual Report
2017-18

QSOC 15-19
Jane Lunt

5.6

Merseyside Safeguarding Adults Board Annual Report
2017-2018

QSOC 16-19
Jane Lunt

7.

Any Other Business

Date & Time of next meeting
Scheduled for Tuesday 2nd April 2019 3pm to 5pm Boardroom, The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality Safety & Outcomes (‘QSOC’)
Meeting Date: 5.3.19
Is the risk
Key issues:
Risks Identified:

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

1. Quality Impact Assessment
Policy discussed.

2. Overview of current positon of
Mersey Care Community
Services received.

•

•

3. Recent work re E.Coli has
•
elicited that the cohort most at
risk are elderly people who
live in their own home.

That the policy does not
translate into the
organisational ambition to be
a strategic commissioner.

Lack of assurance re some
areas of quality and
governance.

Current approach does not
prioritise this group in terms
of hydration and prevention
of Urinary Tract Infections
(‘UTIs’)

No

No

No

Chair: Ken Perry
Mitigating Actions:

•

Frequently Asked Questions to be
developed to support socialisation of Policy.

•

Policy will be reviewed as the organisational
transformation continues.

•

Training to be provided for staff once policy
agreed.
Mersey Care to be informed of lack of
assurance.

•
•

Clinical Quality & Performance Group
remains the forum for discussion with the
Trust.

•

CCG to escalate concerns to Mersey Care
to enable the Trust to respond accordingly.

•

Work required to engage with public health
colleagues to develop and deliver public
health messages/prevention.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
No/
2. Were any conflicts of interests identified or declared?
If Yes please state the nature of the conflict and how it was
resolved: contracts or the practices mentioned in the reports and no decision was being made.
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NHS Knowsley CCG
NHS Liverpool CCG
NHS South Sefton CCG
NHS Southport and Formby CCG

COMMITTEE(S) IN COMMON (CIC)
KNOWSLEY, LIVERPOOL, SOUTH SEFTON AND SOUTHPORT & FORMBY CCGS
FRIDAY 8TH FEBRUARY 2019
Boardroom , Liverpool CCG
th
4 Floor The Department, Lewis’s Building, 2 Renshaw Street,
L1 2SA
Time 12PM TO 2PM
AGENDA
1. Welcome, Introductions and Apologies

Dr Fiona Lemmens

2. Declarations of interest

ALL

3. Notes and actions from the 14th December
2018 meeting
4. Urgent Care Review

ALL

5.

Update on Liverpool Women’s Hospital

6.

Acute Sector Configuration across North
Mersey:
1. Royal/Aintree Merger
2. Southport & Ormskirk update
7. NHS Cheshire and Merseyside Cardiovascular
Programme Work-stream: Stroke Services
Outline Service Proposal
8.

Update on Haemato-oncology

9.

Emergency ENT

Verbal
Carole Hill
Verbal
Fiona Lemmens
Verbal
Carole Hill
Fiona Taylor
Report No: CIC 01-19
(attached) & Presentation
Mick Dolan, Nik Sharma
& Charley Ward
Verbal
Carole Hill
Verbal
Carole Hill

10. Any other business
11. Date and time of next meeting: Friday, 12th April 2019, 12pm to 2pm,
Boardroom, Liverpool CCG
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Committees in Common

Meeting Date: 8th February 2019

Key issues:

Risks Identified:

1.

•

2.

3.

Urgent Care Review

Cheshire and
Merseyside
Cardiovascular
Programme: Stroke
Service Proposal

Acute Sector
Configuration across
North Mersey

464

•

•

To ensure the review
responds to the needs of the
population and the process
meets statutory requirements
regarding engagement and
consultation.

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

.CO56

To ensure the
nationally/regionally driven
programme to improve
stroke services meets the
needs of our population and
that improved health
outcomes are realized.

CO56

To ensure there is strategic
alignment between
interdependent service
change programmes across
multiple North Mersey acute
trusts.

CO56

Chair: Dr Fiona Lemmens

Mitigating Actions:

•

Programme infrastructure established
for the review

•

Programme includes three North
Mersey CCGs and broad system and
stakeholder involvement, with aligned
aims and objectives

•

Review will follow the CCG’s process
for major service reconfiguration
Clinically-led Cheshire and Merseyside
stroke programme arrangements
established with involvement from
North Mersey CCGs and providers.

•

•

Outline service proposal enables
commissioners to obtain an overview of
the clinical case before any formal
proposals are presented.

•

Oversight of all programmes by the
Committees in Common and the North
Mersey Leadership Team.
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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
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AUDIT, RISK AND SCRUTINY COMMITTEE (ARSC)
TUESDAY 26th FEBRUARY 2019 1:30pm -4pm
ROOM 2, THE DEPARTMENT, LEWIS’S BUILDING
AGENDA
A = Approval

N = Noting

I = For Information

1.30pm – 2:00pm Annual review by the Committee of the effectiveness of external
audit
Committee members only plus Mark Bakewell
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 4th December 2018

ALL

1.3

Matters Arising

ALL

Part 2:

Updates

2.1

Draft ARSC Annual Report to GB (I)

Report No: ARSC 01-19
Sally Houghton - Chair

2.2

ARSC Work Plan 2019 Updated (I)

Report No: ARSC 02-19
Sally Houghton - Chair

2.3

Review of Committee Terms of Reference(N)

Report No: ARSC 03-19
Sally Houghton - Chair

2.4

ARSC self-assessment next steps (N)

Report No: ARSC 04-19
Sally Houghton - Chair

2.5

Assurance from other Committees (I)
Report No: ARSC 05-19
a. Finance, Procurement and Contracting Committee
b. Quality, Safety and Outcomes Committee
Sally Houghton – Chair
c. Primary Care Commissioning Committee
d. HR Committee
e. Remuneration Committee

466
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Part 3:

Performance

3.1

Liverpool CCG Loss and Special Payments (I)

Verbal
Mark Bakewell

3.2

Yearend annual report and accounts update(N)

Report No: ARSC 06-19
Mark Bakewell

3.3

External Audit Progress & Sector Update (N)

Report no: ARSC 07-19
Andrew Smith / Georgia Jones –
Grant Thornton

3.4

External Audit Plan (A)

Report no: ARSC 08-19
Andrew Smith / Georgia
Jones – Grant Thornton

3.5

Internal Audit Progress Report including update
on outstanding recommendations & actions (N)

Report no: ARSC 09-19
Maria McMahon – MIAA

3.6

Internal Audit Insight Report (N)

Report no: ARSC 10-19
Maria McMahon – MIAA

3.7

Review of the Anti-Fraud Progress Report (N)

Report no: ARSC 11-19
Claire Smallman / Michelle Moss
– MIAA

Part 4:
4.1

Strategy and Commissioning

No Updates

Part 5:

Governance

5.1

Review Whistle Blowing Arrangements (N)

Verbal
Ian Davies

5.2

Receive assurance from IG Steering Group (I)
• Data Security & Protection Toolkit(DSPT)
• Cyber Security Update

Report no: ARSC 12-19
Mark Bakewell

5.3

Register of Interest Updates (I)

Report no: ARSC 13-19
Ian Davies / Stephen
Hendry

467
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5.4

Register of Gifts and Hospitality (I)

Report no: ARSC 14-19
Ian Davies / Stephen
Hendry

5.5

Use of LCCG Seal (I)

Report no: ARSC 15-19
Mark Bakewell

5.6

NHS Counter Fraud Authority Updates/circulars (I) Report no: ARSC 16-19
Mark Bakewell

Confirmed dates for meetings for 2019
Thursday 18th April 2019

10am -12 noon (*Draft Submission of Annual Report on
Thursday 18 April 2019)

Tuesday 2nd July 2019

10am -12 noon

Tuesday 24th September 2019

2pm -4:30pm

Tuesday 3rd December 2019

10am – 12 noon

468

(**including Private meeting
2pm – 2:30pm)
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Audit, Risk and Scrutiny
Committee

Meeting Date: 26 February 2019

Key issues:

Risks Identified:

1.

•

ARSC self-assessment,
work plan, review of
Terms of Reference and
annual report to GB

The committee is not
effective and does not deliver
against its terms of reference
meaning that it does not
provide proper assurance to
the Governing Body.

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

No

Chair: Sally Houghton – Lay Member
for Audit, Risk and Scrutiny Committee

Mitigating Actions:

•

•
•

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
the anti-fraud specialist

469

•
•
•

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

No

•
•
•
•

•

Lack of external scrutiny and
challenge may mean that
CCG processes and
procedures are not properly
designed or operating
effectively

No

•

•

The committee has undertaken a selfassessment exercise and has
developed an action plan to address
the development needs highlighted.
The committee has an agreed work
plan bases on best practice.
The committee provides an annual
report to the Governing Body.
Review and acceptance of ARA
timetable and external audit plan.
Review of application of new or revised
accounting standards
Review and acceptance of accounting
policies
Review and agree the going concern
assessment

ARSC receives regular report and
recommendations from external and
internal audit and the anti-fraud
specialist
The implementation of
recommendations is monitored to
ensure that appropriate action is taken
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4.

5.

The committee received
reports from the Chairs
of other CCG
committees.
The committee received
assurances from the IG
Steering Group on the
Data Security and
Protection Toolkit and a
cyber-security update

•

Committees may not be
delivering against their terms
of reference

No

•

Review and comment on the reports
and make best practice
recommendations

•

Data breaches of the CCG
systems leading to loss of
personal data and
reputational damage

No

•

Seek assurances that appropriate
security measures are in place and
enforced
Annual self-assessment using the Data
Security and Protection Toolkit
Review by internal audit of the results
of the self-assessment

•
•

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks and the actions taken to mitigate these.
2. Note the timetable for the production of the Annual Report and Accounts
3. Were any conflicts of interests identified or declared? Yes (If Yes please state the nature of the conflict and how it was
resolved): The Lay Member for Governance declared an interest in item 5.5 as a – the use of the seal on a contractual
document with Merseycare. As the item was for noting with no decision the committee had no influence over the matter so no
action was necessary.

Annual Report and Accounts (ARA) Timetable
31/03/19

Financial Year End

18/04/19

Audit, Risk & Scrutiny Committee - Draft ARA reviewed

18/04/19 (noon)

Unaudited annual report submission to NHS England and Auditors

24/04/19 (9am)

Unaudited accounts submission to NHS England and Auditors

21/05/19

ARSC review external audit annual report and revised ARA

24/05/19

Governing Body – Final ARA adopted and approved

28/05/18 (noon)

Audited annual report submission to NHS England and Auditors

29/05/19 (9am)

Audited accounts submission to NHS England and Auditors

29/05/19 (9am)

Submission of Audited Accounts by GT to DH

30/09/19

Last date for holding AGM

470
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
AUDIT, RISK AND SCRUTINY COMMITTEE (ARSC)
MINUTES OF MEETING HELD ON
TUESDAY 4 DECEMBER 2018
11AM – 1PM
BOARDROOM, LIVERPOOL CCG, THE DEPARTMENT, LIVERPOOL,
L1 2SA
FINAL MINUTES
Members
Sally Houghton (SHo)
Helen Dearden (HD)
Stephen Sutcliffe (SS)
In Attendance
Mark Bakewell (MB)
Ian Davies (ID)
Stephen Hendry (SHe)
Gary Baines (GB)
Maria McMahon (MMc)
Georgia Jones (GJ)
Andrew Smith (AS)

Lynne Hill (LH)
Apologies
Ken Perry (KP)
Donal O’Donaghue (DOD)
Michelle Moss (MM)
Claire Smallman (CS)

Lay Member for Audit – Audit Chair Governing Body Member
Lay Member for Governance – Non Clinical
Vice Chair - Governing Body Member
GP - Governing Body Member

Chief Finance & Contracting Officer
Chief Operating Officer
Senior Operations and Governance
Manager
Director - Mersey Internal Audit Agency MIAA
Senior Audit Manager – Mersey Internal
Audit Agency - MIAA
Senior Auditor – Grant Thornton – External
Audit
Director – Grant Thornton – External Audit
Audit (up to Item ARSC 48-18
PA / Minute Taker

Lay Member for Patient & Public
Involvement – Governing Body Member
Secondary Care Doctor – Governing Body
Member
Counter Fraud Specialist – MIAA
Counter Fraud Specialist – MIAA
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PART 1: INTRODUCTIONS & APOLOGIES
Sally Houghton (SHo), Chair, welcomed everyone to the meeting,
making particular mention of Andrew Smith, Director – Grant Thornton
– External Audit who has replaced Mike Thomas. Thanks were given
to Mike Thomas for his work with Liverpool CCG and the Audit, Risk
and Scrutiny Committee.
Sally Houghton (SHo) confirmed that a private meeting had taken
place with Audit, Risk and Scrutiny Committee members and internal
and external audit representatives. Counter fraud was represented by
Maria McMahon in the absence of Michelle Moss and Claire
Smallman.
It was noted that the private meeting normally takes place prior to the
September 2018 Audit, Risk and Scrutiny Committee, however, it had
been previously agreed to move the private meeting to December
2018 due to the number of agenda items for the September 2018
meeting.
Introductions were made and apologies noted. The meeting was
deemed quorate.
1.1 DECLARATIONS OF INTEREST
There were no declarations of interests reported and therefore no
conflicts.
1.2 MINUTES AND ACTION POINTS FROM THE LAST MEETING
HELD ON 25 SEPTEMBER 2018
The minutes of the meeting which took place on 25 September 2018
were agreed as an accurate record of the discussions which had taken
place subject to:
Section 3.3 last bullet point: CRES/BCF – recommendations have been
cleared.
Should read: CRES/BCF recommendations have been followed up.
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Action Point 2: Staff Survey – Antifraud Awareness Update
SHo requested that a brief update be provided on the Anti-fraud
Awareness mandatory training compliance at the February 2019 Audit
Risk and Scrutiny Committee
 Action: ID/SHe to provide a brief update on the Anti-fraud
awareness mandatory training compliance for the February
2019 meeting.
All other Actions have been completed.

1.4

MATTERS ARISING FROM
ALREADY ON THE AGENDA

PREVIOUS

MEETING

NOT

There were no matters arising.
PART 2: UPDATES
2.1

External Audit Presentation – Role of the Audit Committee
(Grant Thornton) - Report No: ARSC 42-18

Georgia Jones (GJ) talked through the presentation (copy attached) and
outlined the following:
Role of the Auditor:
- Requirements
- The Accounts
- Reporting
o Section 30 Referral to Secretary of State Statement
Definition – If Auditors have reasons to believe that the
CCG or an officer of the CCG is about to make or has
made a decision that has or would involve incurring
expenditure that is unlawful; or the CCG or a CCG Officer
has taken or about to take a cause of action which taken
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and pursued to its full conclusions
would result in a loss or deficiency (i.e. setting a deficit
budget).

Andrew Smith (AS) stated that Auditors have to adhere to the section 30
legislation as it stands. More common occurrence of Section 30 is, for
example, a transaction that the CCG has entered into and should not
have.
Mark Bakewell (MB) highlighted the potential of this scenario within the
wider NHS systems and gave an example where North Mersey may
agree a system wide control total. CCGs and NHS Trusts are currently
working separately; however, in a system where they are working in a
different environment and the CCG and NHS Trust agree a deficit
position, this would raise interest in the approach of Section 30.
Role of the Audit Committee (1)
GJ reported that the role of the Committee is:
• Monitoring – Committee to monitor Auditors (Grant Thornton) to
ensure that they are independent, objective and there are no
conflicts of interest and are seen as independent.
• Objectiveness - within the financial statements there are areas of
judgement and the Committee must ensure that the Auditors are
objective and challenge those estimates and judgements in the
financial statements.
• Independence – freedom of any influence. The Committee needs
to be assured that the client relationship is free from any situations
or relationships that could influence the independence test. Grant
Thornton has their own internal procedures to ensure that the
independence requirements are in place. In addition, Auditors
report annually to the Audit, Risk and Scrutiny Committee to
demonstrate that the independence has been maintained.
• Review Effectiveness of Auditors
- Receiving reports that the Audit Committee need, want and
receive in a timely basis.
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-

Are the reports set out clearly and responding to the needs of
the Audit Committee and are they helpful, attending meetings
and sharing good practice.

• Practical aspects
- Audit Committee can highlight any areas for improvement and
recommendations.
- Recommendation of appointment and rotation of auditors.
Stephen Sutcliffe (SS) queried the processes for measuring the
economy, efficiency and effectiveness of the CCG and the value of the
services procured by the CCG and where reports are fed in to and
where this information is located.
Andrew Smith (AS) described the scope of the Audit Code and the three
(3) criteria that have to be met namely;
1) informed decision making;
2) sustainable resource deployment; and
3) working with partners and other third parties
Auditors work within the confines of those 3 areas and have to identify
the significant risks and it is mostly around the key significant risk i.e.
financial sustainability. Therefore, setting budgets and monitoring
against them within year is undertaken and work is set around that
agenda and not as broad as monitoring or managing contracts and value
of those contracts.
MB highlighted the internal processes are setting financial, operational,
and commissioning plans, for example One Liverpool Plan. MB stated
that the procurement process adhered to nationally mandated
standards. MB drew on the efficient and economic element of contracts
with reference to Right Care, Commissioning for Value packs which
enables some reflection on whether the LCCG is investing in the right
places and receiving value. There is a structured approach, it was
acknowledged that there is room for improvement, and identifying where
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LCCG are delivering value for money, outcomes,
and performance indicators and looking to improve the performance in
different ways.
SS queried where the discussions take place. MB reported that the
Governing Body is usually where the discussions take place especially
for the One Liverpool Plan. SS gave a specific example in respect of the
Walk in Centres and if they are achieving what they were expected to
do. The Committee discussed the Urgent Care Review and how this will
inform the future direction of out of hospital care. Lessons are being
learned and applied to future provision. It was generally felt that the
CCG has progressed and more inclusive, less fragmented discussions
are taking place. The Committee’s review of the work of other CCG
Committees may highlight where this review takes place.
 Action:
SHo agreed to attach the presentation to the Audit,
Risk and Scrutiny Committee feedback template for the
Governing Body meeting in January 2019.
 Action: GJ offered to present the Role of the Audit Committee
presentation to a future Governing Body or Governing Body
Development session if deemed appropriate.
 The Audit, Risk and Scrutiny Committee:
 Noted the presentation of Role of the Audit Committee.

2.2

Results of NHS Audit Committee Report No: ARSC 43- 18

Maria McMahon (MMc) presented the results of the Audit Committee
Survey Results; all 5 committee members had provided responses to the
survey. MMc reported that the results were difficult to compare like for
like and there are some differences in opinion of current Audit, Risk and
Scrutiny Committee members; less consensus than held by the previous
membership. MMc reported that it would be usual to undertake a round
the table discussion and an action plan developed to take forward any
areas for improvement.
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Sally Houghton (SHo) stated that the survey was intended to highlight
any gaps and training needs and any suggested next steps. SHo
reported that the two areas which could be improved upon are;
- Interaction with other committees; and
- Review of the Terms of Reference in line with the new committee
/governance structures.
SHo agreed to review the results and draw out any of the areas for
improvement and develop an action plan and circulate to the Audit, Risk
and Scrutiny Committee.
The Audit, Risk and Scrutiny Committee made the following comments;
• The survey highlighted that there was work still to be undertaken,
and clarification on the understanding on the remit of the Audit,
Risk and Scrutiny Committee by other Committees and Governing
Body.
• The Audit Chair is performing well in the role.
• The Committee should be clear on agenda items and that the item
has satisfied the specific requirement and assurance received and
reporting that the Committee has undertaken and satisfied the
specific element of work.
• The effectiveness of the Committee should be acknowledged.
• Survey responses were open and honest.
Internal Audit proposed that they would support the Chair in any action
plan / improvements required and would provide any necessary support
for a workshop.
 Action: SHo to draw out the areas for improvement and
develop an action plan and circulate to the Audit, Risk and
Scrutiny Committee.
 The Audit, Risk and Scrutiny Committee:
Agreed to the suggestion of the action plan.
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2.3

Assurance / Feedback from Other
Committees – Verbal

SHo outlined the requirement of LCCG Committee Chairs reporting to
the Audit, Risk and Scrutiny Committee to gain assurance of the work
being undertaken by the other LCCG Committees.
 Action: SHo/LH will write out to all LCCG Committee Chairs
requesting reports for the February 2019 Audit, Risk and
Scrutiny Committee.
 Action; All Committee Chairs to present their Committee
Reports to the February 2019 meeting.
 The Audit, Risk and Scrutiny Committee:
Agreed the recommendation of other Committee reports
being presented to the February 2019 Audit, Risk and
Scrutiny Committee.

2.4

Audit, Risk and Scrutiny Work Plan 2019 – Report No: ARSC
44-18

The Committee discussed the Audit, Risk and Scrutiny Work Plan and
the following suggestions for the 2019 work plan:
• February 2019 (subsequently moved to April 2019*)
o Review and agree Internal Audit Annual Plan*
o Internal Audit Charter to be added to the Work Plan*.
• April 2019
o Review of Draft Audited Accounts and Financial Statements.
o Footnote to state “receipt of the External Auditor’s report to
those charged with governance” will be presented with the
Final Annual Report and Accounts at the 24 May 2019
Governing Body meeting.
o Accountable Officer is to attend the Draft Annual report and
Accounts in April 2019 as per Terms of Reference.
o Review and agree Internal Audit Audit Plan for 2019*.
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• May 2019
o External Audit Opinion will be presented at the 24 May 2019
Governing Body meeting.
• July 2019
o Annual Review by the Committee of the effectiveness of
Internal Audit (moved from February).
The Audit, Risk and Scrutiny Committee further suggested a review of
the Governance items from April 2019 meeting to be moved to July 2019
meeting.
 Action: MB/LH to review the work plan to balance out the
number of items at each meeting, specifically the April 2019
meeting.
 Action: LH to invite Jan Ledward (Accountable Officer) to the
April 2019 Audit Risk and Scrutiny Committee in respect of
the review of the Draft Annual Report and Accounts item.
 The Audit, Risk and Scrutiny Committee:
Noted the work plan and the suggestions for change to the
work plan for 2019.

PART 3: PERFORMANCE
3.1

Liverpool CCG Losses and Special Payments – Verbal

Nothing to report.

3.2

External Audit Progress & Sector Update Report – Report No:
ARSC 45-18
Georgia Jones (GJ) presented the External Audit Progress & Sector
Update Report. The report outlines the 2018/19 work undertaken by
External Audit up to December 2018.
The interim audit visit will
commence in January 2019 and is expected to include:
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• Updated review of the CCG’s control
environment.
• Updated understanding of financial systems.
• Review of internal auditors reports on core financials systems.
• Early work on emerging accounting issues.
• Early substantive testing.
An update report will be presented to the February 2019 Audit, Risk and
Scrutiny Committee.
Value for Money (VFM) work will commence in January 2019 and a final
report will be presented in May 2019 along with the outcome on the work
on financial statements.
Internal Audit meetings have taken place with Mark Bakewell and
members of the finance team to review the accounts and processes, and
will continue to meet through the year. The yearly Accounts Workshop
is taking place in January 2019 and a number of LCCG finance team
members are attending.
GJ outlined the Audit Deliverables namely;
• Accounts Audit Plan planned for January 2019.
• Interim Audit Findings planned for March 2019.
• Audit Findings Report planned for May 2019.
• Auditors Report planned for May 2019.
• Annual Audit Letter Planned for July 2019.
A verbal update will be available on the work to date at the February
2019 Audit, Risk and Scrutiny Committee.
There were no questions from the Audit, Risk and Scrutiny Committee.
 The Audit, Risk and Scrutiny Committee:
Noted the External Audit Progress & Sector Update Report.
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3.3

Internal Audit Progress Report including updates on the
outstanding recommendations and actions – Report No:
ARSC 46-18

Maria McMahon (MMc) presented the Audit Progress Report including
updates on the outstanding recommendations and actions.
The
following areas were highlighted:
Four reports have been finalised since the previous Audit, Risk and
Scrutiny Committee meeting namely;
1
Data Quality – substantial assurance
A number of recommendations were highlighted regarding further
required documentation between Liverpool CCG and third party
organisations.
MB reported that LCCG are assured that the work is taking place and
the main issue identified was with regard to receiving evidence relating
to third party organisations. The teams are working to pull this data
together as part of an action plan.
2
Governing Body Reporting – moderate assurance
MMc outlined the risk areas which resulted in 1 high, 1 medium and 2
low risks contained in the report and the key areas agreed for action. It
was noted that the Committee Structures for the CCG are currently
under review.
SHo and HD stated their concerns on the Governing Body Reporting
and the following areas were highlighted:
• The Committee felt it was a missed opportunity and that the review
could have assisted in addressing the issues with some of the
reports that are presented to the Governing Body.
• The Report itself is technical and process driven and does not look
at any insight in to the Governing Body papers given that none of
the Governing Body members had been spoken to.
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• The report is poorly worded in some sections.
• The report lacks context for example sub-committees did not meet
in January 2018, this was because lay members were not in place
and therefore committees would not have been quorate, therefore
any item that required a decision was presented to the full
Governing Body.
• The review is lacking in depth, has missed an opportunity and also
does not address its own scope/Terms of Reference and does not
address any of the issues of the Governing Body members.
• The Lay Members felt there was a potential disconnect between
the audit report and views of members, which could lead to a lack
of confidence in the other internal audit reports being provided.


Action: MB/SH/HD agreed to discuss further outside of the
meeting with Gary Baines and Maria McMahon.

3 HCAIs (Healthcare Associated Infections) – moderate assurance
MMc reported that the review results in 1 high, 1 medium and 2 low
risks. There are 4 key areas agreed for action to be completed by 31
March 2019.
SHo highlighted the high risk recommendation regarding the action
plans and queried that if Liverpool CCG had already chased outstanding
actions, then the lack of action plans was outside direct control of the
CCG and therefore was this an appropriate recommendation.
MMc confirmed that the reporting system has now changed and action
plans are now loaded on to Datix system and the evidence is more
easily accessible.
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4

Composite Follow Up (41 recommendations followed up)

MMc gave a verbal update on the outstanding recommendations as
follows:
41 recommendations from 16 reviews were followed up and assessed
by MIAA.
• 23 had been implemented; and
• 9 had been partially implemented;
• 4 had not been implemented; and
• 7 had been superseded
Of those recommendations not yet fully implemented 13 were originally
assessed as medium risk. Of the 13 recommendations that have not yet
been fully implemented, revised deadlines have been identified for 10 of
the recommendations, which have not yet fallen due.
SHo stated that good progress is being made and there is a need to
keep on top of the recommendations. SHo requested a brief update on
the 8 recommendations that have a deadline of 31 January 2019 to be
presented to the February 2019 Audit, Risk and Scrutiny Committee.
 Action:
MMc to provide an update on the 8
recommendations with the 31 January 2019 deadline at the
February 2019 Audit, Risk and Scrutiny Committee.
 The Audit, Risk and Scrutiny Committee:
Noted the Audit Progress Report including updates on the
outstanding recommendations and actions
Andrew Smith (AS) left the meeting at 12:18pm
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3.4 Internal Audit Insight Report – Report No: ARSC 47-18
MMc confirmed the Insight Report is presented for information.
SHo highlighted the Data Protection and Security Tool Kit submission
deadline of 31 March 2019. MB confirmed that plans are in place to
achieve the submission date.
 The Audit, Risk and Scrutiny Committee:
Noted the Internal Audit Insight Report.
PART 4: STRATEGY AND COMMISSIONING
Nothing further to report.
PART 5: GOVERNANCE
5.1

Risk Register – Report No: ARSC 48-18

SHo outlined that the Risk Register is included for information based on
progress from the November 2018 Governing Body meeting and the
Risk Register has been updated and revised.
SHo and Stephen Hendry (SHe) have met and scrutinised the areas that
required further enquiries with the risk owners and the revised version
will be presented to the January 2019 Governing Body meeting. SHe
reported that once the items now categorised as issues have been
removed this will result in a leaner version of the Risk Register.
SHo and Helen Dearden (HD) suggested a small number of changes to
the layout of the Risk Register and SHe agreed to action the changes.
SHo highlighted that there is currently no formal process for updating the
Governing Body Assurance Framework (GBAF) and this needs to be
considered to enable ownership. Gary Baines (GB) and MMc agreed to
discuss with SHe examples of how this is completed in other
organisations.
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 Action: ID/SHe to make the necessary
changes to the layout of the Risk Register.
 Action: SHo/ID/SHe to consider the process of updating the
Governing Body Assurance Framework (GBAF) by Governing
Body members.
 Action: GB/MMc to discuss with SHe examples of how the
GBAF is updated/reviewed in other organisations.

 The Audit, Risk and Scrutiny Committee:
Noted the Risk Register.
5.2 Sponsorship Policy – Report No: ARSC 49-18
Ian Davies (ID) presented the Sponsorship Policy report and the Audit,
Risk and Scrutiny Committee were asked to note the report, the possible
lack of compliance with the policy and consider what further action(s)
should be taken to ensure compliance going forward.
ID asked the Audit, Risk and Scrutiny Committee to note the possible
lack of compliance reported and understand what action can the CCG
take going forward to prevent a similar occurrence, and whether the
Committee consider that the matter requires further escalation. HD
stated that she was aware the CCG Chair had been concerned when
this hospitality was originally brought to her attention, however, had
been of the understanding that as the individual was not representing
the CCG and was attending on behalf of Liverpool City Council (LCC),
the declaration was not necessarily a matter for the CCG’s policies in
this area.
HD advised that the Chair had also had follow up discussions with the
individual. A Sponsorship Declaration has now been completed and
signed; albeit after the event.
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HD stressed that this is not just about managing conflicts of interest but
the management of the ‘perception’ of conflicts of interest. It was
therefore important how LCCG agree to deal with this particular issue
now and conflicts of interest/perceived conflicts of interest in the future.
HD stated that despite the reminder email circulated by the CCG Chair
regarding the need to declare Sponsorships and Gifts and Hospitality
clearly further action is still required particularly as there appears to be
confusion as to which policy to report under i.e. the Sponsorship or Gifts
and Hospitality Policy and more fundamentally when to report a matter.
HD suggested a review or refresh of the Sponsorship Policy and Gifts
and Hospitality section of the Conflicts of Interest Policy which could be
presented to a meeting of the Audit, Risk and Scrutiny Committee and a
future Governing Body meeting for debate and discussion.
MB stated that based on today’s discussions further conversations were
required with the Chief Officer and CCG Chair.
ID summarised the approach that the Committee would support as a set
of actions in liaison with the Chief Officer and CCG Chair;
• the Committee agreed that the Committee Chair would review with
the individual involved the circumstances to determine if any
further action is merited;
• if required the outcome would then be shared with the Governing
Body; and
• the Committee recommended a review of the policies and
processes to improve the approach, including a review of the
naming conventions of the policy/procedures. This review should
ensure that the relationship and relative application of the
sponsorship and gifts and hospitality is made clearer.
 Action: SHo (having had no prior involvement) to meet with
the individual involved to review the circumstances and
determine if any further action is required.
 Action: ID/SHe to consider a review / refresh of the policies.
 Action: HD/SHo to discuss if this it to be an agenda item for a
future Governing Body development session.
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5.3

Register of Interests – Report No:

ARSC 50-18

ID presented the full Declaration of Interest register and outlined the
process, RAG rating and actions of mitigation.
HD highlighted that she had stepped down from both roles at Alder Hey
Hospital and requested the register to be updated.
 Action: LH to update the changes on the Register of Interest
before publication.
 The Audit, Risk and Scrutiny Committee:
Noted the Register of Interests.

5.4

Register of Gifts and Hospitality – Report No:

ARSC 51-18

ID presented the Register of Gifts and Hospitality and highlighted the
two new declarations.
ID outlined the discussions held with staff on receipt of the stationery
gifts and the method of destruction of the gifts received.
 The Audit, Risk and Scrutiny Committee:
Noted the Register of Gifts and Hospitality.

5.5

NHS Counter Fraud Authority Updates/Circulars – Report No:
ARSC 52-18

 The Audit, Risk and Scrutiny Committee:
Noted the NHS Counter Fraud Authority Updates/circulars.
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6.

DATE AND TIME OF NEXT MEETING
Tuesday 26 February 2019– 1:30pm – 4pm, Room 2, Lewis’s
Building, Renshaw Street, L1 2SA

Agreed future meeting dates (times may be subject to change)
• Thursday 18th April 2019
10am -12 noon Room 2, Lewis’s
Building, Renshaw Street, L1 2SA
(*Draft Submission of Annual Report and Accounts 9am on
18TH April 2019)
• Tuesday 2nd July 2019 10am -12 noon Room 2, Lewis’s Building,
Renshaw Street, L1 2SA
2pm -4:30pm
(**including
• Tuesday 24th September 2019
Private meeting 2pm – 2:30pm) Room 2, Lewis’s Building,
Renshaw Street, L1 2SA
• Tuesday 3rd December 2019 10am – 12 noon Room 2, Lewis’s
Building, Renshaw Street, L1 2SA
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
FINANCE PROCUREMENT AND CONTRACTING COMMITTEE
MINUTES OF MEETING HELD ON TUESDAY 18TH DECEMBER 2018
10AM TO 12PM
ROOM 2, LIVERPOOL CCG, THE DEPARTMENT, LIVERPOOL, L1
2SA
Present
Helen Dearden (HD)
Lay Member for Governance (In the Chair)
Jan Ledward (JLe)
Chief Officer
Mark Bakewell (MB)
Chief Finance & Contracting Officer
Maurice Smith (MS)
GP Governing Body Member
Ian Pawson (IP)
GP Governing Body Member
In Attendance
Ian Davies (ID)
Tina Atkins (TA)
Alison Picton (AP)
Dave Horsfield (DH)
Peter Johnstone (PJ)
Paula Jones
Apologies
Gerry Gray (GG)
Derek Rothwell (DR)
Jane Lunt (JL)

Chief Operating Officer
Governing Body Practice Manager
Representative
Senior Contracts Manager
Digital, Innovation & Research Lead (up to
and including item 4.2 only)
Head of Primary Care Delivery
Committee Secretary (Minutes)

Lay Member for Financial
Management/Chair
Head of Contracts, Procurement &
Business Intelligence
Director of Quality, Outcomes &
Improvement

Part 1: Introductions and Apologies
HD welcomed everyone to the meeting and apologies received were
noted.
1.1

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

Minutes and action points from the meeting on 27th November
2018.
The minutes of the meeting on 27th November 2018 were
approved as an accurate record of the discussions which had
taken place subject to:
• Jan Ledward, Chief Officer had been present.
• Page 4 6th bullet, item 3.1 Finance Update October 2018 –
“pressures” to be added after “operational”.
• Page 5 item 3.1 Finance Update October 2018 – 5th bullet to
be amended to say “No Cheaper Stock Option pressure
could be removed as a risk….”
• Page 7 item 3.1 Finance Update October 2018 – ID referred
to the sentence around a deal being able to be done with
Mersey Care about the total number of Acquired Brain Injury
Beds and asked for clarification. AP/ID to meet outside
meeting and come up with form of words.
• Page 8 item 4.1 Contract Update November 2018 4th bullet,
the word “financial” to be removed re Royal Overspend. 5th
bullet to be amended to read that Alder Hey were
considering trying to mitigate cost for orthotics by producing
more in-house.
• Page 13 item 4.1 Contract Update November 2018 – 4th
bullet to be amended to read that the number of patients
meeting the eligibility criteria for A&E was higher than
previously expected levels. 5th bullet last sentence should
read “MS asked if the over-performance was in GP direct
access.
• Page 13 item 5.2 Risk Register – minor typographical error
to be corrected.

1.3

Matters Arising Not already on the Agenda
1.3.1

Action Point One – with regard to the list of up and coming
procurements to be provided AP noted that one was on the
agenda today, two more were due before the end of 2019.
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1.3.2

Action Points Two – it was noted the JLe had raised the
issue of Acquired Brain Injury Bed provision/cost at the
Cheshire & Mersey Healthcare Partnership Board meeting.

1.3.3

Action Points Three – AP updated regarding the quality
concerns in the RIO system data (Mersey Care Mental
Health) which would be raised at the Contract Meeting
later that week.

1.3.4

Action Point Four – it was noted that information had been
obtained by AP on GP direct access over-performance
broken down by category to show if this referred to
diagnostic tests or not – this would be circulated by Paula
Jones.

1.3.5

Action Point Five – it was noted that details on types of
orthotics making up overspend at Alder Hey was an action
for inclusion in the Contracts Update at the January 2019
meeting.

1.3.6

Action Point Six – it was noted that the action for future
Contract Updates to contain more information on actions to
be taken and justification or why taken or not was for the
next Contracts Update to the January 2019 meeting.

1.3.7

Action Point Seven – it was noted that the Risk Register
was on the agenda.

Part 2:

Updates

No items

Part 3:
3.1

Performance

Finance Update November 2018 – Month 08 18/19 – Report
No: FPCC 56-18
MB presented the Month 8 2018/19 financial performance report to
the Finance Procurement & Contracting Committee, noted that the
position was very similar to the previous month and highlighted:
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• The CCG was still forecasting compliance with NHS England
Business Rules and achievement of a ‘break-even’ forecast
outturn position.
• There remained the combination of overspends against
planned ‘programme expenditure’ areas for the year offset by
the underspends on ‘running costs’. Overall the position still
delivered the required ‘break-even’ position based on
utilisation of the contingency reserve.
• With regards to operational pressures, there had been a
continuation of previous months’ trend particularly regarding
High Cost Drugs and Device (Acting As One exclusions),
Non-Acting as One Contract Performance, Continuing Health
Care and Packages of Care increased costs. This was
displayed in the supporting slides including the ‘waterfall /
bridge chart’ analysis showing forecast outturn variance
analysis.
• Further explanation of mitigating actions was described to
the committee to demonstrate additional activities being
undertaken to reduce levels of expenditure.
• Full use of the CCG’s contingency of 0.5% (£4.5m) was still
forecast to be required to offset operational pressures as
described within the report.
• Revenue Resource Limit – In month adjustment of £619k
relating to Charge Exempt Overseas Visitor Adjustment.
Anticipated impact had been included within the reporting
position although validations are currently being undertaken
by the finance team to understand methodology.
• Cash Releasing Efficiency Savings (‘CRES’) were
anticipated to exceed planned amounts with some variation
of delivery at an individual scheme level.
• Assessment of performance using the range of normal
indicators, were all rated as ‘green’.
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• Statement of Financial Position – performance was positive
regarding cash management and also regarding Better
Payment Practice Code.
• The CCG anticipated a number of financial risks at the start
of the financial year, with the most significant area of
expenditure being mitigated by the ‘Acting As One’ Contract
for the majority of North Mersey providers. The usual activity
driven areas of pressure remain around Continuing
Healthcare and potential prescribing impact, although the
CCG had received good news this month that it was
expected that there would be further Category M savings to
be released into the system.
• The Supplementary Detail Pack provided further information
on the detailed expenditure areas.
The Finance Procurement & Contracting Committee commented
as follows:
• JLe noted an error in the notes to the Operating Cost
Statement re all other budgets in mental health showing an
adverse variance of £251k including delayed repatriation to
AAO (Acting As One), this should be Out of Area not Acting
As One.
• PJ informed the Finance Procurement & Contracting Team
that the Medicines Management working on CRES were on
fixed term contracts and there was a danger than when
permanent roles were advertised within the provider that they
would not remain allocated to the CRES Team. A Form One
had been completed to guarantee a permanent post funding.
MB agreed that these posts tend to generate positive returns
on investment and should be viewed favourably, however in
the absence of the Planning Guidance and required financial
information it was not appropriate to make exceptions in any
areas so unfortunately the decision would need to be
postponed in order to ensure a consistent approach.
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The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


Part 4:
4.1

Noted the current financial position and risks associated
with delivery of the forecast outturn position.
Strategy & Commissioning

Management of Anticoagulation Therapy – Report No: FPCC
57-18
PJ presented a paper to the Finance Procurement & Contracting
Committee seeking advice on how to proceed with a proposed
variation to the current contract with the Royal Liverpool and
Broadgreen University Hospitals for anticoagulation monitoring.
The contract for anticoagulation community services had been
originally procured in 2016 (running until 2021), but there has been
a subsequent increase in the use of new Direct Oral
Anticoagulation (‘DOAC’) drugs since the original contracting
assumptions, resulting in a reduction in demand for the community
service below the tolerances established within the contract
agreement (+/- 5%). It was recognised that DOACs provide a
number of recognised benefits (significantly reducing length of
stay) but are more expensive than warfarin and has led to a
reduction in the case load of the community service.
Given the current performance and contractual conditions the
paper set out a number of options for the committee to consider
and to agree a proposed way forward with the provider.
JLe felt that a clear clinical policy was required to determine what
was the most efficient and cost effective use of resources.
PJ responded that The National Institute for Health and Care
Excellence (‘NICE’) guidelines were clear but there was a potential
pressure of an additional £2.5m if all patients transferred to
DOAC’s from warfarin.
MS commented that the CCG had commissioned an AntiCoagulation monitoring service and it was not necessarily related
to the choices between the different drugs, the focus should
remain on the achieving best clinical outcomes.
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JLe suggested that this issue should be raised with the Clinical
Chair of the CCG as to best possible clinical approach to be taken
in the future in this area.
PJ explained that the contract clawback could save the CCG £60k
annually. MB noted that the provider would challenge this given
current financial challenges faced by the trust and would argue
that this approach reduces their income but does not impact on
cost reduction.
The Finance Procurement & Contracting Committee approved the
approach regarding clawback to reflect the falling numbers of
patient requiring anticoagulation monitoring for warfarin. MB
agreed to speak to Paul Bradshaw, Acting Director of Finance at
the Royal Liverpool and Broadgreen University Hospitals Trust.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Agreed to a clawback of contract activity value in the
current contract to reflect the falling numbers of patient
requiring anticoagulation monitoring for warfarin.
4.2

Digitally Enabled Primary Care Service – Report No: FPCC 5818
DH presented a paper to the Finance Procurement & Contracting
Committee to request a twelve month extension to the two year
contract awarded to PSS on 1st April 2017 to deliver the Digitally
Enabled Primary Care Service.
Liverpool was leading the way in the use of digital technology and
had been one of the first organisations asked to adopt the NHS
App as it already had the infrastructure in place to do so.
It was highly likely that the review of developments / support
requirements would require changes in the type, focus and amount
of services to be commissioned so to commence a process before
then created a significant risk of getting things wrong and hence
the suggested approach whilst this work is concluded.
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HD asked if the contract contained a clause about extending. DH
responded that it neither said that it could be extended or that it
could not be extended so legally this was possible.
TA asked why the original contract time had been set for two years
rather than three. DH responded that things had been very
different two years’ ago and since then both Primary Care and
technology had moved on.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Agreed to extend the Digitally Enabled Primary Care Service
contract for twelve 12 months to ensure alignment with the
current prioritisation process.
Part 5:
5.1

Governance

Information Governance – Standing Item – Information
Governance Steering Group – Verbal
MB updated the Finance Procurement & Contracting Committee
that the notes of the last Information Governance Steering Group
were included for noting. There were no exceptional issues to
report. MS as Caldicot Guardian referred to data sharing (Primary
Care and Secondary Care) and how General Data Protection
Regulations (‘GDPR’) applied and between GP and consultant
referrals. This was being dealt with accordingly and did not
present a risk to this system.
MB noted that all was progressing well with the Information
Governance Toolkit and there was good attendance at the
Steering Group including risk owners. The Toolkit performance
would be audited by February 2019.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the Verbal Update.
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5.2

Information Governance Policies for Approval – FPCC 59-18
MB presented the Information Governance Policies with key
changes outlined in Appendix 1 to the paper, it was noted that the
only new policy was the Third Party Device Policy for which a need
had arisen and the CCG had no such policy in place.
HD expressed concern about how accessible and understandable
the policies were to CCG staff and noted some inconsistencies in
language. MB responded that it was the personal responsibility of
staff to be aware of the policies, but the CCG raised awareness of
a number of these areas through forums such as the staff Intranet
and presentations at Friday Floor Meetings. It was also the role of
the Information Asset Owners to disseminate within their teams
and to ensure staff were aware of how to raise queries with within
the organisation and be able to direct staff to the appropriate
policy.
It was noted that there could be potentially some improvements in
the induction process, but due to the size of the organisation it was
not possible to have monthly induction meetings.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


5.3

Approved the changes and relevant updates to the CCG
information Governance Policies and Procedures.

Finance, Contracting & Business Intelligence Risk Register –
FPCC 60-18
MB presented the updated version of the Risk Register to the
Finance Procurement & Contracting Committee with updated risk
descriptions.
HD commented that the risk description on F02 could still be
improved. It was agreed that HD and MB would meet outside of
the meeting to discuss.
MB took the committee through the other ‘Red’ residual risks:
• C01– Performance challenges around number of
performance areas (e.g. cancer / diagnostics etc) remain a
Page 9 of 10

497

challenge. JLe noted the use of the Broadgreen site for
planned operations so overall winter performance at the
Royal Liverpool & Broadgreen University Hospitals Trust
should be maintained and elective care protected. JLe noted
that F05 (Mersey Care performance) scored 12 for inherent
risk score and should therefore be amber not red. She
commented that C01 (non-delivery of constitutional targets)
was not ‘catastrophic’ as non-delivery was a national
problem.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:



6.

Noted the risks for 2018-19 financial year and relevant
updates as at November 2018.
Noted that MB and HD would meet to discuss risk
descriptions.

Any Other Business
None.

7.

Date and time of next meeting
Tuesday 22nd January 2019
Lewis’s Building L1 2SA.

Room 2 10am The Department
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
FINANCE PROCUREMENT AND CONTRACTING COMMITTEE
MINUTES OF MEETING HELD ON TUESDAY 22ND JANUARY 2019
10AM TO 12PM
ROOM 2, LIVERPOOL CCG, THE DEPARTMENT, LIVERPOOL, L1
2SA
Present
Gerry Gray (GG)
Lay Member for Financial
Management/Chair
Helen Dearden (HD)
Lay Member for Governance
Mark Bakewell (MB)
Chief Finance & Contracting Officer
Maurice Smith (MS)
GP Governing Body Member
Ian Pawson (IP)
GP Governing Body Member
In Attendance
Ian Davies (ID)
Tina Atkins (TA)

Paula Jones

Chief Operating Officer
Governing Body Practice Manager
Representative
Head of Contracts, Procurement &
Business Intelligence
Director of Quality, Outcomes &
Improvement
Senior Project Manager Primary Care (up
to and including item 4.1 only)
Head of Primary Care Delivery (up to and
including item 4.1 only)
Management Accountant Wirral Community
Trust (shadowing Mark Bakewell)
Committee Secretary (Minutes)

Apologies
Jan Ledward (JLe)

Chief Officer

Derek Rothwell (DR)
Jane Lunt (JL)
Gemma Melia (GM)
Peter Johnstone (PJ)
Alena Lomax (AL)

Part 1: Introductions and Apologies
GG welcomed everyone to the meeting and apologies received were
noted.
1.1

Declarations of Interest
There were no declarations of interest made specific to the agenda
other than:
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• Dr Maurice Smith as a partner in a GP practice declared an
interest in item 4.1 Catheter and Stoma Prescription Services
as this involved the move away from GPs in General
Practice prescribing stoma and catheter products which was
not their area of expertise to a dedicated expert service.
This would free up valuable time within General Practice.
This also affected Tina Atkins and Dr Ian Pawson. It was
agreed that the GP/Practice viewpoint was helpful in arriving
at a decision and they were not directly conflicted so could
remain and take part in the discussion and decision.
GG noted that as Chair he had a checklist to review for each
meeting to demonstrate that potential conflicts of interest were
reviewed in respect of each individual meeting agenda. As
responsibility for conflicts of interest lay not just with the Chair but
with each member/attendee this checklist and the list held of each
members’ interests as declared on the CCG’s Register of Interests
would be circulated at the same time as the papers to all
attendees. The responsibility of the Chair was to decide how to
manage the interests/conflicts declared.
1.2

Minutes and action points from the meeting on 18th December
2018.
The minutes of the meeting on 18th December 2018 were
approved as an accurate record of the discussions which had
taken place subject to:
• Item 3.1 Finance Update November 2018 Month 8 2018/19
page 4 3rd and 4th bullets should be one bullet.
• Item 4.1 Management of Anticoagulation Therapy page 7 3rd
paragraph, Paul Bradshaw was Acting Finance Director at
the Royal Liverpool Hospital.

1.3

Matters Arising Not already on the Agenda
1.3.1

Action Point One – it was noted that breakdown requested
of GP direct access at Royal Liverpool Hospital had been
received and emailed out by Paula Jones to the committee
on 18th December 2018.

1.3.2

Action Point Two – MB updated that he was meeting with
the Acting Director of the Royal Liverpool Hospital next
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week to speak about contract value clawback re changes
to the management of anticoagulation therapy, no
conclusions had been reached as yet and he would
feedback further at the next meeting.
1.3.3

Action Point Three – it was noted that MB had met with
HD to discuss Risk Register descriptions.

1.3.4

Action Point Four – it was noted that F05 inherent risk had
been amended to amber from red as requested.

Part 2:

Updates

No items

Part 3:
3.1

Performance

Finance Update December 2018 – Month 09 18/19 – Report No:
FPCC 01-19
MB presented the Month 9 2018/19 financial performance report to
the Finance Procurement & Contracting Committee, noting that the
position and trends were very similar to the previous months. The
key points were highlighted as:
• The CCG was still forecasting compliance with NHS England
Business Rules, achievement of a ‘break-even’ forecast
outturn position and compliance with NHS England’s Internal
Assurance Framework regarding financial performance.
• There remained the combination of overspends against a
variety of ‘programme expenditure’ areas for the year which
were offset by an underspend on ‘running costs’. Overall the
position still delivered the required ‘break-even’ position
based on utilisation of the contingency reserve and greater
than budgeted Cash Releasing Efficiency Savings.
• With regards to operational pressures, there had been a
continuation of previous months’ trend particularly regarding
High Cost Drugs and Device (Acting As One exclusions),
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Non-Acting as One Contract Performance, Continuing Health
Care and Packages of Care increased costs.
• Further detail was included in the relevant supporting slides
including the ‘waterfall / bridge chart’ analysis showing the
summary of movements against planned levels with regards
to forecast outturn variance.
• Further explanation of mitigating actions was described to
the committee to demonstrate additional activities being
undertaken to reduce levels of expenditure and to support
delivery. There had been further good news in recent
months (regarding Adalimumab price changes) which should
provide significant savings to the CCG High Cost Drugs
budget overspend and these had been adjusted for in the
forecast outturn position.
• Full use of the CCG’s contingency of 0.5% (£4.5m) was still
forecast to be required to offset operational pressures as
described within the report. Targeted investment to improve
performance in key areas remained mostly committed with
outstanding issues currently being investigated with
programme leads.
• New resource allocations that had been received in month 9
were mostly on a pass through basis, however the CCG had
received a slightly higher than expected Quality Premium
allocation in month 9. The maximum amount receivable was
£2.5m of which the CCG had still only received around 20%
of maximum value due to a number of performance issues
facing the system.
• Cash Releasing Efficiency Savings (‘CRES’) were still
anticipated to exceed planned amounts with some variation
of delivery at an individual scheme level. The forecast
position for the year was circa £1m over the planned value
and had been as a result of additional areas of saving that
had been identified in year.
• Assessment of performance using the range of normal
indicators, were all rated as ‘green’. The CCG was currently
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forecast to deliver its requirements with regards to the mental
health investment standard.
• Financial risks were set out in section 8, as requested
previously by MS indicative figures would be included next
month.
• Statement of Financial Position – performance was positive
regarding cash management and also regarding Better
Payment Practice Code.
• Better Care Fund – more had been spent than originally
planned, partly due to joint funded packages of care.
Monitoring was currently focussed on the four ‘national’
indicators but the CCG was looking for a better way of
monitoring the joint commissioning workstreams and wider
‘out of hospital’ system as a more meaningful performance
management framework.
• The Supplementary Detail Pack provided further information
on the detailed expenditure areas.
• The contract update would be presented to the February
2019 Finance Procurement & Contracting Committee
meeting and would include December 2018 data so would
give a more accurate feeling for the impact of winter
pressures. Due to the majority of contracts being block
under the Acting As One arrangements there was potentially
less volatility from winter pressures.
The Finance Procurement & Contracting Committee commented
as follows:
• ID referred to the significant variance for Continuing Care.
MB responded that there remain ongoing reconciliation
issues between the individual organisations (LCC/ CSU /
CCG) for the relative aspects and it had been recognised
internally over the last few months that the forecast outturn
assumptions were likely to be higher than the original
planned values. The work to understand further the likely
impact of the reconciliation (based on the output of the
‘ADAM’ system which is used by the CSU), had meant that
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the increased expenditure was now more likely than not and
therefore was felt required to be reflected in the position.
The work continued with partners to conclude this piece of
work but it was complex and multi-factorial.
• MS referred to the ‘prevention’ line in the Better Care Fund
schedule which following discussion at the last meeting
about the relative zero figure had now had figures taken out
completely and was a blank line. He asked if this meant that
there was nothing in the Better Care Fund allocated to
prevention. MB responded that the figures in the report
represented the CCG contributions and the ‘prevention’
category aligned to an element of Liverpool City Council
contributions, hence the line for prevention but no figures on
the CCG side. There was then a discussion around whether
the whole Better Care Fund should be included or
information added as a footnote. MB suggested that the full
fund could be presented at the start of the next year and the
format would be reviewed at that point. A better view of the
Better Care Fund would be brought to the next meeting.
• MS queried relative levels of investment into General
Practice as he noted from the Governing Body Development
session that the CCG’s delegated budget for primary care
was ‘under’ target.
MB referred to section 6 of the
Supplementary Report which detailed the expenditure
assumptions regarding Primary Care. The various “Deep
Dives” that were planned on a rolling basis would include an
overview of Primary Care with further information available.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


3.2

Noted the current financial position and risks associated
with delivery of the forecast outturn position.

Better Care Fund Quarter 2 Performance Report– Report No:
FPCC 02-19
MB presented a paper to the Finance Procurement & Contracting
Committee on the quarter two performance on the national Key
Performance Indicators. Quarter two information was the most
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recent validated data. Reporting was currently only instructed on
the four national indicators of Non-elective admissions, delayed
discharges, proportion of people still at home 91 days after
discharge re-ablement and permanent admissions to residential
and nursing homes. However this was only part of the picture and
we would like to have a wider community performance framework
going forward to have the full picture. He highlighted:
• Non-Elective Admissions – Red with downward trend. Action
was being taken in quarter 3, there was difficulty in
implementing the cardiology plans with acute providers.
There were potentially £170k of savings of cardiology days if
the pathways were amended.
There were also
issues/inconsistencies around coding for zero length of stay
and Ambulatory Care Admissions from month to month.
Hopefully when the Royal and Aintree merged there would
be greater consistency, however the issue of cost would still
need to be looked at, the cost of running a services rather
than being focussed on tariff.
• Delayed Discharges – Red with downward trend. Additional
funding had been provided to Local Authorities in October
2018 to reduce delayed discharges.
November 2018
performance had deteriorated from the October 2018
performance and the trend was continuing downward. The
Chief Operating Officer noted that there was also an issue
around service supply and Liverpool City Council had now
been given a mandate to source on the open market rather
than just the NHS framework. This had released some
additional supply capacity but the effect would not be
immediately noted. JL added that this was a national issue,
not unique to Liverpool.
MS commented on the
fragmentation of services for discharge option and confusing
the structure was. ID responded that Mersey Care were
aiming to consolidate the various services into one team.
The other two indicators were both Green with a positive trend:
• Proportion of people still at home 91 days after discharge
from re-ablement.
• Permanent admissions to residential and nursing homes.
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MS asked exactly what the Finance Procurement & Contracting
Committee was being asked to do with the report as just noting
felt passive. GG however felt that “noting” invited comment,
actions required were the responsibility of the Senior Leadership
Team.
MB responded that the inclusion of the Better Care Fund was part
of the established workplan but again it was understood that this
was only one lens on system performance which is why the CCG
was keen to establish a wider framework rather than purely focus
on the nationally mandated four Key Performance areas. This
would certainly be a feature of the new Performance Committee
once established in the new year. JL commented on the links
between quality and performance mentioned at the Quality Safety
& Outcomes Committee and the new committee structure would
need to pull in the financial element as well.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:

Part 4:
4.1

Noted the current performance against targets.
Strategy & Commissioning

Catheter and Stoma Prescription Services – Report No: FPCC
03-19
GM presented a paper to the Finance Procurement Contracting
Committee to ask for approval to commence a procurement
exercise to identify suitable providers to deliver services which
would oversee the prescribing of all catheter and stoma
appliances.
Historically repeat prescribing was by GP practices following
initiation by Secondary Care and discharge to GP practices. This
was not necessarily GPs’ area of expertise. The majority of stoma
and catheter appliances were dispensed and delivered to patients
by Dispensing Appliance Contractors (‘DACs’) who were
independent non-NHS companies with a license to dispense
medical appliances, with patients free to choose which one to use
or to obtain this service from a community pharmacy. Currently
the CCG spent £5m on prescribing of catheter and stoma
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appliances and the process could be wasteful with inappropriate
prescribing.
In September 2017 a two year pilot was commissioned for catheter
products from Liverpool Urology Appliance Management Service
(‘LUAMS’) following a procurement process and the contract was
due to expire at the end of August 2019. At the same time there
had been a procurement process for a two year pilot for stoma
services but following a legal challenge from an unsuccessful
bidder this had not been taken forward and stoma appliances had
continued to be prescribed by GPs.
The LUAMS contract had been evaluated and the results were
contained in Appendix 2 to the paper. There had been no cost
savings from the catheter and stoma budget but the average
patient cost had decreased although the overall spend had
increased. Liverpool CCG’s rise in costs overall increase was
lower than the national average (13.8% Liverpool CCG, 22.9%
nationally average). However the quality of service and support for
the patients was much better and feedback had been
overwhelmingly supportive from patients and GPs. The learning
from the catheter pilot could be used for stoma patients as well.
In procuring a service going forward there was always the risk of
another legal challenge so the process needed to be very robust
and engagement carried out with the dispensing contractors’
organisations. As the contract ended August 2019 in order to have
a service in place patient/market engagement and procurement
process would need to begin February/March 2019.
The Commissioning Support Unit had just release a Stoma Toolkit
and there was potential for CCGs to work together on stoma
project, however this would require upfront investment of between
£250k and £480k and would be a model involving NHS providers
providing a service from scratch.
The Finance Procurement & Contracting Committee commented
as follows:
• GG noted that there had been no significant cost reduction
during the catheter service pilot period but also that there
had been significant improvements in the quality of service
for patients. GPs did not wish to prescribe these products as
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it was not their area of expertise. MS confirmed this was the
case and the service freed up GP time to concentrate on
where value was added for the patient.
• JL agreed that this service greatly enhanced quality of life for
patients, HD agreed the importance of considering this from
the patient perspective. More people were living longer, with
later life came more complications and it was important to
safeguard quality of life. The service needed to be as
efficient as possible and not impacting on Primary Care was
very important.
• DR noted that the paper referred to seeking expressions of
interest from dispensing contractors to run a pilot service
when the word pilot should be removed. He asked if the
modelling for volume should be done now and assured the
committee that GM and the prescribing team would be fully
supported to do this capacity wise, support would come from
Shared Business Service (‘SBS’). He asked at what point
would the CCG consider using the Midlands and Lancashire
Commissioning Support Unit (‘CSU’) toolkit. GM responded
that we had made no commitment to participate in the CSU
approach. PJ added that it was not only about the CSU
offering a service, rather the toolkit was in response to
queries from other CCGs. MB added that the Cheshire &
Merseyside Chief Finance Officers had discussed the CSU
role and the possibility of collaborative working across the
Sustainability & Transformation Partnership, it was
suggested that stoma and catheter prescribing was an issue
for all the Cheshire & Mersey CCGs. The CSU were not
specifically offering a service but their expertise had driven
the Stoma Toolkit. It was felt that we needed to decide what
was best for Liverpool CCG.
• IP felt that it would be useful to have more detail about
quality improvement/definition, there must be secondary
outcomes which could be used as a measure of increase in
quality such as reduction in Urinary Tract Infections (‘UTIs’)
in secondary care. GM responded that coding did not
necessarily distinguish between catheter and non-catheter
related UTIs but there had been a reduction in patients
reporting that they had sought support their GP or secondary
care for UTIs in the LUAMS patient surveys.
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• ID suggested that should the procurement process take
longer than expected due to unforeseen issues such as
provider challenge, the LUAMs pilot contract could be
extended by up to 6 months, rather than bring that request
back to the committee at a future date, should approval for
that extension, should it prove necessary, be given now and
the responsibility delegated to DR and his team. GG and the
Finance Procurement & Contracting Committee gave their
approval to this.
• There was some discussion around the approach that
Liverpool CCG should take around stoma and catheter
prescribing. MB advised that it was important to demonstrate
why Liverpool CCG may not be part of the wider CSU stoma
project going forward.
• The committee gave approval for plans to proceed and DR
advised the committee that the procurement plan would
come back in April.

The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


4.2

Approved the recommendation to commence a
procurement exercise to identify suitable providers to
deliver services which will oversee the prescribing of all
catheter and stoma appliances.

Proposed Deep Dives Schedule for Finance Procurement &
Contracting Committee Finance Report and List of Planning
Priorities – Verbal
MB advised the Finance Procurement & Contracting Committee
that the deep dives to be part of the regular monthly finance
update would be chosen once the Plan for the year ahead had
been approved at the next month’s committee.
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The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the verbal update.

Part 5:
5.1

Governance

Information Governance – Standing Item – Information
Governance Steering Group – Verbal
MB updated the Finance Procurement & Contracting Committee
that the notes of the last Information Governance Steering Group
were included for noting. There were no exceptional issues to
report.
MB noted that all was progressing well with the Information
Governance Toolkit and there was good attendance at the
Steering Group including risk owners. The notes of the meeting to
take place on the afternoon of 22nd January 2019 would be
available to be circulated for noting with the papers for the next
meeting of the Finance Procurement & Contracting Committee.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the Verbal Update.

5.2

Committee Effectiveness Follow Up/Annual Report for Audit
Risk & Scrutiny Committee Preparation – Report No: FPCC
04-19
MB updated the Finance Procurement & Contracting Committee
that the work already carried out on the effectiveness of the
committee monitored against the Terms of Reference and brought
to an earlier meeting had been used to form the basis of the
annual report 2018/19 for submission to the Audit Risk & Scrutiny
Committee in February 2019. GG noted that he had made
comments to MB about including a reference about possibly
having an external audit of the committee done once a year,
although noting that the committee structure of the CCG was about
to change. It was noted by MB and ID that Mersey Internal Audit
Page 12 of 13

510

Agency already did a review of the effectiveness of committee(s)
and there was discussion around using them for this function.
HD agreed that it was a good proposal to use the same format as
the previous effectiveness review and suggested adding meeting
frequency and attendance information.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Reviewed, commented on and approved the Finance
Procurement & Contracting Committee Annual Report for
Submission to the Audit Risk & Scrutiny Committee in
February 2019
5.3

Finance, Contracting & Business Intelligence Risk Register –
Verbal
MB updated the Finance Procurement & Contracting Committee
that there were no updates to the Risk Register since its last
presentation. He had been working with HD on the wording
regarding a specific risk and it would be presented to the next
meeting.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


6.

Noted the verbal update.

Any Other Business
None.

7.

Date and time of next meeting
Tuesday 26th February 2019
Lewis’s Building L1 2SA.

Room 2 10am The Department
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
QUALITY SAFETY & OUTCOMES COMMITTEE
Minutes of meeting held on Tuesday 4th December 2018 at 3pm
Boardroom, The Department, Lewis’s Building
Present
Jane Lunt (JL)
Stephen Sutcliffe (SS)
Shamim Rose (SR)
Jan Ledward (JLe)
In attendance
Mark Bakewell (MB)
Jan Lloyd (JE)
Barbara Harding (BH)
Sarah Dewar (SD)
Sarah Thwaites (ST)
Peter Johnstone (PJ)
Paula Jones
Apologies
Ken Perry (KP)
Kerry Lloyd (KL)
Mavis Morgan (MM)
Fiona Lemmens (FL)
Donol O’Donghue (DOD)

Director of Quality, Outcomes &
Improvement (Chief Nurse) In The Chair
GP Governing Body Member
GP Governing Body Member
Chief Officer

Chief Finance & Contracting Officer
Senior Clinical Quality & Safety
Manager
Clinical Quality & Safety Manager
Social Value and Engagement Lead
Healthwatch
Head of Primary Care Delivery
Committee Secretary (Minutes)

Lay Member for Patient & Public
Involvement/Chair
Deputy Chief Nurse
Patient Representative
Governing Body GP
Governing Body Secondary Care
Clinician

Part 1: Introductions & Apologies
1.1 WELCOME & INTRODUCTIONS
JL as Chair welcomed everyone to the meeting.
1.2 DECLARATIONS OF INTEREST
There were no declarations of interest made relevant to the agenda.
JL reminded the committee that should anything arise during the
discussions which needed to be declared then any declarations
needed to be made immediately.
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1.3 MINUTES AND ACTIONS FROM 6th NOVEMBER 2018
The minutes of the meeting which took place on 6th November 2018
were agreed as an accurate record of the discussions which had
taken place.

1.4

MATTERS ARISING NOT ALREADY ON THE AGENDA:
1.4.1 Action Point One – JL updated the Quality Safety & Outcomes
Committee that Andrew Woods, Merseyside CCGs’ Equality &
Inclusion Service, was working in conjunction with the Midlands
& Lancashire Commissioning Support Unit to review the
Equality Impact Assessment taken to support the Individual
Funding Requests process. Feedback would be provided at the
next meeting in February 2019.
1.4.2 Action Point Two – it was noted that Carlene Baines,
Designated Nurse for Children in Care and Looked After
Children would feedback to the meeting in February 2019 on
the Corporate Parenting Board.
1.4.3 Action Point Three – JE updated the Quality Safety &
Outcomes Committee that the matter of Never Events at
Liverpool Women’s Hospital was on the agenda for the meeting
of the trust’s Clinical Quality & Performance Group taking place
the next day, it was also referenced in the Quality Profile paper
for Liverpool Women’s Hospital on the agenda.
1.4.4 Action Point Four – JL confirmed that the data on diagnostic
performance in the Early Warning Dashboard had been
reviewed in order to be presented in a more sensible manner.

Part 2: Updates
2.1

CHIEF NURSE’S REPORT – REPORT NO: QSOC 80-18
JL presented the Chief Nurse’s report to the Quality Safety &
Outcomes Committee:
• Aintree – A Single Item Quality Surveillance Group had been
held and the Trust was under Enhanced Surveillance. In
September 2018 it had been decided that the Royal College of
Surgeons should undertake a review and the feedback from
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Aintree regarding the findings of this review was awaited. If
satisfactory and the Trust was able to provide assurance that
they were making significant improvement this would form part
of the recommendation to step them down to Routine
Surveillance. Oversight continued to be led by South Sefton
CCG as the co-ordinating commissioner via the monthly
Collaborative Commissioning Forum and the Clinical Quality &
Performance Group.
• Referral to Treatment Times – the performance issues were
mostly at the Royal Liverpool Hospital and the Trust was under
Enhanced Surveillance for it. There had been some
improvement but the situation was not what it should be and
would be discussed at the Clinical Quality & Performance
Group meeting later that week. A Cheshire & Merseyside
Quality Surveillance Group had been held the previous week
and problems discussed around the potential decline in quality
in organisations during times of major change, referencing the
Royal and Aintree merger. NHS England/Improvement, South
Sefton CCG and Liverpool CCG were meeting to discuss
internal risk.
• Kirkup – work continued to address the findings from the Kirkup
Review. Members of the Quality Team were to join a series of
themed panels the Mersey Care had set up to look at the
review of Serious Incidents, feedback would be available at the
next meeting in February 2019.
• Transforming Care Programme - Besford House was a ‘stepthrough’ service for people with a Learning Disability (LD) which
would support Liverpool’s priority of reducing the number and
length of stay of hospital admissions and out of area
placements, as well as reliance on in-patient care for crisis and
other presentations. Recently the Care Quality Commission
(‘CQC’) had been minded to decline to register the facility
based on the submission of evidence and a site visit, as it did
not fully conform to the change in requirements since the
publication of ‘Registering the Right Support’ by CQC. This had
impacted upon the ability to discharge 6 people as planned
from the end of September. These would be viewed as delayed
discharges within the context of Transforming Care. The Local
Authority was the Lead Commissioner for Besford House which
was challenging, the plan going forward was to apply to reregister two of the three bungalows.
Page 3 of 14

515

• Quality Safety & Outcomes Committee agenda for December
2018:
o Healthcare Acquired Infections Quarter 2 Update: this
contained details of progress to date. MB commented
that the Audit Risk & Scrutiny Committee that morning
had considered the Mersey Internal Audit Agency (‘MIAA’)
report on Healthcare Acquired Infections. JE noted that
there had been four recommendations from MIAA, three
of which were completed and one in progress:
 Acquired more assurance around the system being
able to track actions (this had been completed
before the report findings had been written up).
 Terms of Reference to be set up for each meeting
(completed).
 Strategy required – this had been sent to JL and
would be completed by the end of the month.
 The requested tracker of framework reports had
already been set up.
o Quality Safety & Assurance Group Update – the
constitutional arrangements for the Group were being
reviewed, going forward we needed this to provide
assurance of how quality monitoring in general practice
was changing. There were specific issues of a couple of
practices rated as inadequate or required improvement by
the Care Quality Commission (‘CQC’).
o Liverpool Women’s Hospital Quality Profile was on the
agenda. The trust was under Enhanced Surveillance for
Referral to Treatment times.
o Patient Engagement – this was now being looked at in
greater detail in order to bring matters to the attention of
the organisation and to inform service
change/improvements.
o Risk Management/Register – the decision had been taken
to start again with a blank page, colleagues had been
asked to supply updates, no response meant that the risk
was removed. This had resulted in the number of risks
being reduced.
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The Quality Safety & Outcomes Committee commented as follows:
• JLe referred to HCAI performance in Quarter 2 and asked if
there was a detailed breakdown of what the issues were and if
there was a Recovery Plan in place, what would the position
look like by the end of the year? BH responded that the
challenge was around e-Coli and a Reduction Group was
hosted by Sefton with progress on e-Coli now back on track.
The quarter 2 report highlighted the targeting of Urinary Tract
Infections in patients and improving hydration/continence. The
data showed 75% of cases occurring in the community
therefore Care Homes and Primary Care were being targeted.
For C-Difficile there were concerns around Aintree, they had
improved and were now in line with the Royal Liverpool Hospital
although the Royal had doubled the number of cases in Quarter
2 and we were not sure why. For MRSA numbers remained
low with three in quarter 2 (two assigned to Liverpool CCG, one
identified retrospectively in Quarter 1 for a Liverpool patient at
Aintree. South Sefton CCG had participated the Post Infection
Review process with the trust, the case was attributed to the
trust as the patient had not received any community provided
care). As regards tracking we now had a formal system in
place to track through Datix and providers were assuring us of a
more robust approach to tracking. There was a new template
for the Action Plans to make the process more formalised.
JLe felt that she was being give re-assurance but not
assurance that the trajectory was going in the right direction.
JE noted that SR attending the North Mersey Gram Negative
Bloodstream Infection Steering Group. JLE requested a plan
around trajectory and JE agreed that she and BH would produce
an assurance report regarding system wide and provider level
actions to address the GNBSI rates especially E.coli to include
actions planned and trajectories.
JE noted that a regional approach was required to include all
CCGs within the Cheshire & Merseyside area.
• SS raised the matter of MRSA in Care Homes/Primary Care.
JE commented that the Infection Control Network was sharing
learning from Post Infection Reviews. SR noted that there
were also safeguarding issues to take into account. The
population was getting steadily older and there were more
patients with drug addiction issues. JE added that how CCGs
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managed quality in Primary Care in line with the way it was
managed in other providers was still in development
JLe emphasised the need to have assurance that the issues were
recognised, dealt with and on the correct trajectory.
The Quality Safety & Outcomes Committee:
 Noted the contents of the report.
2.2

QUALITY AND SAFETY ASSURANCE GROUP REPORT
OCTOBER 2018 – REPORT NO: QSOC 81-18
SR reported back to the Quality Safety & Outcomes committee on the
Primary Care Quality and Safety Assurance Group (‘QSAG’) meeting
in October 2018 and highlighted the issues raised:
• Home Oxygen Service – GPs needed to adhere to the guidance
and only provide on prescription. The Local Medical Committee
had written out to practices to follow due process.
• Named Safeguarding Leads GP Event held – not all practices
were accessing the safeguarding training on offer from the
CCG. GPs had a statutory responsibility to complete training
but the CCG had not levers to enforce use of its own training.
The Safeguarding Team were looking at this. JLe commented
that practices needed to provide the CCG with assurance that
the relevant training had been undertaken.
• Primary Care Connect Practices needed to have more
continuity of care and leadership as highlighted in the Care
Quality Commission. Many sessions were covered by locums
and this was work in progress. It was noted by the committee
that QSAG should mirror the Clinical Quality & Performance
Groups held for each provider trust and therefore provider
engagement was probably required at QSAG, using local
networks. JLe felt that there were confidentiality issues in using
the networks meetings as some data could not be shared there.
JL added that the process of reporting from QSAG to the
Quality Safety & Outcomes Committee was evolving/changing,
and the issue of confidentiality, amongst others, would be
worked through.
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The Quality Safety & Outcomes Committee:
 Noted the content of the report.
 Noted mitigation taken.
 Recommended further action if required.

Part 3: Strategy & Commissioning
3.1

HEALTHCARE ASSOCIATED INFECTION QUARTER 2 2018/19
UPDATE REPORT - REPORT NO: QSOC 82-18
BH presented a paper to the Quality Safety & Outcomes Committee
which outlined the progress with regards to the Management of
Healthcare Associated Infections within the city. This had already
been discussed under item 2.1 Chief Nurse’s Report and she noted
the request from JLe for assurance not re-assurance and therefore
highlighted:
• Use of the Infection Prevention Control Network (bi-monthly
meetings).
• We had the Healthcare Associated Infection Assurance
Framework.
• Quarterly quality schedule
• Gram Negative Bloodstream Steering Group
• Informal meeting with Infection Prevention & Control Leads
from the community
• There was a robust MRSA Post Infection Review process with
an option to have a second meeting if better representation
required.
• We had formal tracking of Action Plans from Post Infection
Reviews.
• We needed to work closely with Local Authority colleagues
regarding the Care Homes issues and get Care Home
representation at the Post Infection Review meetings.
JE added that we also participated in the NHS England Healthcare
Associated Infection Network and had Public Health and Public
Health England representatives at the bi-monthly Infection Prevention
and Control Network and key colleagues at the Gram Negative
Bloodstream Infection Steering Group.
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The Quality Safety & Outcomes Committee commented as follows:
• SS referred to performance around e-Coli which was showing
already 30 cases over plan. JE responded that that was for
North Mersey but for the Liverpool plan this would be different.
JLe added that a plan was required for Liverpool which
reflected our population and asked what we thought “good”
performance would look like. More assurance was required
from the Liverpool perspective.
• SS referred to MRSA and C Difficile. JE noted that
antimicrobial resistance and the Antimicrobial Resistance
Strategy were very important. JL felt that the figures needed to
be broken down by Trust. JE noted the number of cases in the
community and work in care homes which was ongoing around
whether or not “to dip”. We needed to be more explicit on what
we were doing. JLe stressed the need to triangulate
information with providers. JL noted that Primary Care were
engaged in the Post Infection Review process and we needed
to think about how this could be done in a meaningful way
whilst not being a burden on Primary Care. The Local Authority
was the lead commissioner for Care Homes and had a
contractual duty but we needed to add clinical expertise to their
process. JE agreed that the Local Authority needed to be able
to provide assurance to the CCG. SR mentioned the Sepsis
Summit she had attended where there had been Care Home
representation and felt there was a conflicting message from
the sector saying that the aim was for patients’ environment to
be more like their own homes rather than clinical. JLe felt that
information around care homes performance in this area
needed to be in the public domain so that the public could make
informed choices. ST referred to the Local Authority
Dashboard which served this purpose along with Care Quality
Commission information which was in the public domain. It was
noted that information going to the CCG’s Governing Body
would also end up in the public domain and would provide a
powerful “window” for the public.
The Quality Safety & Outcomes Committee:
 Noted the contents of the report
 Noted performance during Quarter 2 2018-2019
 Identified if further assurance was required
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3.2

LIVERPOOL WOMEN’S HOSPITAL QUALITY PROFILE –
REPORT NO: QSOC 83-18
JE presented a paper to the Quality Safety & Outcomes Committee
which summarised the key risks to quality at Liverpool Women’s
Hospital which had emerged during 2018/19 year to date and showed
the quality assurance mechanisms in place against those risks. She
noted:
• There had been 15 Serious Incidents year to date.
• There was a new Head of Governance in role and the Trust
was changing the way it looked at Serious Incidents and Never
Events and how they were reviewed.
• The trust was in Enhanced Surveillance for Referral to
Treatment Times and there were monthly Clinical Quality &
Performance Group meetings to review plans and performance.
In October 2018 the Trust reported the Referral to Treatment 18
week target as 86% (August) and hoped to be able to achieve
the target and be compliant by the end of Quarter 4.
• All 52 week target breaches had been reviewed via Root Cause
Analysis to assess any levels of harm. To date no harms had
been identified. BH had worked with the Trust to bring about
the improvement in their organisation of the review process.
• There had been 4 Never Events over the past two financial
years (retained swab, wrong device). The CCG was waiting for
the submission of the Root Cause Analyses for the latest two.
The Clinical Quality & Performance Group had reviewed an
updated Local Safety Standards for Invasive Procedures
(‘LocSSIPS’) action plan and concern had been raised on
progress which was to be reviewed further.
The Quality Safety & Outcomes Committee commented as follows:
•

In response to a query from JLe about how to use the
information, JL felt that the Trust had “taken its eye off the
ball” as a result of a change in senior level staff (new Chief
Nurse and Medical Director) but now there should be
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improvement. JE noted the Recovery Plan in place in
response to the Enhanced Surveillance for Referral to
Treatment Times which should lead to an improvement for
Quarter 4. Two new consultants had been appointed and a
consultancy company had been engaged to carry out an audit
on capacity for Referral to Treatment. Their report would be
discussed at the Clinical Quality & Performance Group
meeting the next day as well as concerns raised by NHS
England around colposcopy services and the cervical
screening pathway. It was noted that this also involved
Specialist Commissioning. The CCG was working with the
commissioners of One to One Midwifery (Wirral CCG), British
Pregnancy Advisory Service (Halton CCG) and the Trust to
improve communication pathways. Friends & Family
responses had also been discussed at the Clinical Quality &
Performance Group meeting and an action plan was in place.
•

JLe asked about a Recovery Plan for Referral to Treatment
Times and it was confirmed that there was one which was
being monitored by Judith Neilsen (Service Implementation
Manager for Planned Care). JLe asked that in future any
documents such as Recovery Plans should be appended to
the reports.

•

SS asked if the CCG needed to be sighted on colposcopy or
leave it to NHS England. JE responded that we were sighted
on it and were happy to be the conduit between NHS England
and the Trust and this would be discussed at tomorrow’s
Clinical Quality & Performance Group meeting where there
would be representation from Specialist Commissioning. JL
commented that the landscape was complex, we were
required to deliver on our responsibilities not the whole
system.

•

MB referred to the triangulation of information and that from a
financial and contractual viewpoint Liverpool Women’s
Hospital’s activity had decreased against the Acting As One
Contract planned levels. Tariff changes were expected going
forward which would have an impact on the Trust. The second
phase of Acting As One contracts would require a careful
setting of the baseline position.

The Quality Safety & Outcomes Committee:
Page 10 of 14

522

 Noted the content of the report.

3.3

LIVERPOOL COMMUNITY DEVELOPMENT SERVICE (‘LCDS’)
ENGAGEMENT PLAN AND UPDATES ON URGENT CARE
REVIEW & CRITERIA BASED CLINICAL TREATMENT (‘CBCT’)
ENGAGEMENT– REPORT NO: QSOC 84-18
SD presented a paper to the Quality Safety & Outcomes Committee
which advised on the forthcoming engagement for Liverpool
Community Development Services in order to provide assurance
regarding the appropriate level of planning to ensure effective
engagement of public and patients. The paper also updated on the
Urgent Care review and Criteria Based Clinical Treatment Policy
Review (‘CBCT’).
SD highlighted:
• The Urgent Care engagement process had now begun and the
first public meetings were taking place.
• Five Merseyside CCGs and Warrington CCG were working
collaboratively on CBCT and the review of the 90 policies. The
Midlands and Lancashire Commissioning Support Unit were
providing support in the review of all the procedures within the
CBCT Policy and the Assisted Conception Policy. The final
decision was awaited and then engagement would begin in
later December 2018, or rather January 2019.
• The LCDS engagement plan sought to address inequalities in
mental health experienced by Black, Asian, Minority Ethnic and
Refugee (‘BAMER’) communities and reduce barrier to the
access of support. The contract for the service was due to end
March 2019 and the engagement would start January 2019 to
inform the future service from April 2019.
• Findings from the engagement processes would be reported
back to the Quality Safety & Outcomes Committee.
• The purpose of today’s paper was to ensure that the Quality
Safety & Outcomes Committee were happy with the
engagement proposals.
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The Quality Safety & Outcomes Committee commented as follows:
• JLe noted that Mersey Care had a block contract for these
services therefore it was necessary to consider how service
provision from community groups fitted in with the over-arching
Mersey Care contract. She felt that it would be useful for the
Chief Nurse’s report for the Governing Body to include this.
• ST commented that Mersey Care might be conflicted in
providing advocacy support for its patients. JLe felt that this
was more about how services linked in with the Neighbourhood
approach, advocacy was not about healthcare provision and
Mersey Care could signpost to advocacy services. ST felt that
that this would not be possible as such services did not exist or
would no longer exist. She felt that the timescale was very
short if implementation needed to be for 1st April 2019, however
JLe commented that this was engagement rather than
consultation.
• SR referred to section 10 of the Engagement Plan for the
BAMER Mental Health Community Development Service
around Equality Pre-Assessment and noted that there were
very different ways of coping with and treating different cultures,
there were many different BME communities with different
practices and languages.
• SD commented that Mersey Care needed to ensure that their
services were accessible. The review process was looking at
how services were, how they should improve and what gaps
there where. JLe asked about children’s mental health and
advocacy. SD responded that this was dealt with via Children
and Adolescents Mental Health Services (‘CAMHS’) and Alder
Hey, the review being considered here was for adult services
only. JLe commented that One Liverpool was all about a
holistic approach to services therefore we needed to
communicate with Alder Hey about who they thought we should
engage with. SD responded that we could design the
engagement to capture the perspective of families and children.
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The Quality Safety & Outcomes Committee:
 Noted the engagement plan for LCDS
 Approved the engagement activity proposed
 Decided whether a summary of the LCDS engagement
activity should be provided to the governing body
 Noted the update regarding Urgent Care and CBCT
Engagement
Part 4: Performance
No items

Part 5: Governance
5.1

RISK REGISTER – REPORT NO: QSOC 85-18
JE presented the Risk Register to the Quality Safety & Outcomes
Committee and noted the link with the strategic responsibilities of the
organisation, for Referral to Treatment times at the Royal Liverpool
Hospital there were monthly monitoring meetings in place. JB was
looking at the use of Datix to process the data and to enable us to be
more strategic in our approach.
JLe asked for the assurance of controls to be stronger, and reference
to Recovery Plans to be made. JE responded that the information on
the register was updated by the Leads and perhaps they required
training on how the risks should be updated.
SS asked if there was a Winter Pressures Plan. JLe responded that
there was mitigation but no specific plan therefore this needed to be
flagged to the Governing Body in January 2019 as a risk. The A&E
Delivery Board had been tasked with pulling together a system wide
Winter Plan but this had not yet happened. Also no guidance had as
yet been received. It was an escalation plan which was required
rather than a Winter Plan. MB added that NHS England had made it
perfectly clear that there would be no additional monies available to
deal with winter pressures and JLe agreed to share the letter which
had been sent to the Royal Liverpool Hospital with SS.
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The Quality Safety & Outcomes Committee:
 Noted that 2 risks that were queried last month with regards
to them being kept open (CWP1 and LCCG7) were both on
the corporate risk register and would be monitored via this
route and would therefore remain closed on the quality risk
register (as agreed by Jane).

6.

ANY OTHER BUSINESS
JL updated the Quality Safety & Outcomes Committee that the
patient representative attendee Mavis Morgan, who had been unable
to attend in 2018 due to health reasons, was to celebrate her 80th
birthday at the weekend. A card was circulated for signature and it
was agreed to send her flowers from the Quality Safety & Outcomes
Committee.

7.

DATE AND TIME OF NEXT MEETING
Tuesday 5th February 2019 – 3pm to 5pm, Boardroom Liverpool CCG
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
QUALITY SAFETY & OUTCOMES COMMITTEE
Minutes of meeting held on Tuesday 5th February 2019 at 3pm
Meeting Rooms 1 & 2, The Department, Lewis’s Building
Present
Ken Perry (KP)
Jane Lunt (JL)
Stephen Sutcliffe (SS)
Shamim Rose (SR)
Jan Ledward (JLe)

In attendance
Kerry Lloyd (KL)
Jan Lloyd (JE)

Lay Member for Patient & Public
Involvement/Chair
Director of Quality, Outcomes &
Improvement (Chief Nurse)
GP Governing Body Member
GP Governing Body Member
Chief Officer (up to and including item
3.1)

Barbara Harding (BH)
Helen Smith (HS)
Carlene Baines (CB)
Julia Burrows (JB)
Peter Johnstone (PJ)
Sarah Thwaites (ST)
Paula Jones

Deputy Chief Nurse
Senior Clinical Quality & Safety
Manager
Clinical Quality & Safety Manager
Head of Safeguarding
Designated Nurse for Children In Care
Quality Manager
Head of Primary Care Delivery
Chief Officer, Healthwatch
Committee Secretary (Minutes)

Apologies
Mark Bakewell (MB)
Mavis Morgan (MM)
Fiona Lemmens (FL)
Sarah Dewar (SD)

Chief Finance & Contracting Officer
Patient Representative
Governing Body Chair/GP
Social Value and Engagement Lead

Part 1: Introductions & Apologies
1.1 WELCOME & INTRODUCTIONS
KP as Chair welcomed everyone to the meeting.
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1.2 DECLARATIONS OF INTEREST
KP referred to the previous standing declaration he made regarding
his company Do-Well who from time to time carried out work for
Mersey Care Trusts. Mersey Care Trust featured regularly on the
agenda of the Quality Safety & Outcomes Committee. There had been
no work carried out for Mersey Care in the last six months and it was
therefore felt that this interest should be removed from the CCG’s
Register of Interests.
In respect of item 2.1 Chief Nurse’s Report, which referred to the
quality of the Any Provider of Medical Services (‘APMS’) contracts held
by Primary Care Connect (‘PCC’) both Dr Stephen Sutcliffe and Dr
Shamim Rose declared an interest as GPs working in general practice.
Although an interest was declared it was agreed that they were not
conflicted as no decision was being made.
1.3 MINUTES AND ACTIONS FROM 4th DECEMBER 2018
The minutes of the meeting which took place on 4h December 2018
were agreed as an accurate record of the discussions which had
taken place subject to the correction of a typographical error on page
six to correct the word “an” to “and”.

1.4

MATTERS ARISING NOT ALREADY ON THE AGENDA:
1.4.1 Action Point One – JL updated the Quality Safety & Outcomes
Committee the review of the Equality Impact Assessments on
Individual Funding Requests (‘IFRs’) by Andrew Woods was
ongoing. JL would check with Andrew Woods and report back
to the committee.
1.4.2 Action Point Two – CB gave an update on the Corporate
Parenting Board, noting that since the last Quality Safety &
Outcomes Committee in December 2018 there had been two
meetings of the Corporate Parenting Board and bi-monthly
dates had been set going up to August 2019. KP asked for a
report back on progress to the April 2019 Quality Safety &
Outcomes. In response to a query from JLe about Terms of
Reference for the Board CB replied that she would request
them as the membership had been reviewed. She would like to
establish a health sub-group of the Board which would be an
area that could be influenced by the CCG.
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1.4.3 Action Point Three – it was noted that the themed panels set up
to review Serious Incidents by Mersey Care from the time of
Liverpool Community Heatlh had been stood down and an
update would be provided at a later stage.
1.4.4 Action Point Four – it was noted that a report on Gram Negative
Bloodstream Infection was on the agenda later on.
1.4.5 Action Point Five – it was noted that the Chief Nurse’s Report to
the Governing Body in January 2019 had contained reference
to the Mersey Care block contract and gaps which could be
filled by other organisations.
1.4.6 Action Point Six – it was noted that post the last meeting prior to
the January 2019 Governing Body the North Mersey Winter
Plan had been approved by the A&E Delivery Board.
1.4.7 Action Point Seven – it was noted that the appropriate
correspondence had been sent to Dr Sutcliffe around the
Royal’s request for additional winter funding and the CCG’s
response.
Part 2: Updates
2.1

CHIEF NURSE’S REPORT – REPORT NO: QSOC 01-19
JL presented the Chief Nurse’s report to the Quality Safety &
Outcomes Committee:
• Special Educational Needs & Disability (‘SEND’) Inspection –
the formal written report would be available at the end of
February 2019, verbal feedback had been received but was
embargoed. The assessment was as expected and the selfassessment done deemed very accurate. There were areas of
strength and weakness, we were already aware of the weak
areas and taking measures to address, however the pace
needed to be quicker. Ofsted and SEND For Change were
there to support us to put together the improvement plan. Once
received the formal report letter would be shared with the
Quality Safety & Outcomes Committee and the Governing
Body.
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• Primary Care Connect – (it was noted that this was the area in
which the two GP members had declared an interest). The
Care Quality Inspection results for Everton Road and Anfield
Health been “Inadequate” and “Required Improvement”
respectively. Recovery work had been carried out in early
January 2019 and the practices re-inspected, although the
results were not yet know. The areas of weakness had been
around safeguarding, leadership and patient safety. However
Primary Care Connect had served notice in January to
terminate all six of their Any Provider of Medical Services
(‘APMS’) contracts and work was ongoing to understand the
options available for patients with the providers, Local Medical
Committee and a paper had been presented to a meeting of the
Primary Care Commissioning Committee that day.
• Mersey Care Mental Health Thematic Review – the CCG
required additional assurance around risk assessment for the
competency of mental health practitioners, process for joint
working with partners and family engagement. A paper form
the trust on the gaps would be presented to the Clinical Quality
& Performance Group in March 2019. In response to a query
from JLe KL explained that the CCG already had individual
investigation reports but it was the identification of the gaps
which would be discussed at the Clinical Quality & performance
Group. There would be a further workshop in April 2019. JLe
asked for the committee to have sight of any action plans when
items such as this were discussed and KL agreed to supply the
aggregated Action Plan for the next Chief Nurse’s report. KP
felt that this was something the trust should be doing anyway as
a matter of course and JL agreed that sometimes we had to be
more explicit in what we asked from them.
• Mersey Care Community Services – there were safeguarding
concerns, particularly around statutory health assessments for
children in care. There had been a challenge from NHS
England on why the CCG had not issued a contract
performance notice which we had not done as it gave the wrong
message. The same level of work was being carried out but we
wanted to be more supportive of the trust and build trust
between provider and commissioner. JL was attending their
internal safeguarding meeting to give the commissioner’s
perspective. To mitigate risk the Safeguarding Team had
increased monitoring and implemented weekly action plan
update meetings with the trust’s Head of Safeguarding and
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monthly oversight via the CCG’s Head of Safeguarding (HS)
and Deputy Director of Nursing. Safeguarding/Children in Care
would be a standing item at the Mersey Care Collaborative
Forum meetings and the improvement plan monitored at the
Clinical Quality & Performance Group meetings with update
reports on quarterly Key Performance Indicator submissions to
the Quality Safety & Outcomes Committee.
• Aintree – the trust was under Enhanced Surveillance and had
been for a number of months. The Royal College of Surgeons
reported was awaited which might have resulted in the returned
to normal surveillance, however there had been two serious
incidents in November/December 2018 and therefore the trust
remained under Enhanced Surveillance for Theatres to be
reviewed at the end of March 2019.
• Aintree and Royal Merger – service change always brought
additional risk, we were using the learning from the Liverpool
Community Health transition process. The Key Performance
Indicators of staff and patient experience as an early warning
system. We were working closely with both Aintree and the
Royal to be a supportive as possible and aligning our quality
schedules with their financial schedules, however they
remained two sovereign organisations until they merged.
• Royal Liverpool Hospital – there was a Quality Profile paper
already on the agenda. The main issues were Referral to
Treatment times, diagnostics, cancer and unscheduled care,
improvements were being made around Healthcare Acquired
Infections and Safeguarding. There were ongoing estates
issues but hopefully the new build was back on track for
completion in 2020, we would be kept informed of the interim
issues. The issue of absent submissions to the Clinical
Quality & Performance Groups had been raised and a letter
sent to the Chief Nurse to ask that these be submitted in time.
The trust had undergone an unannounced Care Quality
Commission Visit, in 2016 the trust had been rated as “Good”
but this was a long time ago.
• North West Ambulance Service (‘NWAS’) - In recent months,
work had taken place across the North West to strengthen the
quality input to the complex governance arrangements for
quality and performance for NWAS, overseen by the Chief
Nurses Network in Cheshire and Mersey for the Cheshire and
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Mersey specific issues. Blackpool CCG was the coordinating
commissioner for NWAS on behalf of the 31 CCGs in the North
West. This was a huge and complex task and governance
operated through a ‘county’ specific structure which requires
responsibility on both parts (NWAS and CCGs) to organise
appropriate representation and feedback networks within each
county. It also required NWAS and Blackpool CCG to be clear
about roles and responsibilities. NWAS ran a Quality Seminar
in November 2018 and asked for representation from each
CCG partner. The event aimed to aid communication,
awareness and understanding of the governance and specific
issues that required improvement and there was commitment to
the event being the first of regular events. One specific area
which had required further scrutiny and understanding was the
governance and management of Serious Incidents. There was
an event specifically focusing on this on 5th February and the
CCG had representation at the event. In addition to this, on
behalf of Mersey CCGS, the Director of Quality, Outcomes and
Improvement had joined the NWAS Quality Meeting to
understand the processes and governance and to feed in
Mersey issues with feedback to partner CCGs and the Chief
Nurse network. This would be reviewed as a model for effective
Mersey representation and input developed.
• Continuing Healthcare – there was good news around the 28
day reporting timeframe target which was now being met,
however the target was 80% which meant that 20% were not
being reported in time.
• Besford House Care Quality Commission (‘CQC’) registrations
– Liverpool City Council with support from Liverpool CCG and
the Transforming Care Programme Team had submitted a new
application to the CQC for registration. Confirmation would be
received at the end of February 2019 and we were hopeful of a
positive outcome and of being able to move patients out of
hospital to Besford House which would have a positive effect on
delayed discharge performance. JLe ask for the Chief Nurse’s
report to the Governing Body to include data on the numbers of
patients involved so that the Governing Body would be sighted
on the plan.
• It was noted that there was a paper later on the agenda on
Multi-Agency Safeguarding arrangements and also a paper on
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Gram Negative Bloodstream Infections with an Improvement
Plan.

The Quality Safety & Outcomes Committee commented as follows:
• KP noted how It was good to see that the Chief Nurse’s Report
was developing as a document.
• KL commented that as the Quality & Safety Assurance Group0
(‘QSAG’) evolved Primary Care quality reporting would be
received and be helpful in learning lessons. PJ noted that in
the light of two negative CQC reports on Primary Care Connect
practices Primary Care Connect were required to put forward a
patient safety plan. JL noted that the Task & Finish Group was
still in place and this was where data needed to be coordinated.

The Quality Safety & Outcomes Committee:
 Noted the contents of the report.
2.2

SAFEGUARDING SERVICE QUARTERLY REPORT QUARTER 2
– REPORT NO: QSOC 02-19
HS provided an update to the Quality Safety & Outcomes Committee
in relation to adult and children safeguarding and an analysis of the
quarter 2 2018/19 data submitted by commissioned health services
as part of the Safeguarding quality schedule. She highlighted:
• The Royal, Alder Hey and Spire were demonstrating significant
assurance.
• Mersey Care Mental Health – there was a contract performance
notice in place, however they should be fully compliant against
training by quarter 4.
• Mersey Care Community – limited assurance due to lack of
compliance for children in care – progress was slow.
• Liverpool Women’s Hospital – compliance had dropped for the
4th quarter for training compliance therefore limited assurance
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noted. The trust would not be demonstrating full compliance by
quarter 4. The CCG attended the trust’s internal safeguarding
meeting. KP observed that the trust had allowed this to happen
and HS responded that in their defence they had been provider
safeguarding support for Aintree as well as their own trust.
• There were two Child Single Agency Reviews and one multiagency. These reviews did not meet the requirement to be
serious case reviews so the question was asked of exactly what
level of detail the Quality Safety & Outcomes Committee
required to have sight of to have the correct level of assurance.
These reports went as a matter of course to the Safeguarding
Children and Safeguarding Adults Boards. JL felt that perhaps
the CCG needed a subset of the Quality Safety & Outcomes
Committee along the lines of the Serious Incidents Panel to
consider the review and provide the relevant synopsis to the
Quality Safety & Outcomes Committee. KL added that that the
Safeguarding Children’s Board would hold the system to
account. JL agreed that the current process needed to be
formalised, the health element was the CCG’s focus with us
providing assurance to the safeguarding boards that we had
attended to it. The issue of capacity was raised, KL referred to
the recent communication about the national patient strategy
and commented on the use of the provider alliance to deal with
the quality issue. JL agreed to take this forward.

The Quality Safety & Outcomes Committee:
 Noted and approved the content of the report.
Part 3: Strategy & Commissioning
3.1

GRAM NEGATIVE BLOOD STREAM INFECTION IMPROVEMENT
PLAN UPDATE, JANUARY 2019 - REPORT NO: QSOC 03-19
BH presented a paper to the Quality Safety & Outcomes Committee
to update regarding progress made around the provision of
operational oversight, monitoring and scrutiny of the Gram Negative
Bloodstream Infection Improvement Plan. The target set nationally
in 2017 was for a 50% reduction in Gram Negative Bloodstream
Infections by 2021. This had now been revised to 2024 but as yet no
formal notification had been received from NHS England/NHS
Improvement/Public Health. The North Mersey GNBSI Improvement
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Plan would be updated ahead of the February Steering Group
meeting. Liverpool CCG had also taken the decision to refocus the
work locally as our population was different to the North Mersey
population.
Liverpool CCG’s performance had improved, however quarter
1/quarter 2 performance for 2018/19 was higher than the same
period the previous year, however it needed to be taken into
consideration that quarter 2 of 2018/19 had been extremely hot. The
figures in the paper showed that the majority of infections were
community acquired before the patient was admitted to hospital for
patients 66 years old and older. JLe observed that there were
heatwave plans and winter plans and it was important that this work
linked in with those plans.
SS commented on the figure of 75% of cases being community
acquired and asked what the potential causes were, other than
dehydration, not treating urinary tract infections and inappropriate
antibiotic prescribing. A clear pathway was required for urinary tract
infections and changing of catheters. BH responded that this was
exactly the case and why we needed to have the Liverpool Reduction
Group set up with the right people participating.
SR noted that the third Sepsis workshop was taking place in April.
ST added that the messages for the public needed to be wider and
the voluntary sector could have a key role to play in this. KP agreed
that we did not have to do this alone. The evidence base for the
effectiveness of leaflets in changing behaviours was weak.
The Quality Safety & Outcomes Committee:
 Noted the contents of this report.

3.2

ENGAGEMENT UPDATE – VERBAL
KP tabled an update which had been prepared by the Social Value
and Engagement Lead and noted that any queries should be directed
back to Lead.

The Quality Safety & Outcomes Committee:
 Noted the verbal update.
Page 9 of 17

535

3.3

ROYAL LIVERPOOL & BROADGREEN UNIVERSITY HOSPITAL
TRUST (RLB) – QUALITY PROFILE – REPORT NO: QSOC 04-19
KL presented a paper to the Quality Safety & Outcomes Committee
which summarised the current and forecasted risk to quality at the
Royal Liverpool & Broadgreen University Hospital, alongside
mitigation and associated levels of assurance. Nothing in the paper
came as a surprise to us and had already been touched on earlier in
the meeting.
• The delay of the build of the new hospital – estates and quality
was a standing agenda item for the Clinical Quality &
Performance Group meetings with the trust.
• The merger with Aintree was planned for October 2018 and
was also a standing Clinical Quality & Performance Group
agenda item, a joint quality strategy with Aintree was being
developed. There had been a recent article in the Health
Service Journal (‘HSJ’) regarding a report issued by the
Competition and Mergers Authority (‘CMA’) claiming that the
quality of trusts declined when they merged.
• We were meeting South Sefton colleagues for an integrated
approach to the Royal and Aintree around governance, with
Liverpool CCG as the co-ordinating commissioner.
• Referral to Treatment issues – there was nothing new to report
although there had been a small overall improvement in
performance. There were however significant variances at
speciality level but there had been improvement in
ophthalmology but variances remained around sub-specialty
levels.
• Diagnostics – there had been significant challenges over the
past year but now significant improvement was being seen,
performance against the 1% of patients waiting longer than six
weeks had improved from 24% in October 2017 to 1.3% in
November 2018. Urology was the most challenging area.
• Urgent Care – patient flow was still a significant issue however
there had been no increase in serious incidents reported as a
result of performance issues.
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• There were some positive indications around safeguarding,
engagement and infection prevention control.
• The key issue was around workforce, we had a demand
management plan in the Healthy Liverpool Programme and we
needed to consider if one was required for One Liverpool.
KP asked what the purpose of the report was. JL responded that it
was required to understand the trust as it was reporting larger than
anticipated deficits, the Chief Nurse and the Chief Executive were
moving on. We needed to gain assurance around the timescales
involved in the merger. ST added the issue of beds at the Royal
reducing on the move to the new building but demand was not
decreasing. SS added that the focus on early detection was
potentially leading to an increase in referrals and asked why there
were 30% more referrals from general practice. JL commented that
20% were specific to urology but referral had increased but we did
not understand why. At the last CQC inspection it was clear that
there were front door to back door pressures hence the
implementation of ICRAS and Home First but we were still no clear
about what was happening at the front door.
SR commented that many GP practices were not using the “Advice &
Guidance”.
In response to a query from KP JL noted that the next steps were to
present the Senior Leadership Team with a financial report in order to
form a view around the risks as we went into the merger.

The Quality Safety & Outcomes Committee:
 Noted the content of the report
 Requested additional information where required
Part 4: Performance
4.1

EARLY WARNING DASHBOARD – REPORT NO: QSOC 05-19
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JE presented the Early Warning Dashboard to the Quality Safety &
Outcomes Committee which informed of NHS provider compliance
against key national and local performance targets. She highlighted:
• A report was presented to the September Quality Safety &
Outcomes Committee meeting regarding the higher than
expected number of in hospital deaths and the actions and next
steps that were identified are being implemented by the CCG End
of Life Programme Manager.
• Both the Royal Liverpool and Aintree Hospital Trust have
Summary Hospital-Level Mortality Indicator (‘SHMI’) values within
the expected range.
• The Royal Liverpool Hospital remains under enhanced
surveillance in relation to Referral to Treatment (‘RTT’)
performance.
• Liverpool Women’s Hospital RTT performance has been stepped
down to routine monitoring by the Commissioning and Contracts
Team.
• The number of E-Coli Gram Negative Blood Stream Infections
(GNBSI) remains above plan and work is ongoing on a regional
footprint to address. Plans have been developed based on
Liverpool only actions
• The report details the number of MRSA cases year to date and of
the 6 reported lapses in care were identified in 5 cases (2 at the
Royal Liverpool & Broadgreen University Hospital, 1 at Aintree
Hospital and 2 community acquired cases attributed to Liverpool
CCG).
• Three never events have been reported across two providers
(Mersey Care Mental Health [1] and Liverpool Women’s Hospital
[2]). Details of the incidents were in the dashboard and actions
remained ongoing with the providers to review the cases and the
systems in place to maintain patient safety. Monitoring of the
implementation of local safety standards for invasive procedures
(LocSSIPs) remained ongoing across all providers however
Liverpool Women’s Hospital remain under increased scrutiny in
this area.
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SS queried the data around death within 30 days of discharge from
hospital for elective admissions. JE agreed to feed this back to the
Business Intelligence Team and KL agreed to ask the trust to do a
structural review on these patients.
The Quality Safety & Outcomes Committee:
 Noted the performance of the CCG in delivery of key
national and local performance indicators and the recovery
actions taken to improve performance.

4.2

SERIOUS INCIDENT OVERVIEW, QUARTER 3 2018/19 – REPORT
NO: QSOC 06-19
JB present a paper to the Quality Safety & Outcomes Committee
which provided an analysis of information regarding Serious Incidents
reported to the Liverpool CCG as both lead and co-ordinating
commissioner via the Strategic Executive Information System
(‘StEIS’).
For the Royal Liverpool Hospital the review of incidents identified the
themes of post-operative documentation and hand handover, the
human factor for the Never Event reported in quarter 2 and
compliance with World Health Organisation criteria.
For Alder Hey there was one Serious Incident in Quarter 3, the
themes identified from the investigations carried out in quarter 3 were
lack of escalation for the deteriorating patient and effective clinical
handover/communication and human factor relating to the incorrect
identification of an endotracheal tube as an orogastric tube for a
patient transferred in from out of area. Awareness of different
equipment used in out of area trusts was required.
For Mersey Care Community Services pressure ulcers were the
highest reported type of incident. New documentation on pressure
ulcers was to be implemented from 1st April 2019 and the trust would
no longer be able to differentiate between avoidable and unavoidable
pressure ulcers. The themes identified were lack of robust
assessment, escalation for senior review, communication within the
team, delay in equipment, staff training and competencies, task
orientated care and leadership.
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For Mersey Care Mental Health some themes had been highlighted
above from the Thematic Review and additionally identified during
the Serious Incidents Panel Meetings. Reoccurring themes were
around: risk assessment (including the expertise of the Mental Health
Practitioner making the initial assessment in A&E, during a time of
crisis and escalation to a more experienced professional); risk
formulation; supervision; lack of formalised staff training; transfer of
information and handover of care and involvement of the patient’s
family as part of drawing together family concerns and all elements of
risks posed to the patient and others and lack of escalation to
Safeguarding. Other themes identified through Serious Incidents
Panels had been around duty of candour and culture (no change to
practice) within the organisation.
For Liverpool Heart & Chest Hospital three serious incidents had
been reported in quarter 3. The trust was a low reporter of incidents
and this had already been discussed by the Clinical Quality &
Performance Group. Of the three the medical
equipment/devices/disposables serious incident also met the criteria
for Never Event.
For Liverpool Women’s Hospital the Never Event in November was
the fitting of an incorrect coil. Concerns had been raised at the Trust
Clinical Quality & Performance Group (‘CQPG’) Meetings that the
Trust’s lack of implementation of robust Local Safety Standards for
Invasive Procedures (LocSSIPs) underpinned the root causes of the
reported surgical serious incidents and never events; the CCG was
monitoring the progress of implementation of the LocSSIPs as a
standing agenda item at all CQPG Meetings, where the Trust was
required to produce an update report and updated action plan.
Issues around behaviour and culture within the organisation had
been highlighted through the Serious Incidents Panels, which the
Trust was addressing through introduction of the ‘Just Culture’. The
Trust had conducted some preliminary work and training around this
and was providing update reports to the CQPG Meetings. Other
themes that had emerged were around documentation, escalation
and staffing.
For Spire the two Root Cause Analyses reviewed in quarter 3
identified human factors as a bank nurse removed a piece of
equipment which should have been left. The second incident was
around fasting pre-procedures.
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KP asked if any incidents were reported from Urgent Care 24. JB
responded that we would only see these for Liverpool patients, there
had been one per quarter in the last 12 months. JL added that GP
practices did not provide Serious Incident information and Urgent
Care 24 was categorised as a GP provider and did report Serious
Incidents.
The Quality Safety & Outcomes Committee:
 Noted the contents of the report
 Noted the learning identified for Q3 2018/19
Part 5: Governance
5.1

RISK REGISTER – REPORT NO: QSOC 07-19
JB presented the Quality Safety & Outcomes Risk Register. All issue
had already been covered in the meeting and there was nothing new
to add.

The Quality Safety & Outcomes Committee:
 Noted the content of the report.

5.2

NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
SAFEGUARDING CHILDREN & ADULTS POLICY 2018 – REPORT
NO: QSOC 08-19
HS presented the updated Safeguarding Children & Adults Policy to
the Quality Safety & Outcomes Committee. She noted that the
changes made were very minor to reflect updated legislative
documents and guidance. The request in the paper was for the
committee to approve the minor amendments and to allow the
Safeguarding Team to automatically update the policy with an
relevant changes to legislation without consultation, however the
changes would be communicated.

The Quality Safety & Outcomes Committee:
 Approved minor amendments
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 Agreed that in the event of any future changes to relevant
legislation or statutory procedures this policy will be
automatically updated to ensure compliancy without
consultation. Such changes would be communicated.

5.3

CCG RESPONSIBILITIES IN RELATION TO THE NEW MULTIAGENCY SAFEGUARDING ARRANGEMENTS FOR CHILDREN –
REPORT NO: QSOC 09-19
JL presented a paper to the Quality Safety & Outcomes Committee
which outlined the CCG responsibilities in relation to the new MultiAgency Safeguarding Arrangements for Children and to propose a
schedule of work to ensure that the CCG and wider health economy
were prepared for the new Multi-Agency Safeguarding Arrangements.
In February 2018 the Liverpool Safeguarding Children Board (‘LSCB’)
established a Task and Finish Group to develop new multi-agency
safeguarding arrangements required under ‘Working Together to
Safeguard Children Guidance’ July 2018. The group was made up of
representatives from the LSCB support team, City Council, CCG and
schools.
Accountability for delivery of the multi-agency safeguarding
arrangements will be facilitated through:
• Liverpool Multi-Agency Safeguarding Arrangements Board
providing overarching leadership, strategy and governance
framework, with no independent Chair.
• Liverpool Multi-Agency Safeguarding Arrangements
Safeguarding Executive made up of safeguarding partners and
relevant agencies providing leadership and frameworks for
collaborative working, scrutiny and challenge and organisational
learning.
• Sub-groups to provide the operational frameworks to deliver
audit, scrutiny and performance review and training and
workforce development.
• Engagement Forum providing opportunities to engage, consult,
communicate and promote learning and improvements in
safeguarding practice. Children, young people and their.
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KP asked how the engagement forum would be enabled. JL
responded that a team was retained to support the governance
arrangements and would use existing for a. The Liverpool
Safeguarding Children Board had twelve young advisers who
assisted them and could be used. Currently this was out for
consultation and there might be some changes.
JL noted that CCG was a key partner and would be represented at
the MASA Board through her role as the Director of Quality,
Outcomes & Improvement (Chief Nurse) and would have delegated
authority to act on behalf of the CCG, and also at the Safeguarding
Executive, the Designated Nurse for Safeguarding Children would
also sit on the Executive in her own right. These arrangements
would run in shadow from April to September 2019, with review built
in for that period to ensure arrangements are effective.
The Quality Safety & Outcomes Committee:
 Noted the content of the report
 Agreed Governing Body delegated authority through the
Director of Quality, Improvement & Outcomes role
 Agreed the proposed reforms
 Agreed the workplan.
6.

ANY OTHER BUSINESS
None.

7.

DATE AND TIME OF NEXT MEETING
Tuesday 5th March 2019 – 3pm to 5pm, Boardroom Liverpool CCG
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1.0 Welcome, Introductions and apologies:
1.1 The Chair welcomed all to the meeting and introductions were made.

2.0 Declaration of Interest:
2.1 GM declared that he was previously the Deputy Chair and Non-Executive
Director for Clatterbridge, this was in respect of agenda item 5
Development of Haemato-Oncology Services in North Mersey. However
there was no decision being taken and the paper was for noting and
consideration only. There were no other declarations of interest made.
3.0 Minutes & Actions of the previous meeting: 12th October 2018
3.1 The minutes of the 12th October 2018 meeting were agreed as an
accurate record of the meeting.
3.2

• Actions from item 3 Minutes and Actions of the previous meeting on
12th October 2018:
 From minutes of previous meeting – it was noted that email
confirmation had been received from West Lancashire CCG that
they did not wish to be a member of the Joint Committee.
 From minutes of previous meeting re Shared Care Priorities
– it was noted that there had been some confusion on where
Shared Care Priorities had been allocated (paper to April 2018
CIC), however the work on this matter had not progressed so
this action was to be closed off.
 From minutes of previous meeting re Orthopaedic & Trauma
Service Business Case – it was noted that CH had spoken to
AB at Specialist Commissioning re the Terms of Reference for
the CIC and Specialist Commissioning’s requirement to be
present for a quorum. The issue of quorum for the CIC in light of
the role of the North Mersey Joint Committee still needed to be
resolved.
 From minutes of previous meeting re Update on Royal and
Aintree merger process – CH noted that a joint meeting of the
Committee(s) In Common Governing Bodies had taken place to
discuss what the commissioners required from the merger
process. A further meeting would be convened to discuss the
Business Case and propose amendments prior to it going to the
individual Trust Boards.
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 From minutes of previous meeting Liverpool Women’s
Hospital Update – CH had provided FL with a briefing in
preparation for the Sefton Overview & Scrutiny Committee.
 Item 4 Royal Liverpool & Aintree Hospitals Merger
Presentation – CH had obtained and shared the Governance
Map. CH tabled the Trusts’ Governance Map showing how they
navigated the NHS England/Improvement requirements but
which did not show the governance for service change.
 From item 5 Orthopaedic & Trauma Service Business Case
Update – FL commented that spinal trauma was unchanged.
There would still be some non major spinal trauma dealt with at
the Royal for cases not included in the Orthopaedic and Trauma
Service, however the vast majority of spinal trauma patients met
the criteria for Major Trauma and were already being dealt with
at Aintree.
 From item 7 North Mersey Joint Committee Inaugural
Meeting – the formal public meeting had now taken place.

4.0 Urgent Care Review – Report No: CIC 07-18 – Carole Hill (‘CH’)
4.1 The paper provided an update on progress that Liverpool, South Sefton
and Knowsley CCGs had made with the North Mersey Urgent Care
Review:
• Collaboration required with South Sefton, Liverpool and Knowsley
CCGs around the Aintree catchment area.
• South Sefton and Liverpool had the same scope for the review and
it was broader than just Urgent Care Treatment Centres. Knowsley
CCG were still working through what they wanted to include in the
review. Liverpool CCG would offer support to Knowsley to meet the
timescales for planning.
• Liverpool CCG had launched the engagement which would continue
until the New Year. South Sefton CCG launched on 10th December
2018. There was more work to be done for Knowsley to carry out
the engagement before Purdah.
• An options co-design had begun across the CCGs, we needed to
ensure the right people were involved and data quality was being
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worked through.
The Committee(s) In Common commented:
• GM commented that he spoke for South Sefton CCG who were
happy to be aligned with Liverpool CCG on his. It was noted that
there was no one present from Knowsley CCG which very much
limited the value of the discussions. JLe agreed to pick this up with
DJ when they met the following week.
• JLe noted that an organisation in Liverpool had asked for the
“consultation” to stop, she had responded that it was not a
consultation and was engagement on urgent care services.
The Committees in Common:
 Noted the Updates provided on the Urgent Care Review in
North Liverpool, South Sefton and Knowsley.
5.0 Development of Haemato-Oncology Services in North Mersey
Report No: CIC 08-18 – Michelle Timoney (‘MT’)

–

5.1 MT presented to the CIC to consider the next steps for the integration of
haemato-oncology services across North Mersey:
• Providers had signalled their intention to integrate haematooncology services in North Mersey, with management leadership
from Clatterbridge forservices based in the Royal and Aintree.
• From early 2017 Aintree had been transferring acute leukaemia
patients to the Royal.
• The long term plan was to consolidate all North Mersey haematooncology services at the new Clatterbridge Cancer Centre in
additional floor in the new centre (Royal site), and then to transfer
Aintree haemato-oncology services to the new Clatterbridge Centre
which would impact on Southport & Ormskirk.
• Formal engagement and consultation for transfer of the current
service at the Royal to the new Clatterbridge Cancer Centre was
not required.
• Phase One was complete which was the managerial transfer of
RLBUHT patients. Phase Two was the transfer of Aintree services
to the new Clatterbridge Cancer Centre (smaller than the Royal).
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Southport would be phase 3.
• A Project Board had been in place for 12 month, South Sefton
CCG was the lead commissioner on the Steering Group.
• More work was required around the clinical model and beds would
not physically move until the new Clatterbridge Centre was open
along with the new Royal Liverpool Hospital.
The Committee(s) In Common commented:
• GM spoke for South Sefton who were fully supportive, however he
could not speak for Southport & Formby CCG who may have an
independent view. .
• JLe felt the issue was the reviews taking place in Southport. This
was not a Liverpool decision and needed to be discussed at the
North Mersey Leadership Group, and had emailed FT for this to be
on the agenda for discussion at the next meeting on 11th January
2019. It would be useful for MT to attend and Clatterbridge also
needed to attend.
• JLe would ensure that Haemato-oncology was on the agenda for
the January 2019 North Mersey Leadership Group.
• CH noted that the Southport & Ormskirk Transformation Plan
needed to be on the agenda for the North Mersey Leadership
Group (with representation from the specialist trusts). It could also
come to the next Committee(s) In Common, to support alignment
between acute programmes.
• MT agreed to invite the new CEO and Barney Schofield, Director
Operations & Transformation at Clatterbridge to attend the North
Mersey Leadership Group.
• A response would be sent by letter to Clatterbridge to explain that
this would be discussed at the North Mersey Leadership Group on
11th January 2019 and to brief them on the discussions at the CIC.
The letter would be drafted by CH to go out in FL’s name as Chair
of the CIC, early the following week.
The Committees in Common:
 Noted the case for integrating these services;
 Were supportive of the transfer of the management of
haemato-oncology services from Aintree to CCC;
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 Considered the governance arrangements required for future
proposals for further haemato-oncology service integration.
 Noted that this decision needed to be taken by the North
Mersey Leadership Group as it was not a purely Liverpool
issue.
6.0 North Mersey Joint Committee 28th November 2018 Update re
Orthopaedic Decision – Verbal – Carole Hill:
6.1 CH informed the CIC:
• The North Mersey Joint Committee had approved the Single
Service for Orthopaedics between the Royal and Aintree.
• Mobilisation would begin in the new year to go live October 2019.
• The Joint Overview & Scrutiny Committee would be convened in
January 2019. It would be useful to have an orthopaedic clinician
there. FL suggested GM as Chair of the North Mersey Joint
Committee should also attend. CH agreed to inform him of the
date.
The Committees in Common:
 Noted the Verbal Update.

8.0 Any Other Business
8.1 JLe commented in respect of the Liverpool Women’s consultation:
• We needed to rethink our position in light of updates on capital
monies applied for and available.
• Bill McCarthy had been appointed as NHS England Regional
Director and would want to meet with FL and JLe re the options,
however commissioners remain convinced that “do nothing” was
not an option.
• New landscape and options needed to be explored, FL and CH
would meet to discuss this.
8.2 FL commented about attendance as discussions today had been curtailed
due to lack of representation from Knowsley CCG and Southport &
Formby CCG. She asked Paula Jones to draft an email to go out in her
name asking for members to prioritise the meeting and send
apologies/nominate senior deputies well in advance of the next meeting.
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9.0 Date of next meeting
9.1 Friday 8th February 2019, 12pm to 2pm Boardroom, Liverpool CCG.
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System Management Board
27 November 2018, 15.00-17.00 in
Trust Conference Room 1st Floor, Burtonwood Wing, Warrington Hospital,
Lovely Lane, Warrington, WA5 1QG
Present:
Sir Duncan Nichol

Chief Executive

The Countess of Chester Hospital NHS FT

Mel Pickup

HCP Lead

C&M Partnership

Kieran Murphy

Medical Director

C&M Partnership

Sam Proffitt

Director of Finance

C&M Partnership

Neil Skitt

Director of Communications

C&M Partnership

Ben Wright

Portfolio Director

C&M Partnership

Dave Sweeney

Implementation Director

C&M Partnership

Roz Way

Director of Innovation and
Transformation

C&M Partnership

Sarah O’Brien

Chief Officer

St Helens CCG

Kath O’Dwyer

Chief Executive

Cheshire East Council

Raj Kumar

GP Federation Representative

Eric Moore Health centre

Jan Ledward

Chief Officer

NHS Liverpool CCG

Clare Watson

Chief Officer

South Cheshire & Vale Royal

Aidan Kehoe

Chief Executive

Royal Liverpool & Broadgreen University
Hospitals NHS Trust

Andrew Crawshaw

Director of Assurance Delivery

NHS England

Dianne Johnson

Chief Executive

NHS Knowsley CCG

Karen Powell

Executive Assistant
(taking minutes)

C&M Partnership

Paula Gunner

Senior Executive Assistant

C&M Partnership

Steven Broomhead

Chief Executive

Warrington Borough Council

Jill Copeland

Delivery and Improvement
Director

NHSI

Graham Urwin

DCO

NHS England

Simon Barber

Chief Executive

NW Boroughs NHS FT

Margaret Carney

Chief Executive

Sefton Metropolitan Borough Council

In attendance:

Apologies:
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Agenda No

Item

SMB/18/75

Welcome, Introduction and Apologies
Sir Duncan Nichol (DN) welcomed the attendees and
introduced Andrew Crawshaw (AC), Director of Assurance
Delivery for NHS England, deputising for Graham Urwin.

Action

Apologies were received as noted above.
SMB/18/76

Minutes of the last meeting held on 30 October 2018 and
matters arising
The minutes of the meeting held on 30 October 2018 were
accepted as an accurate record of the meeting with the
following additions/amendments.
•
•

Clare Watson (CW) confirmed her organisation name
should be amended to South Cheshire & Vale Royal.

Action KP

Sarah O’Brien (SO’B) hadn’t been in attendance at the
previous meeting though noted as an attendee.

Action KP

Update on Actions:
• Updated on the Action Log
SMB/18/77

Feedback from HCP Focus Meeting
MP updated the Board on the Focus Meeting, which took
place with NHS England and NHS Improvement on 27/11. The
meeting is intended to discuss progress and any issues the
Partnership has. The previous meeting was in May.
Headlines:
It was a positive meeting. The regulators took the view that
from progress made over the previous 12 months, Cheshire
and Merseyside Health and Care Partnership had ‘caught up
with the pack’. They reflected on how an ICS should be
operating and thought we are displaying many of these ways
of working already.
They were supportive and interested as to where we are and
where we are thinking of going.
MP shared the discussions on:
1. The longer term leadership of H&CP.
2. The approach to developing the C&M five-year strategy
in response to the national Long Term Plan. A copy of
the letter from NHS England and NHS Improvement
about this was circulated to this Board in October
papers.
3. The next steps for Southport & Ormskirk NHS Trust
and East Cheshire NHS Trust
4. Specialist and acute delivery architecture
CW asked, in terms of the priorities discussed with NSHE&I,
would we add another bullet point about the future
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commissioning architecture.
MP welcomed the suggestion and confirmed adding it as the
fifth point.

SMB/18/78

Action MP

Cancer Hub consultation update
DN welcomed Dianne Johnson (DJ) to present her update.
At this stage, conflicts were declared:
•
•
•
•

MP as a potential provider
SO’B as one of the Joint Committee
DJ as one of the Joint Committee
AC for NHS England as part of the Consultation

The aim of hub proposals is to allow care to be delivered
nearer to home with a more patient centred approach.
SO’B asked whether the proposals properly took into account
the ability to recruit and retain sufficient numbers of cancer
specialists in all locations. DJ said she would contact SO’B to
discuss further.

Action DJ

JL suggested using lessons learned from other public
consultation exercises to ensure timescales are realistic. DJ
confirmed they believed the timescales were realistic but also
mindful of the need to keep momentum.
DJ confirmed she will circulate the presentation to the Board.

Action DJ

MP asked would the Board like another update? DJ
suggested attending after stage 2 and before the consultation,
the next meeting after early March.

Action
MP/DJ

SMB/18/79

S&O Update
MP updated the Board on ongoing work towards a sustainable
future for Southport and Ormskirk NHS Trust and proposals for
how this fits with providing more care closer to home.

SMB/18/80

Approaching the 5 Year Plan
Mobilisation Plan:
BW explained the Mobilisation Plan proposal for how the
Partnership will develop its five-year plan by summer 2019.
The proposal set out how the Partnership plan will meet the
national priorities of the NHS Long Term Plan in a way which
is consistent with the priorities of all nine places.
BW shared proposals for resourcing production of the Five
Year Plan and that we would welcome the addition of names
from the Partnership to join a planning team. DS suggested
this was an opportunity to reach out to local authorities to
ensure the plan was a genuine co-production. KO’D agreed

3

555

there needs to be LA representation. LA representatives were
asked to consider whether they could identify someone with
the requisite skills, experience and background to bring a LA
perspective into this planning team.
Also a Place
representative. MP said it would be incredibly helpful to get
some other expertise in resourcing the planning team.
BW asked for names as soon as possible to bring back to the
next meeting. RK confirmed he would like to offer his input
into the planning team.

Action BW

SO’B referred to some of the language in places being very
health focussed. BW explained these specific sections are
sourced directly from NHS England documents.
MP confirmed the need for an NHS one-year operational plan
for 2019/20 which will aggregate organisational plans already
in place and engaged upon and that the substantive
engagement on the 5YP will look at what more needs to be
done in the following four years of the plan.
JL referred to descriptions on slide 16 as Primary Care
networks aren’t always neighbourhoods, etc.
Decision: The Board approved the Mobilisation Plan and
the establishment of the planning team.
SMB/18/81

Assuring programme status and risk management
Decision: The Board approved the revised proposal on
Assuring programme status and risk management.

SMB/18/82

Finance & Performance
Month 7:
SP presented the up to date figures. Reference was made to
CCG’s and LA’s recruitment freezes.
Underlying Finance Performance:
Noted.

SMB/18/83

Publication of C&M System Management Board Minutes
A request has been received for the System Management
Board Minutes to be made public.
Decision: The Board agreed to make public the System
Management Board minutes.
Any Other Business
There was no other business.
Date and Time of the next meeting

Wednesday, 19 December 2018, 15:00-17:00
Lecture Theatre, Education Centre, Halton Hospital
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Action
No.
1

2

Date
Owner
Allocated
27/11/2018

4

Clare Watson (CW) confirmed her organisation name
Complete
should be amended to South Cheshire & Vale Royal.

KP

•

Sarah O’Brien (SO’B) hadn’t been in attendance at the
Complete
previous meeting though noted as an attendee.

27/11/2018

Update

Minutes of the last meeting held on 30 October 2018 and
matters arising
•

Feedback from HCP Focus Meeting

27/11/2018

CW asked, in terms of the priorities discussed with NSHE&I,
would we add another bullet point about the future
commissioning architecture. MP welcomed the suggestion
and confirmed adding it as the fifth point.
Cancer Hub consultation update

DJ

SO’B asked whether the proposals properly took into account
the ability to recruit and retain sufficient numbers of cancer
specialists in all locations. DJ said she would contact SO’B to
discuss further.

DJ

DJ confirmed she will circulate the presentation to the Board.

MP/DJ

MP asked would the Board like another update? DJ
suggested attending after stage 2 and before the consultation,
the next meeting after early March.

27/11/2018

Added to
forward
planner

Approaching the 5 Year Plan

BW
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Status

KP

MP

3

Actions

Mobilisation Plan:
BW asked for names as soon as possible to bring back to the
next meeting.

5
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30/10/2018

RW

SMB/18/66
Ongoing
Proposal to develop a C&M Academy:
Roz Way (RW) has agreed to reframe the offer and come
back with a proposal at the December SMB.

6

30/10/2018

MP

Strategic Planning: Approaching the 5 Year Plan
Ongoing
MP to develop a ‘short short list’ of who could add ‘critical
friend’ capacity

For December
meeting

Update 27.11.2018
Await news on Regional Director
7

30/10/2018

GU/JC/MP

Month 6 position
GU/JC/MP to identify how to provide more timely information
on Place performance.
Update 27.11.2018
To be discussed at the next meeting with GU and JC.

8

30/10/2018

SP

Transformation funding phase 2
SP to bring back a proposed assurance process in December.

9

30/10/2018

SP

SP to clarify Place accounting rules, ie: all LA services or just Ongoing
part of SC? Pooled or aligned funds? Phasing – ambition?
Extent to which funding is pooled? Include specialist services,
primary and prescribing? SP to proceed with engagement
with the board members to be clear on what is required prior
to developing a more detailed proposal.

SP

10

19/09/2018

Mel Pickup

Ongoing

For December
meeting

UPDATE: 27.11.2018:
SP would like to meet with all board members and will make
arrangements. (Action SP)
Cancer SRO: Mel Pickup is grateful to Ann Marr for having Ongoing
stepped in. Mel’s recommendation is that the Chief Exec of
the Clatterbridge takes on the role. Mel will write to the Chair
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and will speak to Ann Marr.
UPDATE: 27.11.2018
Clatterbridge has written to Cally Palmer proposing Liz Bishop
as Cancer SRO.
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