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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 14TH JANUARY 2020 AT 2.30PM
4

TH

BOARDROOM, LIVERPOOL CCG
FLOOR THE DEPARTMENT, 2 RENSHAW ST
LIVERPOOL L1 2SA
AGENDA

Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the last meeting
held on 12th November 2019

All

1.3

Matters arising

All

Part 2:

For Approval

Highlight Reports

2.1

Chief Officer’s Report

Report no: GB 01-20
Jan Ledward

For Noting

2.1

Chief Nurse’s Report

Report no: GB 02-20
Jane Lunt

For Noting

2.3

Public Health Update

Report no: GB 03-20
Public Health

For Noting

Part 3:

Performance

3.1

Finance update Nov 2019 – Month 8
2019/20

Report no: GB 04-20
Mark Bakewell

For noting

3.2

CCG Corporate Performance Report January 2020

Report no: GB 05-20
Sam James

For noting/
Agreement
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Part 4:

Strategy and Commissioning

4.1

One Liverpool Strategy

Report no: GB 06-20
Carole Hill

For Approval

4.2

North Mersey CCG Merger

Report no: GB 07-20
Carole Hill

For Approval

4.3

Values and Behaviours Framework

Report no: GB 08-20
Jo Twist

For Noting

4.4

Turning Tides – Report on NHS LCCGs
Community Investment Programme

Report no: GB 09-20
Carole Hill

For Approval

Report no: GB 10-20
Report no: GB 11-20
Report no: GB 12-20
Report no: GB 13-20
Report no: GB 14-20
Stephen Hendry

For Agreement

Feedback from Formal Committees:

Report no: GB 15-20

For Noting

 Finance Procurement & Contracting Committee
26/11/2019 & 17th December 2019
 HR Committee – 26/11/19
 Quality Safety & Outcomes Committee –
3/12/19 & 07/01/20
 Audit Risk & Scrutiny Committee – 10/12/19
 Committees in Common – 13/12/19
 Primary Care Commissioning Committee –
17/12/19

Gerry Gray

Part 5:

Governance

5.1
(a)
(b)
(c)
(d)
(e)
5.2

Governing Body Assurance Framework
Corporate Risk Register Update
CCG Issues Log (January 2020 Update)
Proposed changes to LCCGs Constitution
Risk Management & Assurance Strategy

For Agreement
For Agreement
For Agreement
For Agreement

Helen Dearden
Cathy Maddaford
Sally Houghton
Carole Hill
Catherine Maddaford

6.

Questions from the public

7.

Date and time of next meeting:
Tuesday 10th March 2020, 2.30pm Boardroom, Liverpool CCG.
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Minutes for Noting:
Audit Risk & Scrutiny Committee – 24th September 2019
Primary Care Commissioning Committee – 15th October 2019
HR Committee – 15th October 2019
Finance Procurement & Contracts Committee – 29th October 2019, 26th November
2019
 Quality Safety & Outcomes Committee – 1st October & 5th November 2019
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Report no: GB 01-20
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 14TH JANUARY 2020
Title of Report

Chief Officer’s Report

Lead Governor

Jan Ledward, Chief Officer

Senior
Management
Team Lead
Report Author

Jan Ledward, Chief Officer

Summary

The report highlights to the Governing Body
the issues and risks that have reach 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

Jan Ledward, Chief Officer

Relevant
standards/targets
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CHIEF OFFICER’S REPORT
1.

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

2.

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

3.

INTRODUCTION
Happy New Year! A quick reflection on our urgent care system since
we last met in November - demand for services has been higher than
in previous years, particularly in our younger population. Alder Hey
NHS Foundation Trust has experienced significantly higher demand,
as have the City’s walk-in centres and general practice. As always,
we will study the data over the coming few months and keep a close
eye on our pressures across the system.
I want to thank all staff across Liverpool for their continued
commitment and dedication to our patients and one another. With
social media describing, on an hour by hour basis, examples of team
and individuals going that extra mile to those in need, it is truly
inspirational and demonstrates the best in our staff. Thank you.

4.

LOCAL ISSUES

4.1

System Planning
The key emphasis of One Liverpool, other than ensuring the health
and care system work together for the benefit of patients, is
prevention. It is pleasing to know that Sport England have released
the latest Active Lives results today, showing that inactivity has
reduced by a further 0.2% in Liverpool in the past six months. This
is a positive result given that our larger scale activity programmes
and campaigns are launching from January onwards.
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These current results mean we are still the third most active core
City in England, but not jointly with Manchester who have fallen back
and are now seventh. Bristol is ahead of us in first place with Leeds
in second place (1.7% ahead). Since baseline, inactivity has
reduced by 3.9%. This is;
 the second highest decrease of the core cities (Leeds 5.4%)
 almost five times higher than the England average (0.8%
defined by Sport England as a ‘statistically significant decrease’
(one of 21 Local Authorities nationally to achieve this). In addition,
since baseline, the 150-minute measure has increased by 3.5%,
meaning we are seeing a conversion of inactive and active people
meeting guidelines. I am sure you will be as pleased as I am about
the latest results, and excited to see additional delivery programmes
launching soon. Well done and thank you to everyone who has
made this possible.
4.2

Liverpool Women’s NHS Foundation Trust
In January 2017 a pre-consultation business case was published,
setting out a preferred option for new Liverpool Women’s NHS
Foundation Trust to be co-located with an adult acute hospital to
address the clinical risks of services currently provided on an
isolated site with only remote access to the services required for the
most complex and vulnerable patients.
In June 2017, NHS Northern England Clinical Senate produced an
independent report assessing the clinical risk faced by Liverpool
Women’s NHS Foundation Trust, which confirmed the validity of the
case for change and the service change proposal. They considered
the option of co-locating with an adult acute hospital to be the most
appropriate and sustainable of all four options. Crucially, they did
not consider the current ‘workarounds’ and inherent clinical risks to
be sustainable.
In September 2017 Liverpool Women’s NHS Foundation Trust
produced a Strategic Outline Case that explored capital funding
options and demonstrated both availability and affordability of
various capital funding models however permission to progress by
NHS England was not granted due to no capital being earmarked.
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The clinical risks faced by the Trust have not diminished and a
review, undertaken at the request of the Liverpool Women’s NHS
Foundation Trust Board in September 2018, demonstrated that
compliance against standards had deteriorated. In June 2019, at
the request of NHS England, Liverpool Women’s NHS Foundation
Trust held a clinical summit to examine the clinical issues, risks and
consequences and to consider the strategic options available
should the Trust be unable to progress with the preferred option.
The North Mersey Health and Care system is committed to a system
approach, working together to find a safe and sustainable solution
for these services. In order to ensure patient safety, in the short to
medium term, the local system is working with the Trust to develop
care pathways that will maintain adequate levels of quality of
service. This is not, however, a sustainable solution for the longer
term and the CCG continues to explore every opportunity to ensure
that a long-term resolution is found.
4.3

Organisational Change
As Governing Body members will be aware, the NHS long-term plan
signalled the requirement for CCGs to consider coming together to
form larger strategic commissioning organisations. Whilst the CCG
restructure provided an opportunity to review our approach to
commissioning, it did not go as far as delivering on this requirement
or achieve the 20% reduction in running costs within the next
financial year. There is a paper on the agenda today proposing that
Liverpool CCG considers merging with neighbouring CCGs to form
a North Mersey CCG. The restructure has allowed us to review all
functions, and ensure staff are on appropriate contracts ahead of
any decision to merge.

4.4

New Year’s Honours
Our congratulation goes to Dr Joe Rafferty CBE for being
recognised in the New Year’s Honours list for his contribution to
Mental Health Services, the Zero Suicide campaign.
The Zero Suicide team visited the CCG staff session in November
to raise awareness and encourage staff to take part in the on-line
training, it is 20 minutes and could help save a life. The Link is
available below, please take the time to do the training. I know from
my own personal experience this has helped me.
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Congratulations also to Chief Executive of St Helens and Knowsley
Teaching Hospitals Trust, Ann Marr, who was awarded an OBE for
services to the NHS.
5.

NATIONAL UPDATE

5.1

As we now have the outcome of the general election, we will
continue to ensure we maintain our plans for Brexit as the
Withdrawal Bill passes through Parliament and we progress towards
exit from the EU at the end of January. As a consequence of the
election outcome, ‘no deal’ plans are in effect stood down, but
remain ready for enactment if required. However assuming the end
of January exit is achieved we will then enter a period of
‘implementation’ from the 1/02/20 to 31/12/20, during which time EU
laws and regulations will continue to be in force as the Government
determines our future position on matters such as trade and
immigration. The potential future impact upon health and social
care will be kept under close review and we will continue to plan
accordingly as matters develop and we will keep Governing Body
members updated directly as our plans progress in line with
subsequent national guidance and direction.
It is also anticipated that further guidance will be forthcoming
regarding funding allocations for next and future years. I anticipate
more details on this will be made available to the Governing Body
once this has been received, as at the time of writing we are still
eagerly awaiting the detail.

6.

STATUTORY REQUIREMENTS
(only applicable to strategy & commissioning papers)

6.1

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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6.2

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

6.3

Explain how you have/will maximise social value in the
proposal: Describe the impact on each of the following areas
showing how this is constructed to achieve the most:
6.3.1.1
6.3.1.2
6.3.1.3

Economic wellbeing
Social wellbeing
Environmental wellbeing

6.4

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

6.5

DESCRIBE
HOW
SUSTAINABILITY

7.

CONCLUSION

THIS

PROMOTES

FINANCIAL

ENDS
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Report no: GB 02-20
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 14TH JANUARY 2020
Title of Report

Chief Nurse’s Report

Lead Governor

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

Senior
Management
Team Lead
Report Author

Summary

Recommendation
Relevant
standards/targets

Jane Lunt, Director of Quality, Outcomes &
Improvement (Chief Nurse)
Kerry Lloyd, Deputy Director of Quality,
Improvement & Outcomes (Deputy Chief
Nurse)
Helen Smith, Head of Safeguarding
The Chief Nurse’s Report highlights the
quality issues and risks for the CCG and
assures the Governing Body and Quality,
Safety & Outcomes Committee of work to
address the issues, and also assures of
progress in key work streams.
That the Governing Body:
 Note the contents of the report.
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 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 Quality Safety & Outcomes Committee 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 Governing Body.
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 Nurse’s 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

PROVIDER QUALITY UPDATE

4.1.1 Liverpool University Hospitals Foundation Trust (LUHFT)
The formal merger of the Royal Liverpool Hospitals and Aintree
Hospitals Foundation Trust took place on 01 October 2019. Any
time of great organisational change can pose a potential risk to
quality and performance of services and therefore, LUHFT is on
enhanced levels of CCG surveillance with monthly collaborative
forum meetings and Clinical Quality & Performance Groups
(CQPGs). The CQPGs have been merged from December 2019
and work is underway to develop reporting systems within the
Trust to allow joint reporting from the two hospital systems.
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Engagement meetings have taken place with the Trust to support
the development of joint CQPG agendas to ensure quality
surveillance continues across the high risk areas. In addition, a
positive development is that NHSE/I have joined the CQPG as part
of their response to enhanced surveillance rather than create an
additional meeting. This single response ensures that the Trust,
commissioners and regulators have one consistent view of quality
and performance and any associated risks.
The quality team has future plans to visit the Royal Liverpool site
to observe the organizational approach to patient flow, following
concerns raised in relation to key performance indicators aligned
to discharge times for patients. Discussions at the Clinical Quality
and Performance Group have been positive, with the Trust
showing commitment to roll out of the SAFER bundle,
improvements to discharge lounge arrangements and
development of leadership roles within the lounge area.
4.1.2 Liverpool Clinical Laboratories (LCL) /Pathology Learning
Event.
Liverpool CCG, via its serious incident process, has identified a
theme in relation to missed or delayed diagnosis and the receipt
of, and acting upon laboratory test results from LCL. It has been
identified that incidents have occurred in relation to delays in test
investigations being received in the lab; lab processing and
reporting; the receipt of results via the Electronic Patient Record
(EPR) interface or via paper reports and the tracking, filing and
acting upon reports by clinicians which has led to harm or potential
harm to patients. A process of clinical review is in place to assess
the potential risk of harm to patients.
The root causes of these issues have been identified as system
interface issues along with human factors, and poor provider
tracking of test results. In addition to the specific response that
LCL have undertaken to improve this, there will be a system
learning event in February 2020 to support understanding and
learning across all of our providers as this is a potential risk for all
providers. The event will also include LCL, the digital team and
primary care and will be facilitated by the CCG.
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4.1.3 Mersey Care NHS Trust Mental Health Services
In line with the CCGs approach to quality assurance, a quality visit
was undertaken to Oak Ward; an older persons’ mental health unit,
situated within the grounds of Mossley Hill Hospital. The visit was
initiated following a patient complaint. ‘Key Lines of Enquiry’ for the
visit were formulated from the complaint and where fully explored
throughout the visit.
Ward staff presented to the members of the Quality Assurance
team , which detailed Oak Ward service specification, highlighting
ward layout, team structure, wider multi-disciplinary team members
and model of care. This enabled a detailed exploration of the
service which supported and enhanced the CCGs understanding
of the service and provided further insight and assurance.
Throughout the visit the team’s commitment toward quality
improvement and multidisciplinary practice was evident, with staff
providing key case examples where appropriate skills had been
used. Their approach utilised a team problem solving approach,
which led to better service user outcomes. Furthermore the
challenges in terms of the environment were fully acknowledged
by staff and management, addressing issues raised by CQC, with
staff employing innovative thinking to support better use of the
space and ensure ease of access.
The open and transparent nature of the visit enabled detailed
discussion in terms of the necessary improvements required to
transform cross divisional working. This will support accessibility
issues to wider community physical health services and hopefully
prevent unnecessary acute hospital admissions. These
discussions highlighted the requirement for better ways of working
in promoting mental and physical health as one in order to ensure
the holistic management of service user needs.
4.1.4 Mersey Care Community Services Division
The Community Division of Mersey Care remains on enhanced
surveillance following the acquisition of the former Liverpool
Community Health services and monthly Clinical Quality and
Performance Group (CQPG) meetings and Collaborative
Commissioning Forums (CCF) continue. This enhanced
surveillance was put in place as any period of structural change
poses potential risks to the delivery of safe and high quality
services. However, it has been in place since April 2018 and will
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be reviewed, with consideration given to the feasibility of returning
to normal surveillance.
The following key areas are being focussed on by LCCG via the
CQPG:
 Updates by exception on the progress of the Kirkup Enquiry
This work now focuses on ensuring that learning from the
original Report is embedded as a second Kirkup Report due to
commence in early 2020 will continue the review of systems
and processes during the timeframe 2010-2014 linked to
Serious Incidents.
 The implementation of the pressure ulcer reduction programme
The focus on this is ensuring consistency of approach and
reducing variation.
 Safeguarding: Children in Care
Merseycare are undertaking a review to support the bringing
together of a number of different safeguarding teams and
improving performance for Children in Care (CiC) national
indicator compliance. LCCG is working closely with Merseycare
and Alder Hey to improve the pathway for Initial Health
Assessments for children who are taken into care.
4.1.5 Liverpool Women’s NHS Hospital Foundation Trust
The Trust underwent a single item quality surveillance group
(SIQSG) on 6th November facilitated by NHS England in response
to a number of escalated concerns. The Trust had identified a
range of issues and risks associated with the challenges to
recruitment of doctors, nurses and midwives and from a lack of
services such as a Blood Bank and access to imaging out of
hours, some of which is compounded by being stand-alone site
The SIQSG felt that to mitigate and manage some of the risks, a
whole system response was required and this approach is being
implemented via an action plan with short to medium term
mitigating actions developed and agreed collectively. To oversee
the impact of the action from this approach, a Quality Oversight
committee has been created whose role is to ensure delivery of
the agreed actions and to identify if further escalation is required.
The first meeting, which is led by NHSE/I, took place on the 19th
December with senior representation from trusts and
commissioners and will meet monthly.
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The Safeguarding Team undertook a Safeguarding Quality visit to
NHS LWH FT in September as part of the revised safeguarding
assurance process.
To inform the Safeguarding quality visit the following was used:
 Key lines of Enquiry from the review of the Commissioning
Standards 2019/20
 Adult and children cases randomly chosen from a selection
provided by LWH NHS FT
 NHS Liverpool CCG Quality Schedule submission for Quarter 1
2019/20 of safeguarding key performance indicators
 Discussions with members of Liverpool Women’s Hospital
Executive and Senior Leadership Team.
 Review of IT systems
A full report of the visit has been provided to LWHFT to allow for
comment prior to discussion at the next CQPG in January. The
report identified areas for LWHFT to consider which included:






Transition arrangements in gynaecology
Engagement with the Early Help Assessment Tool ( EHAT)
Levels of Safeguarding referrals and type of abuse
More focus on care planning in safeguarding cases
Safeguarding supervision for staff

Monitoring of the action plan will take place via the CQPG.
4.1.6 Alder Hey
LCCG continues to seek assurance via the CQPG on the use of
the Meditec electronic patient records system in the Trust and the
training and competence of staff in its use. An update at the
November CQPG provided some further assurance, with a quality
visit being planned to review systems and processes in place.
4.1.7 Primary Care
In general practice there are currently no practices under
enhanced surveillance in Liverpool.
N82621 (Dr K and S Mangarai): on 12 September 2019 the
practice gave 6 months’ notice of their intention to terminate their
GMS contract. The two co-located GP practices within the building,
have agreed to take 50% of the affected patients each. 87 patients
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will need to register with a new GP as they live outside the
boundaries of either practice within Speke Health Centre. Letters
have been sent to all patients advising that the practice is closing
and a patient information event took place on 20 November 2019
in Speke Neighbourhood Health Centre with additional support to
ensure that affected patients are aware of what they may need to
do to register with a practice of their choice. The CCG has a
proforma to utilise in this situation which enables complex patients
to be identified and safely handed over to the new practice.
In recent months, the CCG has developed a joint approach
between the Business Intelligence and Quality teams to utilise the
data available for primary care in a way that enables targeted,
supportive quality visits to take place. Using this intelligence led
approach, a quality visit /quality monitoring of Dr.
Mahadanaarachchi’s practices took place in October 2019. Some
practices are the former APMS practices and some are GMS. The
visit was well received by the practices and formal feedback was
sent to the group with a request for more information to close down
one key line of enquiry (KLOE).
4.2

Other System Issues:

4.2.1 The Liverpool Local Area Special Educational Needs and
Disability (SEND) Inspection 2019
Work continues to progress the gaps identified within the SEND
Written Statement of Action. Feedback from a regulatory oversight
meeting with representation from both NHSE/I and Department for
Education (DfE) that took place in early December 2019 was
generally positive. NHS England feedback centred upon the need
to begin to evidence impact of the improvements made to services,
systems and processes. This impact is being measured using a
structured approach. There was emphasis on true co-production
which underlined the need to have a robust and embedded
approach to communications and engagement with children and
families. This will be actioned through a communications plan, with
oversight via the SEND Performance and Improvement Group.
Health specific progress was identified in relation to ASD and
ADHD waiting times and timeliness of Education, Health & Care
Plans (EHCPs). In addition, the transition of young people aged
16+ with ADHD from Alder Hey to the adult service at Cheshire
and Wirral Partnership has been achieved. Risks remain in
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relation to delivery of Learning Disability (LD) Health Checks in
general practice for those aged 14-25 years. An internal audit is
planned to explore areas for improvement in relation to
commissioning and delivery of health checks which will inform
targeted action.
Examples of progress to date:
Autistic Spectrum Disorder (ASD):
0-18 diagnostic pathway waiting time is now 49 weeks (at
November 2019) from referral to diagnosis (our target is 30 weeks
by December 2020). Our starting position was 60 weeks agreed
Feb 2019 (Written Statement of Action- WSoA). This improvement
is above trajectory.
Attention Deficit Hyperactivity Disorder (ADHD):
0-16 diagnostic pathway waiting time is now 67 weeks (November
2019) from referral to diagnosis (our target is 30 weeks by
December 2020). Our starting position was 60 weeks agreed in the
WSoA in Feb 2019. However, when the waiting list was further
verified, it transpired that the true position was 75 weeks. This is
now reducing above trajectory and Alder Hey are confident that
they will meet the 30 week target by December 2020 – which is
proven if they continue the current improving trajectory.
The biggest risk for health is currently the number of 14-25 year
olds with a Learning Disability (LD) having an annual health check.
LCCG target is 72% but we are currently at 37%. This is reported
as a red risk on the SEND WSoA risk register. The multi- agency
Performance Improvement Group has challenged this performance
and there will be an update in February 2020 on progress. Work
continues with primary care colleagues to determine an approach
to improve performance on this critical intervention for young
people with LD to improve their health outcomes.
4.2.2 Continuing Healthcare (CHC) End to End Service.
Work continues to progress this, with the ambition to bring together
the different assessment teams into one team by April 2020 (an
end to End Assessment Service). This will support a consistent
approach in delivery of the National Framework for CHC.
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Appointments have been made to 2 of the 3 seconded posts to
support the transition to this new service and the working
relationship between Merseycare and the Commissioning Support
Unit (CSU) continues to evolve and strengthen. The new post
holders are expected in post the New Year.
4.2.3 Personalisation
The CCG restructure offered an opportunity to develop capacity to
deliver personalisation and there is a fully established
personalisation team, with one member of the team being
employed on an integrated basis with Liverpool City Council. The
team’s development is an indication of the CCGs commitment to
enhance our approach to the commissioning of greater
personalised services. A key component of the team’s remit will be
to drive up the uptake of personal health budgets and deliver on
the commitments outlined within the NHS Long Term Plan.
4.2.4 Progress with merging of Contract Review Meetings (CRMs)
and Clinical Quality & Performance Groups (CQPGs)
In support of the CCGs direction of bringing together the reporting
of quality, performance and finance issues into one Committee
from Spring 2020, the CQPGs and CRMs for commissioned
providers have been brought together into one meeting. The
Quality and Contract Teams have worked together to plan meeting
schedules, merge common items and develop joint agendas.
The first combined meeting took place on 10th December 2019 for
Spire Hospital Liverpool. Overall, this meeting went well, with the
desired focus remaining on the quality agenda items, contractual
elements and related finance and performance. Feedback from
provider and commissioning colleagues was positive.
The second newly combined meeting took place with Liverpool
Women’s NHS Foundation Trust on 17th December 2019. Again,
review of the quality focus areas and contractual agenda items ran
seamlessly and the joined up approach towards the quality
compliance and performance items also worked well. Feedback
from provider and commissioning colleagues was positive.
Liverpool Heart and Chest Hospital NHS Foundation Trust’s first
combined clinical quality and performance group and contract
review meeting will take place on 21st January 2020 and will be
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the third merged meeting, planning is currently underway, led by
the CCG Contracts Team.
Alongside the merging of the quality and contractual
arrangements, the CCG held its first merged quality meeting for
the newly established LUHFT. Overall the meeting was positively
received, with recognition that by April 2020 work would be
complete in merging quality, performance and financial
information. This alignment would then pave the way for combining
of both quality and contractual processes for the Trust, however
given the recent merger and the huge amount of change that will
occur due to this and the complexity this creates, the combining of
these meetings will be at a later date and will be a joint decision
between the new trust, NHSE/I and the CCGs.
Similarly, due to the complexity of bringing together the community
services and the mental health services quality meetings of
Merseycare, the alignment with the contract meetings will take
place a at a mutually agreed later date.
Discussion is taking place with Alder hey to determine an
approach for bringing together the quality and contract meeting.
Success for this new approach is dependent on trusts and the
CCG having appropriate senior representation at the meetings to
ensure a ‘rounded’ discussion takes place. This is specific in the
terms of reference and will be monitored.
4.2.5 Liverpool Safeguarding Children Partnership
At the November meeting of the partnership, have endorsed the
publication of two Serious Case Reviews. The Critical Incident
Group and Scrutiny Audit and Review Group are in the process of
producing action plans to accompany the reviews. There are some
specific actions for health providers within the reviews including
ensuring that NICE guidance is followed in cases of suspected
sexual abuse.
The Critical Incident Group have recently met with an Independent
Reviewer who will be conducting a Safeguarding Children Practice
review into the death of a Child in Care (CiC) from Liverpool. It is
anticipated that the review will include an examination of response
of health providers and commissioners to the child. The review will
take six months to complete as per national timescales.
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4.2.6 Merseyside Safeguarding Adults Board (MSAB)
The Quality Assurance sub group has completed a Chapter 14
audit - (Chapter 14 of the Care Act 2014) which outlines the
statutory responsibilities in relation to safeguarding adults.
Safeguarding Adults Boards (SABs) must assure themselves of
how effectively partners are carrying out their safeguarding
responsibilities under the Act. Merseyside has developed a
‘Chapter 14’ Audit Tool utilising a web based tool to submit
answers and evidence which partners are required to undertake
for the MSAB to be assured. 11 organisations completed the audit
– the four local authorities and CCGs, Police, Probation and
Merseyside Fire and Rescue Service. Liverpool CCG provided
evidence of compliance against all areas of the audit. Liverpool
CCG scored itself as ‘2’ (maximum score) on all standards and this
was verified via the Assurance process.
In addition to the Chapter 14 audit, MSAB has undertaken a
commissioning audit. This was important in terms of the CCG as
the CCG provides assurance about NHS commissioned services
from the systems and processes it has in place to gain assurance.
Effectively, the commissioning audit tested the effectiveness of our
processes and governance. Using the locally devised criteria,
based on an Ofsted or Care Quality Commission (CQC) style
rating system of inadequate/requires improvement/good/
outstanding, LCCG was rated as ‘outstanding’.
The Merseyside Safeguarding Adults Board (MSAB) was
established in April 2017 across Wirral, Liverpool, Sefton and
Knowsley. The MSAB is the key statutory body for co-ordinating
and ensuring the effectiveness of arrangements to safeguard and
promote the welfare of all adults in Merseyside. In establishing the
Board it was always the intention to undertake a self- assessment
of activity and achievements and to participate in a Peer Review
early on in the Boards life. A peer review of the Merseyside
Safeguarding Adults Board will take place 22nd-24th January 2020.
Members of the Board have welcomed the opportunity the Peer
Review gives to collectively take stock of the achievements and
challenges to the Board and a Self-assessment was completed by
Board and Sub group members.
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4.2.7 Joint Working with South Sefton & Southport & Formby CCG
Changes in the provider landscape have enabled the quality teams
across the three CCGs to review and adapt governance
arrangements to support greater joint working. NHS Liverpool
CCG has agreed to lead on serious incident management on
behalf of the three CCGs, along with quality compliance oversight.
The team across South Sefton and Southport & Formby CCG will
lead on Health Care Associated Infection and CQUIN monitoring.
The approach will support greater efficiency through reduction in
duplication of effort. The above arrangements ‘go live’ from 1st
January 2020. The committee will receive further updates as to
progress on a regular basis.
5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 Does this require public engagement or has public
engagement been carried out? No
i.
If no explain why N/A
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? NO
i.
If no, please state why – N/A
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
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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 associated
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
Performance Monitoring of Prevention Outcomes
At the last meeting of the Governing Body, there was a request
made to develop a prevention dashboard for the Clinical
Commissioning Group to measure and monitor the outcome and
impact of activities across a number of key prevention priorities.
The Data Hub are continuing to work up some ideas of what this
could look like and a paper for discussion has been delayed until
the next Governing Body, because of a reduction in staff capacity.
In order that this reflects the work of the CCG, it is requested that
someone is identified to work alongside the Data Hub in the Local
Authority.
Update on the progress against the 90-90-90 HIV targets.
As part of the Fast Track Cities Programme, Liverpool is working to
eradicate HIV and Aids.
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The targets are:
 By 2020, 90% of all people living with HIV will know their HIV
status.
 By 2020, 90% of all people with diagnosed HIV infection will
receive sustained antiretroviral therapy.
 By 2020, 90% of all people receiving antiretroviral therapy will
have viral suppression.
Liverpool is now at 91-99-96 against the care continuum of triple
90, and we are working on achieving the next target of 95-95-95
(targets 2 and 3 already achieved to this level), which is now all
about improving the 1st 90 target related to testing.
In order to achieve this we are working with partners on an HIV
city-wide testing event, supported by National Aids Trust leads,
planned for Feb 2020, and it is thought that this will move our
testing levels to the desired 95% level.
The latest Public Health England (PHE) estimates suggest that
there are now around 84 People Living with HIV (PLWHIV) in
Liverpool that are infected yet unaware. This is a reduction on the
last estimate of around 115-130. This decrease suggests that we
are finding people and diagnosing them through our current testing
programmes. Also the fact that 99% of those people diagnosed
and identified are on treatment is a fantastic achievement.
Seasonal influenza
The latest surveillance data from PHE shows that GP
consultations for Influenza-like Illness have risen by 24% from
week 48 to week 49, while the impact of flu on hospitals was at
moderate levels. Immunisation remains the best way to prevent flu.
Flu immunisation uptake for all groups in Liverpool is one of the
lowest amongst CCGs in Cheshire and Merseyside with large
variation between practices.
Early indications are that uptake for over 65s is similar to last year,
however uptake for those under 65yrs with long tem conditions is
poor. There have been vaccine supply issues, particularly for the
children’s vaccine. The school flu immunisation programme has
progressed well with minimal disruption but uptake in 2 and 3 year
olds is very low. It is not yet known if this was due to problems with
vaccine supply or other reasons. Immunisation for health care
workers appears to be on target.
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Norovirus
The Community Infection Prevention and Control team have been
supporting a number schools and care homes where staff and
pupils/residents have been affected by diarrhoea and vomiting,
probably caused by norovirus. Support from this team facilitates
swift response and recovery from such outbreaks and maintains
patient flow between hospital and home. They are a small team
and this has been a very busy period for them and public health
would like to record our thanks to them.
Insight and Social Marketing
Liverpool City Region (LCR) have launched a LCR air quality
website alongside a children’s air quality site. The LCR site uses
the same brand name and creatives as Liverpool’s “Lets clear the
air” to keep consistency. The websites can be viewed at
https://letscleartheairlcr.co.uk/
https://kids.letscleartheairlcr.co.uk/
Digital advertising for “Kick the ciggies” and “Quit the Ciggies” will
commence in January and run through to February 2020, and for
“Drink Less Feel Good” in Feb to March 2020.
A nudge pilot run by Public Health with Council Children’s services
has increased school attendance in Liverpool secondary schools
by 1.4%.
Save Kids from Sugar features as a case study in new report from
the LGA on ‘A whole systems approach to tackling childhood tooth
decay’. It is excellent to see the work having so much impact a full
three years on from when it was originally launched. The report
can be accessed through the link by clicking here
Health and Planning
Public Health have been engaged with Planning colleagues to
shape the Cavern Quarter and Baltic Triangle Spatial
Regeneration Frameworks consultation exercises through the
inclusion of suggested added references to public health and
health and well-being being in the respective documents.
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Finances
Public Health continues to work towards making savings to meet
reductions in its budget.
On a real terms like for like basis, there has been a 24% reduction
in the Public Health Grant since 2013.
Currently the grant is £43.641M. We need to make £3.328M saving
next year. There will be a small in year settlement as part of the
one year spending round but we are not likely to know what this is
until February 2020.
5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
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
All Public Health activity is concerned with inequalities and
reducing inequalities.

6.

DESCRIBE
HOW
SUSTAINABILITY

THIS

PROMOTES

FINANCIAL

Not applicable

`
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7.

CONCLUSION
There are a number of key issues that the CCG GB is asked to
note, and to support where possible. Of particular note is the
worsening picture around health deprivation and disability data,
which underlines our need to continue to deliver a population
approach to health whilst focusing on reducing levels of deprivation
in our most vulnerable groups of people.
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b) Assessment of risk to the delivery of
forecast breakeven position for the
2019/20 financial year and required
mitigating actions.
That Governing Body:
 Notes the current financial position
and risks associated with delivery of
the forecast outturn position.
Financial Duties
NHS England Business Rules
1) Finance Update: November 2019
(Month 08)
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GOVERNING BODY MEETING
Tuesday 14th January 2020
Title of Report

FINANCE UPDATE: NOVEMBER 2019 (Month 08)

Lead Governor

Jan Ledward
Chief Officer

Senior Management Team Lead

Mark Bakewell
Chief Finance & Contracting Officer

Report Author

Mark Bakewell
Chief Finance & Contracting Officer

Summary

This paper summarises the CCG’s financial performance for the month of
November 2019 (Month 08) for the Governing Body and contains details regarding:
 Finance Performance in respect of delivery of NHS England Business Planning
Rules.
 Assessment of risk to the delivery of forecast breakeven position for the 2019/20
financial year and required mitigating actions.

Recommendation
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forecast outturn position.
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 Financial Duties
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1. Executive Summary
Overall Financial Position
•

•
•

As at 30th November 2019, the CCG continues to report an overall balanced position with regards to both its year to date and forecast outturn
expenditure in line with original planning assumptions. However this overall position only remains balanced as a number of in-year operational
programme expenditure pressures are currently being offset by the available 0.5% contingency and further underspends on other earmarked
reserves as described within this report.
Both the year to date and forecast outturn position incorporate a number of adverse operational programme expenditure pressures including key
issues relating to high cost drugs and devices (£2.1m), continuing healthcare / health packages of care (£6.0m), non-contact activity (£0.8m) and
prescribing expenditure (£0.5m)
These pressures are offset by anticipated full utilisation of the £4.7m (0.5%) Contingency Reserve, forecast delivery of the stated CRES position
(£16.0m) and other favourable variances against Earmarked Reserves (including the utilisation of the Cost Pressure, Prior Year Benefits and
anticipated slippage against Development & Other Reserves) within the Month 08 forecast outturn position to support the CCG in delivering a
balanced financial position for the year.

Revenue Resource Limit (Allocation)
•
•
•
•
•

In-Year revenue resource limit allocations for 2019/20 total £952.7m.
This comprises: Programme £863.9m; Delegated Co-Commissioning £78.3m and Running Cost £10.5m.
The CCG also has a brought forward allocation of £25.5m relating to cumulative prior year surpluses, offset by a £10m in year drawdown, resulting in
a planned cumulative surplus of £15.5m at 31st March 2020.
The CCG is unable to further utilise the balance of the cumulative surplus in 2019/20 under current NHS England business rules.
Additional net resources of £0.84m were made available in Month 08 which included targeted Winter Monies for local providers.

Reserves
•
•

The full year reserves at Month 08 total £13.4m, including a 0.5% Contingency Reserve of £4.7m as required to comply with Business Rules.
Reserves are reporting a £5,856k underspend at M08 (FOT favourable variance £8,871k) which offset current cost pressures across programme
headings.

Cash Releasing Efficiency Savings (CRES)
•
•
•

The CCG is forecasting delivery of £16.0m of efficiencies within the financial year which is £2,132k above the initial savings target.
As at Month 08, the CCG is reporting a £998k over-performance against YTD savings targets mainly due to a £1,078 YTD over-performance on
slippage to planned investments.
Efficiencies of £2.8m were initially assessed as secured through budget setting and baseline contracts at the outset of the year. These, together with
the remaining efficiency target of £11.0m, are subject to ongoing performance review and management as reflected within this report

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 being ‘manageable’ through proactive management of future costs within available budgets and further potential
slippage against other earmarked / development reserves.

Overall Conclusion – Continued 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
2019/20

M01

M02

M03

M04

M05

M06

M07

M08

M09

M10

M11

M12

Key Messages

Plan

(Apr)

(May)

(Jun)

(Jul)

(Aug)

(Sep)

(Oct)

(Nov)

(Dec)

(Jan)

(Feb)

(Mar)

Financial position ‐ a balanced position, which is in compliance
with Business Rules, is being reported for both the Month 08
year to date and year‐end forecast outturn.

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

0

0

0

0

0

0

0

0

0

15,453

15,453

15,453

15,453

15,453

15,453

15,453

15,453

0

0

0

0

0

0

0

0

0

10,508

9,710

9,431

9,468

10,193

9,835

9,842

9,758

9,722

b) National Planning Rules

£000

£000

£000

£000

£000

£000

£000

£000

£000

0.5% Contingency ‘Reserve’ Earmarked & Available

4,699

4,699

4,699

4,699

4,699

4,699

4,699

4,699

4,699

c) Effectiveness Indicators

Target

%

%

%

%

%

%

%

%

< 1.25%

0.48%

0.05%

0.76%

0.99%

1.24%

1.20%

1.13%

0.68%

d) Improvement & Assessment Framework (IAF)

Target

%

%

%

%

%

%

%

%

Year to Date variance (%)

< 0.1%

0%

0%

0%

0%

0%

0%

0%

0%

Year to Date CRES delivered (%)

>= 85%

100%

100%

101%

102%

99%

98%

104%

109%

Forecast outturn CRES delivery (%)

>= 85%

100%

100%

101%

102%

102%

105%

112%

115%

< 1%

0%

0%

0%

0%

0%

0%

0%

0%

>=6.29%

8.93%

8.93%

6.40%

6.47%

6.44%

6.31%

6.31%

6.32%

Overall Finance IAF Rating

Rating

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

Performance by Volume – NHS

95%

98.7%

97.5%

90.1%

91.2%

93.3%

93.8%

94.7%

95.1%

Performance by Volume - Non-NHS

95%

98.0%

98.6%

98.3%

98.5%

98.4%

98.4%

98.4%

99.5%

Performance by Value – NHS

95%

99.9%

99.9%

99.3%

99.5%

99.6%

99.4%

99.5%

98.5%

Performance by Value - Non-NHS

95%

99.6%

99.3%

92.9%

94.2%

95.6%

95.8%

96.2%

96.4%

Financial Performance Indicators

a) Business Rules

2019/20 Forecast Outturn ‘In year’ Surplus / (Deficit)

2019/20 Forecast Outturn ‘Cumulative’ Surplus / (Deficit)Position 15,453

2019/20 Year to Date Surplus / (Deficit) Position
Running Cost (RC) expenditure (FOT) to remain within RC
Allocation

Month –End Cash Balance (as a % of in-month drawdown)

Net Risk as % of Planned spend
MHIS finance target met (i.e. 19/20 investment in MH )
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Cumulative Surplus ‐ the CCG has a cumulative surplus, net of
Draw Down, of £15.5m brought forward from 2018/19. Further
access to this resource is not currently permitted under NHS
England Business Rules.

£000

£000

£000

£000

%

%

%

%

%

%

%

%

Running Costs ‐ are forecast at £9.72m and have been revised at
Month 8 to further reflect the new organisational structure.
Forecast expenditure values remain within the CCG's Running
Cost allocation of £10.51m and below internal budgeted levels (
reflecting progression towards the 20% running cost reduction
target in 2020/21). It is anticipated that forecast outturn
expenditure may further reduce as recruitment takes place over
the next few periods and as vacant posts continue to be
reviewed.
Contingency Reserve ‐ the CCG established a 0.5% uncommitted
contingency reserve of £4.70m in accordance with planning
guidance. This Reserve is being utilised to mitigate materialised
expenditure risks and overspends arising during the year and is
supporting the CCG in delivering a balanced financial position
for the year.
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 November, at 0.68% of drawdown
was within this target.

M09
YTD

M10
YTD

M11
YTD

M12
YTD

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 M08 resulting in an overall
"green" rating.
Better Payment Practice Code ‐ the CCG's cumulative BPPC
performance is now compliant with target across all payment
categories. The CCG is forecasting that it will remain compliant
with the target at year‐end, with continued focus on cashflow
forecasting (and monthly cash draw down) and the engagement
of operational staff in reviewing and authorising valid invoices
in a timely manner.

3. Revenue Resource Limit
MONTH 07
£000

New
£000

MONTH 08
£000

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

845,211
5,766
12,072
78,259
941,308
10,508
951,816
15,453
967,269

0
0
837
0
837
0
837
0
837

845,211
5,766
12,909
78,259
942,145
10,508
952,653
15,453
968,106

Baseline Non-Recurrent Programme Allocations
Draw Down
Less STP contribution
Total Baseline Non-Recurrent Allocation

£000
10,000
(4,234)
5,766

£000
0
0
0

£000
10,000
(4,234)
5,766

£000
(33)
29
188

£000
0
0
0

£000
(33)
29
188

457

310

767

Transforming Care - North Mersey - CYP / CLDT / Intensive Support
Community Crisis TF
Flash Glucose Monitoring Q1
Paediatric Insulin Pumps
BCF Support
Adults and Children's Palliative and End of Life Care Services
Enhanced GP IT infrastructure and resilience
Global Digital Exemplar funding to RLBH
Medicines Optimisation in Care Homes
Clatterbridge Lymphodaemia Transfer
Charge Exempt Overseas Visitor (CEOV) Adjustments
LD transformation funding bids

3,912
1,738
1,694
200
(92)
(2,200)
1,146
1,340
242
161
299
70
305
927
270
136
1,250
33
0
0
0

6
0
0
0
(2)
0
0
0
0
0
0
0
0
0
0
0
0
0
11
(412)
9

3,918
1,738
1,694
200
(94)
(2,200)
1,146
1,340
242
161
299
70
305
927
270
136
1,250
33
11
(412)
9

PCST - Leadership & Learning - Place-Based Leadership programme

0

55

55

Winter Monies: Alder Hey (£50k) and Liverpool University Trust (£810k)
Total Non-Recurrent Allocation

0

860

860

12,072

837

12,909

Primary Care Co-Commissioning Allocations
Baseline Primary Care Co-commissioning allocation *

£000
78,259

£000
0

£000
78,259

Total Primary Care Co-Commissioning Allocation

78,259

0

78,259

Running Costs Allocations
Baseline Allocation *

£000
10,508

£000
0

£000
10,508

Total Running Cost Allocation

10,508

0

10,508

Revenue Resource Limit

In-Year Programme Allocations
Excess Treatment Costs
QTR1 LTBI allocations
IPS Wave 1 & Wave 2 Transformation funding
CYP - Green Paper / MH Support Teams / Intensive Support / ASD
GPFV - Improving Access Allocations / Other GPFV
MT funding 19/20. Tranche 1&2 Cheshire & Merseyside LMS
H &CP 0.2% top-slice returned for "place based" investment
TCP Host CCG - Intensive Support Scheme
2018/19 FYE - IR Final Changes*
LCCG STP contribution £3.4m less £1.2m C&M H&C funding.
Community Mental Health Transformation Funding
C&M H&CP Programme - Imaging & Pathology / CVD / U&EC
C&M H&CP Programme - Womens and Childrens

* Recurrent Allocations
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Key Messages
a. "In‐Year" revenue resource limit allocations total £952.7m.
The CCG's expenditure is not permitted to exceed its "in‐
year" RRL allocation under NHS England Business Rules for
2019/20.
b. There has been a net Programme Allocation increase in
Month 8 2019/20 totalling £837k comprising: new
allocations for STP GPFV Funding £6k, Clatterbridge
Lymphodaemia transfer £11k, LD Transformation funding
bids £9k, CYP Intensive support £90k, CYP Accelerated ASD
pathways £220k, C&M STP Leadership Programme £55k,
Winter Monies ‐ Alder Hey £50k and Liverpool University FT
£810k offset by reductions for CEOV adjustments (£412k)
and IR Exercise (£2k).
c. The CCG's Running Cost allocation for 2019/20 totals
£10.51m. The CCG's running costs are not permitted to
exceed this allocation under NHS England Business Rules.
d. The CCG has a cumulative brought forward surplus of
£25.5m, which net of an NHS England approved £10m Draw
Down in 2019/20, results in a planned cumulative surplus of
£15.5m at 31st March 2020. Further access to the rebased
surplus is not permitted under current NHS England Business
Rules.
e. The CCG's non‐recurrent baseline allocations for 2019/20
totals £5.766m. This net figure comprises the NHS England
agreed £10.0m Draw Down of retained surpluses, less a
£4.234m contribution to the Cheshire & Merseyside H&C
Partnership for 2019/20.

4. Operating Cost Statement
Annual

Expenditure Area
Acute Services
Community
Continuing Care
Mental Health
Other Programme
Commissioning Reserves
Primary Care & Prescribing
Sub Total ‐ Programme Expenditure
Corporate
TOTAL EXPENDITURE

Budget
£000
482,854
98,181
42,783
93,363
22,376
13,802
189,528
942,886
9,767
952,653

Year to Date
Budget
£000
323,217
65,293
28,503
61,997
14,860
9,037
125,082
627,988
6,304
634,292

Actual
£000
325,772
64,964
32,368
61,568
15,551
3,022
124,776
628,021
6,270
634,292

Forecast
Variance
£000
2,555
(329)
3,865
(429)
692
(6,016)
(306)
34
(34)
(0)

Outturn
£000
486,692
97,601
48,779
92,395
23,158
4,558
189,746
942,931
9,722
952,653

Variance
£000
3,839
(580)
5,997
(968)
782
(9,244)
218
45
(45)
0

Key Messages
Acute Services: £3,839k FOT pressure with acute commissioning showing pressure of £2,999k, non contracted activity pressure £842k and a small surplus on HCD with private providers (£2k).
Within Acute Commissioning, the FOT variances include £2,138k pressure on AAO providers HCDD chargeables, £898k pressures on non AAO, NWAS PTS pressure of £143k and a £180k surplus
on expenditure that falls outside of the main contracts (AQP, CEOV etc). The £842k FOT pressure on NCAs comprises £494k over activity and a forecast shortfall on demand management and
HCD CRES £348k.
Community: Is reporting a YTD underspend of £329k and a forecast underspend of £580k. The largest area of forecast underspend is in Digital which includes a £507k FOT underspend against IT
& Telehealth expenditure. Intermediate Care reports a forecast overspend of £185k due to increased bed days due to patients staying longer than expected under the 28 day pathway. The
main Community Services budget is reporting a FOT underspend of £238k due to underspends against Specsavers Hearcare, anti‐coagulation with RLBUHT and Endoscopy at Priory offset by
overspends against Spa Medica. All other forecasts are £20k favourable to budget.
Continuing Care: The FOT variances have further increased with Adult Fully Funded (incl PHBs) now reporting a £4,869k adverse variance based on patient numbers from the October 19 ADAM
report, Adult Joint Funded incl PHBs £880k adverse, Childrens Continuing Care (incl PHBs) £287k and CSU assessment £108k. These are in part offset by a favourable FOT in Funded Nursing
Care of (£147k).
Mental Health: Learning Difficulties are forecast to underspend by £521k based on changes to Out of Area placements, MH Adults is reporting a £271k FOT underspend due to placements now
being funded by LCC and MH Section 117 is forecast to underspend by £237k. These underspends are offset by overspends in Mental Health Contracts £43k and MH NCA’s £25k. All other
forecasts are £7k favourable to budget.
Other Programme: Other Programme Services are forecast to overspend by £782k (excluding Reserves) due to higher recharge values from NHS Property Services of £792k, Clinical Leads £55k,
NHS111 £54k offset by a Commissioning Non Acute benefit of (£112k) and other budget lines (£7k).
Commissioning Reserves: The Month 8 FOT cost pressures against programme heads of £9,224k is being offset by the full utilisation of the Contingency Reserve (£4.699k), excess slippage
against the Investment Pot reserve (£1,976k), Project specific reserves are forecast to underspend by (£700k). Operational budgets have been adjusted to nullify any prior year impact resulting
from under or over accruals, which together with the Cost Pressures Reserve gives a total budget of £2,501k against which £632k of costs are forecast.
Primary Care & Prescribing: The Primary Care Co‐Commissioning FOT underspend of (£401k) is due in the main to the Network Payment budget being based on weighted list size, whereas the
actual FOT is appropriately based on raw list size. Prescribing forecast outturn expenditure is estimated to overspend by £493k as a result of increase to Cat M costs effective from Aug‐19
estimated at £1,060k and a £745k pressure from NCSO additional drugs. This pressure has been offset in part by savings of £1,312k in pharmacy dispensed drugs in line with April to September
19 trends. LES schemes are forecast to be over‐budget by £266k due to additional funding required for LES schemes of £56k and £210k pressure due to former PCC APMS patients now
registered with GMS/PMS providers. Primary Care IT is reporting a favourable FOT of (£157k) due to reduced costs on the Intrusion Prevention System Upgrade. All other adverse FOT variances
in M8 total £17k.
Corporate: The YTD favourable position of £34k (FOT £45k) reflects the new organisational structure and further savings are anticipated whilst recruitment takes place to fill vacant posts. The
FOT expenditure continues to remain within the Running Cost allocation of £10,508k.
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5.a) Operating Costs - Changes to Forecast Outturn variances
M07 FOT Var

Change to FOT

£000

£000

£000

Analysis of Significant Variances

Acute Services

Acute Commissioning & Ambulance Services FOT has moved adversely by £728k due to higher activity/costs anticipated at StHK £382k,
increase in elective activity mostly T&O activity and costs at Spire £191k, MUHFT £93k, NWAS £20k and Other costs £42k. The
NCAS/OATS forecast has moved adversely by £176k following higher than expected costs from some NCA providers (RJAH, Lancashire
Teaching, East and North Herts).

3,839

2,934

904

Community

An in month increase in the Community Services FOT of £99k is reported following increases in the main areas of Specsavers Hearcare
£109k, Spa Medica £43k and a £40k reduction in LUHT Anti Coag. Intermediate Care has increased by £44k on the receipt of a recovery
plan for additional bed days by Mersey Care, LTC (Digital) increased by £7k and there are underspends in Childrens Services by (£7k) and
Hospices has decreased by (£14k) in Marie Curie and Woodlands contracts.

(580)

(709)

129

Continuing Care

Continuing Care in month FOT adverse movement of £612k (CHC Adult Fully Funded (including PHBs) £488k; Adult Joint Funded Care
(incl. PHBs) £6k, Childrens Continuing Care (inc PHB's) £28k based on October data, Continued Healthcare Assessment & Support £72k.
Other areas are also reporting an in month pressure of £18k.

5,997

5,385

612

Mental Health ‐ Learning
Difficulties (incl S117)

Learning Difficulties has moved favourably by £123k within November as a result of reduced Out of Area treatments costs.

(521)

(398)

(123)

Mental Health ‐ Other

Mental Health ‐ Other £7k in month favourable movement to FOT. Mental Health Contracts has an ADHD Drugs pressure of £10k and
there is a £1k NCA pressure within CAMHS. This is offset by in month favourable FOT movements in MH NCA's (£8k), MH Services ‐ Older
People (£9k) and MH Adults (£1k).

(447)

(440)

(7)

Other Programme

Other Programme is reporting a £123k favourable FOT movement largely due to a (£176k) decrease in Commissioning ‐ Non Acute
(including Mersey Care ‐£56k and Disabilities Trust ‐£123k). Other favourable movements are being reported in salary costs for Provider
Alliance salaries (£20k) and Safeguarding (£12k) and a (£12k) reduction in ARC hosting within Non Recurrent Programmes. These
reductions have been offset by an increase of £86k in the i‐Merseyside SLA within Programme Projects and a £14k increase in Property
Services . Other forecasts have moved favourably by (£3k).

782

905

(123)

Primary Care ‐ Prescribing

Prescribing expenditure is reporting an in month FOT benefit of (£136k) following reductions in Pharmacy dispensed drugs following
receipt of September data (£53k) and a (£104k) benefit on expected Category M price increases offset by an increase of £22k in NCSO
September 2019 costs. All other changes in FOT variance total a (£1k) benefit.

493

629

(136)

Primary Care ‐ Other

Primary Care FOT has reduced by (£262k) within month 08. The PRC Co‐Commissioning FOT has decreased by (£90k) re Health Checks
(£94k) and DES Minor Surgery (£18k) offset by pressures in Violent patients £15k, Interpretation Fees £6k and Seniority Payments £1k.
There were in month benefits in Primary Care IT (£196k) following the reduction of the Intrusion Prevention System Upgrade. These
favourable movements were offset by FOT increases in Out of Hours £4k, Oxygen £3k, Commissioning Schemes £10k and Local Enhanced
Services £7k.

(275)

(13)

(262)

Corporate

Corporate: The FOT position has moved favourably by £51k in November due to staffing vacancies still not being filled following the
restructure. These Pay reductions have been offset in part by increased Service Charges for 2019 within Estates and Facilities.

(45)

7

(51)

Reserves ‐ Other

Other Commissioning Reserves underspend has increase by £943k to £4,545k reflecting increased slippage against the 2019/20
Development Reserve of £599k and a further favourable variance against Prior Year Benefits reserve, Cost Pressures reserve and
slippage against Other Earmarked Reserves totalling £344k.

(4,545)

(3,602)

(943)

4,699

4,699

(0)

(4,699)

(4,699)

0

(0)

0

(0)

Sub Total ‐ Before application of Contingency Reserve
Reserve ‐ Contingency

The whole of the 0.5% Contingency reserve continues to being utilised to mitigate forecast outturn cost pressures reported across
programme heads.

Year to Date & Forecast Outturn Reported Variance
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M8 FOT Var

Month 08

5.b) Operating Costs – Bridge Analysis
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5.c) Operating Costs – Plan of Action Updates
The schedule below reflects current and on‐going actions to ensure compliance with NHS
Business Rules for 2019/20.
•

Continuing Healthcare
–
–
–
–

•

•

–
–
–

Prescribing
–
–

Category M price impact confirmed and
included within financial position.
19/20 CRES plan confirmed and expected
to achieve in year.

Contracts
–

Deep dive was presented to Planning &
Delivery Group early December.
Review process for FNC cases agreed with
LCC & CSU commencing in January.
Currently considering an independent
financial review and audit for CHC.
Recovery plan agreed for management of
stays above 28 days and reflected in the
financial position.

–

•

Estates
–
–
–
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Analysis of drugs pressure completed and queries
raised with provider particularly relating to
homecare drugs.
Review of Evidence Based Interventions completed
and proposals for audit of activity being agreed.
Analysis of St Helen & Knowsley over‐performance
completed and conversation regarding year‐end
agreement commenced.
Impact of delayed investments on demand
management completed and included in financial
position.
Deep dive on acute over‐performance presented to
Planning & Delivery Group at the end of November,
with a range of issues to be raised with Providers for
consideration at next contract meetings.
NHS Openspace being rolled out to support
management of bookable space.
Agreement with 1 GP surgery to share reception
costs and developing options for remaining premises.
Paper being prepared for options on chargeable
space where currently funded by the CCG but should
be within a provider contract.

6. Reserves
Annual

2019/20 RESERVES ‐ Month 08

Budget
£000

Year to Date
Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

CONTINGENCY

4,699

3,132

0

(3,132)

0

(4,699)

DEVELOPMENT RESERVES

3,967

2,405

1,327

(1,078)

1,991

(1,976)

OTHER EARMARKED
TOTAL COMMISSIONING RESERVES
GENERAL ADMIN RESERVE
TOTAL RESERVES

5,136

3,499

1,694

(1,805)

2,567

(2,569)

13,802

9,037

3,022

(6,016)

4,558

(9,244)

(373)

(160)

0

160

0

373

13,429

8,878

3,022

(5,856)

4,558

(8,871)

Key Messages
a. Contingency Reserve ‐ the CCG is required to hold a 0.5% uncommitted Contingency Reserve at the outset of the year. The £4.70m reserve was
initially profiled for use in Month 12 of the financial year, in accordance with NHS England planning guidance. An underspend of £4.70m is forecast
against this reserve at M08, equivalent to 100% of the Contingency to offset forecast Programme cost pressures. A proportionate share of the
Contingency is reflected at M08 resulting in a favourable year‐to‐date variance of £3,132k.
b. Development Reserve ‐ as part of the 2019/20 financial planning process, the CCG established three Investment Pots totalling £7,779k. Slippage of
£718k (9%) against the Investment Pots was built into the 2019/20 Plan to support year‐end breakeven requirement, reducing the total resources
available for investment in‐year to £7,061k. Development funding totalling £3,094k has been transferred from Reserves to Programme budgets as
at M08. The forecast outturn expenditure against the remaining investment pots, based on feedback from Operational Leads, indicates total
slippage of £2,694k which exceeds plan by £1,976k. The levels of investment and associated slippage will continue to be monitored via operational
leads and the latest assessment reflected in the monthly financial report.
c. Other Earmarked Reserves total £5,136k and are forecast to underspend by £2,569k. The budgets includes Project specific reserves totalling
£2,635k which are forecast to underspend by £700k . Operational budgets have been adjusted to nullify any prior year impact resulting from under
or over accruals, which together with the Cost Pressures Reserve gives a total budget of £2,501k against which £632k of costs are forecast. The
underspend against other earmarked reserves further offsets in‐year pressures across programme budgets.
d. General Admin Reserve ‐ Running Cost budgets were updated in Month 04 to reflect the revised 2019/20 staffing structure to the year‐end based
on staff in post and anticipated recruitment dates to vacant posts. The resulting expenditure budgets exceed the available Running Cost allocation,
net of the £800k CRES target, by £373k as reflected in the General Admin Reserve. Any further recruitment slippage beyond that anticipated at
Month 04 is recorded against individual running cost budgets at M08, which net of the Admin Reserve now results in a Running Cost forecast
underspend of £45k against the full year budget at M08.
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7. Cash Releasing Efficiency Savings
CRES SUMMARY
High Cost Drugs (Adalimumab & Others)
Prescribing
NPFIT
CHC & Packages of Care
Slippage on Planned Investments
Running Costs
Contracts ( Third Sector )
Demand Management
Estates Void / Utilisation
HCP Contribution
Enhanced Services
Clinical Leads
Community / Intermediate Care
AQ Contribution
Digital Programme
Running Costs ‐ Non Pay
TOTAL CRES

Annual
Budget
£000s
3,226
2,665
1,529
952
718
678
674
402
200
1,200
508
453
188
178
149
122
13,843

Budget
£000s
2,150
1,776
1,393
632
718
450
609
265
132
1,200
280
453
188
178
149
122
10,696

Year to Date
Actual
£000s
1,984
1,776
1,393
1,157
1,796
499
871
26
0
1,200
87
405
52
178
149
122
11,695

Variance
£000s
(167)
0
0
525
1,078
49
262
(240)
(132)
0
(193)
(48)
(136)
0
0
0
998

Forecast
Outturn
Variance
£000s
£000s
2,976
(250)
2,665
0
1,529
0
1,703
751
2,694
1,976
723
45
1,062
388
102
(300)
200
0
1,200
0
221
(287)
398
(55)
52
(136)
178
0
149
0
122
0
15,975
2,132

Key Messages
The CCG's cash releasing efficiency programme totals £13,843k for 2019/20. Year to date efficiencies are above target by £998k and the forecast outturn by £2,132k.
£2,799k of efficiencies were initially assessed as being secured through budget setting methodology and baseline contract agreements (HCP Contribution through to Running Costs ‐ Non Pay in
the above table). The anticipated savings of £508k on Enhanced Services, £188k on Intermediate Care and £453k on Clinical Leads have been revised down to £221k, £52k & £398k respectively,
due to reduced savings in minor surgery, excess stays on the Intermediate Care 28 day pathway and not all Clinical Lead sessions being released in accordance with Plan timeframes.
High Cost Drugs is forecast to be £250k under target at year‐end as a consequence of elements of the programme for delivering High Cost Drugs savings, notably the introduction of BlueTec by
provider organisations, being delayed.
CHC and Packages of Care is over‐achieving by £525k against its YTD CRES target and the forecast CRES delivery is £751k above target. This is due to a review of the impact of the cost of agreeing
Personal Health Budget's compared to the cost of the traditional package of care commissioned by the CCG.
The CRES saving for 'Slippage on Planned Investments' has been set at £718k for 2019/20. Slippage was profiled equally across the first six months of the year where actual slippage was expected
to be at its greatest. Slippage is currently £1,078k above target at month 8 (FOT £1,976k) following Programme Leads assessments of slippage on ongoing schemes, together with those schemes
that are no longer being progressed.
The CRES saving for 'Running Costs' has been set at £800k for 2019/20. As at month 8 the YTD savings are £49k above target and is anticipated to be £45k above target at the financial year end.
This over‐achievement is due to delayed recruitment and a number of vacancies not being filled after the organisational restructure.
The Contracts (Third Sector) CRES is overachieving by £262k against its YTD and £388k against its FOT target due to additional income being received from LCC in respect of Paisley Court.
Demand Management CRES is below target by ‐£240k YTD and ‐£300k FOT due to delayed implementation of demand management investment schemes as provider organisation experience
difficulties in recruiting to these initiatives, resulting in increased CRES delivery risk.
The Estates Void / Utilisation CRES is underachieving by £132k against its YTD target based on the latest recharge schedules. The CCG continues to work with NHSPS & CHP to maximise utilisation
of chargeable space and continues to anticipated that the full £200k CRES target will be achieved by year end.
All CRES schemes continue to be reassessed each month based on the latest available data. At M08 there is six months prescribing data available which is being used to assess the impact of CRES
programme deliverables, which continue to be reported as on‐track based on available data and delivery of key programme milestones.
NHSE require CRES plans to be dynamic, subject to continuous review and amendment. The CCG Improvement & Assessment Framework (IAF) requires YTD & FOT CRES delivery to be greater than
or equal to 85% of target to be rated "green". Where schemes are not forecast to deliver and this compromises Business Rules or IAF rating, NHS England's expectation is that the schemes will be
replaced with new initiatives that deliver. Performance against the baseline CRES programme complies with IAF requirements and continues to score 'Green'.
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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

Description

Risk

Mitigation

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

CRES delivery not in line with
Reconciliation of CRES delivery on a monthly basis,
required planning assumptions regular meetings with Senior Leadership Team /
Budget Holders, Programme Leads.

Non‐Acting as One
Contract Performance /
High Cost Drugs &
Devices (AAO)
Continuing Healthcare /
Packages of Care
Expenditure

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

Expenditure exceeds planning
assumptions.

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

Funded Nursing Care
(FNC)

Liverpool City Council have signalled that payments
continue to be made by the Council to providers for
FNC which are not currently being recovered from
NHS Liverpool CCG, as the individuals are not known
to MLCSU (or LCCG) as being eligible for FNC.

Estimated 291 cases at a full
year cost of £1.51m.

A joint task and finish group has been established to
review the assessment and approval process to ensure
the CCG remains framework compliant. This will
ensure that FNC payment arrangements within LCC are
improved to make the process more robust. A
payment will only commence when the Social Worker
has confirmation that the CHC team have verified FNC
eligibility, and FNC payment is recorded in the CHC
database.

Prescribing

Prescribing Expenditure reflects circa 10% of overall
CCG annual expenditure and therefore remains a
material risk to delivery.

Expenditure exceeds planning
assumptions

Monthly monitoring, benchmarking of prescribing
expenditure.

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

Contingency Reserve of 0.5% initially held as per NHS England Planning Guidance to offset any of these
pressures should they materialise. Realised risks reflected in the Month 08 forecast outturn have been
mitigated through the utilisation of the Contingency Reserve.
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9. Statement of Financial Position
Statement of Financial Position 31‐Mar‐19 30‐Nov‐2019 Movement
£000

£000

£000

Total Non‐Current Assets

0

0

0

Cash

1

439

438

Accounts Receivable / Accruals

9,713

13,977

4,264

Total Current Assets

9,714

14,416

4,702

TOTAL ASSETS

9,714

14,416

4,702

Accounts Payable / Accruals

52,911

57,277

4,366

Total Current Liabilities

52,911

57,277

4,366

Retained Earnings incl. In Year

(43,197)

(42,861)

336

Total Taxpayers Equity

(43,197)

(42,861)

336

9,714

14,416

4,702

TOTAL EQUITY + LIABILITIES

Key Messages
Cash ‐ Cash balances are expected to be at minimum levels
at the financial year‐end. Throughout the year, CCGs are
required to maintain month end cash balances at no more
than 1.25% of cash draw down for the month. The November
month end cash balance of £439k represents 0.68% of the
£65.0m draw‐down for the month and is within the cash
target.
Accounts Receivable / Accrued Income ‐ has increased by
£4.26m in‐year to a value of £13.98m at 30 November 2019.
This includes c.£3.5m of NHS contract prepayments actioned
at the end of November, ahead of the 1st December payment
date in order to bring cash balances at the end of the month
within the 1.25% drawdown tolerance. Liverpool City Council
accounts for £7.1m (68%) of the current receivables balance
(excluding NHS prepayments) and this is considered to be a
low risk debt.
Accounts Payable / Accrued Expenditure ‐ has increased by
£4.3m in‐year to a value of £57.3m at 30th November 2019.
Current liabilities include accrued expenditure where the CCG
is still awaiting receipt of supplier invoices.
Retained Earnings ‐ has changed from ‐£43.2m to ‐£42.9m at
30th November 2019. The movement reflects year‐to‐date
financial performance (currently break‐even), plus / minus
movements in working capital balances.
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10. Better Payment Practice Code
BPPC ‐ 1st April 2019 to 30th November 2019
Total Number of Total Paid within
Invoices Paid
Target

NHS
NON NHS

Compliance
% age

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

Compliance
% age

3,038

2,889

95.1%

453,818

451,432

99.5%

11,014

10,851

98.5%

173,819

167,598

96.4%

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 BPPC performance are now all compliant with target, with performance exceeding target in recent months making
good the NHS volume and Non‐NHS value under performance reported in Jun‐19. Cumulative performance for the volume of NHS
invoice paid in compliance with the standard now stands at 95.1%, NHS value 99.5%, Non NHS volume 98.5% and Non‐NHS value
96.4%.
The November 2019 BPPC performance for NHS volume (98.47%), NHS value (99.42%), Non‐NHS volume (99.53%) and Non NHS Value
(97.72%) all exceeded the 95% BPPC target.
The BPPC target of 95% compliance for the 2019/20 financial year is expected to be achieved. Cashflow forecasting informing the
monthly cash drawdown will remain critical to delivering future BPPC compliance, together with operational staff engagement in
reviewing and authorising valid invoices in a timely manner.
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 2019/20.
Whilst a number of financial pressures are emerging compared to planned
expenditure values, it is still anticipated that these can be ‘managed’ using a
combination of proactive cost containment and further slippage against
earmarked reserves.
The CCG remains confident in its ability to deliver agreed financial outturn
position in accordance with NHS Englands control total for the 2019/20
financial year.
The Governing Body is asked to note the contents of this report.
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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 October
2019 to November 2019.

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 2019/20 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 delivery of its key thematic areas of
Population Health & Prevention, Integrated Community Services and
Acute & Specialist Services.
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Going forward the aim of the report will still be to provide a good balance
between reporting the most current local NHS performance data and
trends with meaningful insight of the potential/actual risks to quality,
safety and patient care from sub-optimal 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.
3.1

January 2020 Performance Summary
The data used and referenced in this report is the most current at the
time of writing. Specifically, for the month of January 2020, a
combination of performance data from October 2019 to November 2019
has been used as the basis of the analysis.
For January 2020, the CCG has maintained good performance against
nine of the NHS Constitutional including, key cancer waiting times
indicators, estimated dementia diagnosis rates, CYP Access, EIP and
key mental health measures such as IAPT recovery and waiting times (6
weeks and 18 weeks)
Liverpool continues to experience on-going challenges in terms of
achievement of Referral to Treatment (RTT) targets for both 18-week
and 52 week waits, Diagnostics, 2-week, 31 day and 62-day cancer
waits, CYP eating disorders (routine and urgent), IAPT (access), HCAI’s
and performance against the A&E remains above acceptable levels.
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4.

NHS CONSTITUTION PERFORMANCE ON A PAGE
ON TARGET

% of patients seen within 2 weeks for an urgent referral for breast symptoms
% of patients receiving subsequent treatment for cancer within 31 days (drug treatment)
% of patients receiving subsequent treatment for cancer within 31 days (radiotherapy treatment
Estimated dementia diagnosis rates (65+)
IAPT waiting times – 6 weeks
IAPT waiting times – 18 weeks
Early Intervention in Psychosis
IAPT: % of people who finish treatment having attended at least 2 treatment contacts and are
moving to recovery
CYP access

NOT ON TARGET with POSITIVE
trend

% of patients seen within two weeks for an
urgent GP referral for suspected cancer
% of patients receiving 1st definitive treatment
for cancer within 62 days of cancer diagnosis
% of patients receiving definitive treatment
within 1 month of a cancer diagnosis
Mixed sex accommodation
Number of C.Difficile infections
Number of E-Coli infections

NOT ON TARGET with FLAT or
NEGATIVE trend

Incomplete pathways + 52 weeks
% of incomplete pathways within 18 weeks
% of patients waiting + 6 weeks for a
diagnostic test
% of patients receiving subsequent treatment
for cancer within 31 days (Surgery)
% of patients receiving treatment for cancer
within 62 days: upgrade their priority
% of patients receiving treatment for cancer
within 62 days from an NHS Cancer
Screening
A&E 4 hour wait
IAPT: % of people who receive psychological
therapies – Access
CYP eating disorders waiting times: 1 week
and 4 weeks
Number of MRSA Bacteraemia
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5. EXCEPTION REPORT – ACUTE AND SPECIALIST SERVICES
5.1 Referral to Treatment – Incomplete Pathways (18 Weeks) Link to analysis
Indicator
Referral to Treatment
Incomplete pathway (18
Weeks)

Performance summary up to
November 2019
Last 3 months RTT (LCCG)
Sep 19

Oct 19

Nov 19

86.8%

86.3%

85.57%

19/20
YTD
86.5%

Yellow denotes achieving 19/20 NHSE
improvement plan but not national standard
of 92%

RightCare / Core Cities
Peer Group
LCCG
Position:
Best:
Worst
Median

5/11
93.3%
71.3%
85.3%

*Oct 19 data
9/11 CCG’s in the peer group
failed the standard in Oct 19

Potential organisational or
patient risk factors
7/11 duty
Risk5/11
that CCG is unable to meet statutory
to provide patients with timely access to
93% Patient risks from delayed
87%
treatment.
diagnostic
on RTT
73.% access inevitably impact
77.2%
times leading to a range of issues from
86%
87%
potential progression of illness (severity
dependent on pathway) to an increase in
symptoms or increase in medication or
treatment required.

BACK TO TOP
Current issues
 LUHFT/RLH: 9/13 specialties failed target in Oct 19
Actions taken/assurances on performance recovery







All providers continue to robustly manage PTLs through weekly meetings.
LWH have employed a data quality clerk who is validating the current waiting list working backwards from the longest waiters.
They have now validated down to around 24 weeks. PTL submissions recommenced in November 2019 and the trust monitor
the PTL daily.
LUHFT /RLH continue weekly performance meetings chaired by Deputy COO and are demonstrating significant improvements
in ophthalmology. Dermatology Task and Finish group established a STP level – first meeting held November 19.
LUHFT / AHT: RTT being monitored through the Aintree Planned Care Group. Task and Finish groups in place for Gastro,
Ophthalmology.
LCCG: Use of Advice & Guidance incorporated into Liverpool GP Specification with financial incentive.
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5.2 52 week waits link to analysis
Indicator

Performance summary up to
November 2019

Referral to Treatment
Incomplete pathway (52
Weeks)

Last 3 months (LCCG)
Sep 19
1

Oct 19
1

Plan = 0

RightCare / Core Cities
Peer Group

Nov 19
2

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

Potential organisational or
patient risk factors
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
 All November 52-week breaches occurred at LWH.
 The majority of these breaches are caused by patients having been incorrectly coded as having a clock stop earlier on in the
pathway, only to be identified much later as still in need of a definitive clock stop.
 A minority of breaches relate to complex patients requiring joint surgery with colleagues at LUHFT.
Actions taken/assurances on performance recovery






100 staff have undergone online RTT training to improve quality of coding around clock stops, with further training planned in
January/February
Provider will be moving to electronically recorded outcomes in February, administered by dedicated team experienced in RTT
recording.
Pathways Plus system will go live in February which will allow the trust to monitor pathways and will highlight errors so this can
be corrected promptly.
Trust is running data quality reports to highlight RTT coding errors and prevent further breaches being identified unexpectedly.
For the complex patients, a partnership board has been established between LWH and LUFHT. Regular theatre slots have been
identified which will also help with this issue in the future.
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5.3.

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

BACK TO TOP
Current issues

Performance summary up to
November 2019
Last 3 months diagnostics (LCCG)
Sep 19

Oct 19

Nov 19

19/20
YTD

4.9%

4.2%

4.4%

3.8%

Yellow denotes achieving 19/20 NHSE
improvement plan but not national standard
of 1%

RightCare / Core Cities
Peer Group
LCCG
Position:
Best:
Worst
Median

10/11
0.1%
9.7%
1.4%

*Oct 19 data
7/11 CCG’s in the peer group
failed the standard in Oct 19

Potential organisational or
patient risk factors
5/11 to meet7/11
Risk9/11
that CCG is unable
statutory
duty to provide patients with timely access to
0.3%
93%
1.2%
treatment. Patient risks from delayed
12.3% access73%
7.7%
diagnostic
inevitably impact
on RTT
times
leading to a86%
range of issues
from
1.9%
3.2%
potential progression of illness (severity
dependent on pathway) to an increase in
symptoms or increase in medication or
treatment required.

LUHFT:
 Further increases in demand for cardiology diagnostics and endoscopy
 Overall, 350 out of 10916 people waiting more than 6 weeks for diagnostics (8 at AHT / 342 at RLB)
LWH:
 Relatively few people waiting for diagnostic tests mean that small numbers of breaches have a disproportionate effect on
performance (for context, at w/e 29/12/19, the total number of patients waiting for a test was 27*)
*based on unvalidated data
Actions taken/assurances on performance recovery
LUHFT:
 Management of diagnostics across all sites has recently been consolidated under one operational lead, with demand and
capacity work now underway across diagnostic modalities.
 Cardiology (44 / 1740 > 6 weeks):
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o Enhanced rates of pay for echo lists.
o Additional Echocardiographers have been recruited and have been operational since August; however, demand for Echo
has increased again.
o This area is being scrutinised for cross site appointments due to the difference in waiting times across the sites, with
either a shift in activity or the workforce cross covering being explored as possible solutions.
o Currently out to recruitment for two Consultant Cardiologists that specialise in imaging.
o The open access Echo service has been switched to a RAS in order to help manage increasing demand.
Endoscopy (236 / 2015 > 6 weeks):
o LUHFT staff are delivering extra capacity at weekends
o The specialty has developed a recovery plan which has been shared with the Cancer Alliance.
MRI (35 / 1700 > 6 weeks)
o Restricted all MRI requests to Consultants only.
o All Inpatient MRI requests are being reviewed for clinical urgency
o Further MRI capacity on a mobile unit is being sourced

LHCH:
 New scanners now operational
 Trust have also secured additional weekend working for both CT and MRI to clear the backlog that had developed whilst new
scanners were awaited.
LWH:
 Review of job plans and patient pathways underway to identify any efficiencies that can be made
 Recovery anticipated in Dec 19
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5.4. Cancer waiting times (6 out of 9 measures) link to analysis
Indicator

Performance summary up to
October 2019

RightCare Peer Group

Cancer Waiting Times

Last 3 months (LCCG)

62-day cancer only: Oct 19

Aug 19
5/9

BACK TO TOP

Sep 19
5/9

Oct 19
6/9

LCCG
Position:
Best:
Worst
Median

Potential organisational or
patient risk factors

4/11
86.9%
58.1%
73.9%

Current issues









Standards that were breached: 2WW from GP Ref, 31 day to first definitive treatment, 31-day subsequent treatment, 62 days to
first definitive treatment, 62 days from NHS cancer screening service, 62 days following upgrade.
Challenges in LWH, RLUBHT and AHT
Workforce/Recruitment pressures across multiple specialties.
Case-mix varies month on month; challenges with capacity for complex cases
Increased 2WW referrals; a record number of 2WWs were seen at LUHFT during October
Challenged specialities: urology, upper / lower GI (high volume); gynae, head and neck
Capacity issues in imaging, endoscopy and histopathology.
Constraints in cancer waits counting methodologies restricting innovation (e.g. detailed clinical telephone consultation equivalent
to a F2F clinic consultation does not count in cancer waits measurement)

Actions taken/assurances on performance recovery
 LWH
o Gynae-oncology posts out to recruitment
o On-call commitments of gynae-oncologists temporarily reduced to free-up oncology time.
o Joint MDT with Arrowe Park stood down to further free up oncology time (no adverse consequences of doing so).
Page 10 of 55

86







o Additional theatre sessions at Aintree confirmed up to end Dec 19 to increase surgical capacity.
o
RLBUHT
o Action plan agreed between CCG and Trust and supported by Cancer Alliance; Dedicated project manager recruited by
RLUBHT and funded by Cancer Alliance working on service improvement for 12 months.
o Increase of clinical capacity from follow up work, by increasing the number of patients in supported self-management follow
up pathways in breast, colorectal and prostate.
o Skin low risk legion: Dermatology pilot planned in primary care.
o Redesign of pathways: head and neck Rapid Diagnostic Centre; prostate, lower GI and OG optimal pathway.
o Review of haematology capacity across North Mersey, and opportunities to improve collaboration
o Colorectal have run a recruitment process and identified 2 suitable candidates, due to start in the new year.
o Urology have recruited and consultant returns from maternity leave in the new year.
AHT
o CPN issued by SSCCG in respect of 62 Day Target.
o System wide T&F group has been established by Sefton CCG to look at demand management and future sustainability in
both gastro and endoscopy.
o Trust has submitted a recovery plan which is reviewed monthly at Aintree Planned Care Group.
o Main focus areas of the plan include: capacity and demand review, radiology workforce, work with LCL to improve
pathology turnaround times.
System:
o NHSI supporting service improvement with Liverpool Clinical Laboratories.
o LCL have agreed to prioritise suspected cancer specimens
o Regional endoscopy network has a work programme reviewing efficiency, workforce, and procurement
o Meeting of COOs from key providers established to work collaboratively on cancer waiting times and LCL issues
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5.5. A&E Waits link to analysis
Indicator
A&E Waits - % of patients who
spend 4 hours or less in A&E
(cumulative)

Performance summary up to
November 2019
Last 3 months A&E (LCCG)
Sep 19

Oct 19

Nov 19

19/20
YTD

89.2%

88.8%

86.1%

88.9%

RightCare Peer Group
LCCG
Position:
National
Average
England:

Potential organisational or
patient risk factors

4/11*
86.6%
60/195*

March19 data

BACK TO TOP
Current issues
 Extreme ‘winter’ pressures encountered much earlier than anticipated, including severe outbreaks of flu and D&V which is
significantly impacting the whole system.
 Staffing challenges in Alderhey late in November.
Actions taken/assurances on performance recovery
 Key Winter priority and focus areas and actions were identified for Winter including demand management and admission
avoidance. Delivery to be monitored by AEDB Sub Group and Main AEDB.
 SAFER: Focused work within LUHFT to review systems and processes. Increased Senior System supported to achieve reduced
occupancy levels
 Primary care streaming
 Same Day Emergency Care
 ICRAS teams working in A&E/AMU to support discharges and avoid admissions.
 Merseycare provided mutual aid to support Alderhey with staffing and demand challenges
 Comms sent out to schools to remind parents of AE alternatives for D&V
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5.6 Incidence of Healthcare Infections – MRSA link to analysis
Indicator
Incidence of Healthcare
Acquired Infections: MRSA

Performance summary up to
November 2019

RightCare Peer Group

Last 3 months
Sep 19

Oct 19

0
0
Monthly plan of 0

Nov 19
1

1920
YTD
6

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
 The case listed against LCCG in November is a Knowsley CCG patient who was transferred to LUFHT for treatment from Whiston
with pre-existing MRSA infection, they were subsequently transferred back to Whiston.

Actions taken/assurances on controls
 All MRSA bacteraemia are subject to robust post infection reviews.
 The 5 LCCG cases YTD were reviewed and no lapses in care were identified in 4 of the 5 cases.
 One community acquired case identified learning in relation to documentation, NEWS2 and decolonisation.
 Liaison has taken place between the CCG and Public Health as two cases were related to intravenous drug using individuals (one
of whom was also homeless). We have shared the cases to identify if more work can be done to support this vulnerable
population.
 Due to changes in NHSE guidance all cases are either attributed to an acute Trust or to the CCG. Previously the 4 cases where
no lapses in care were identified would have been sent for arbitration and third-party attribution. That option is no longer available
and therefore all cases reported YTD are CCG attributed.
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5.7 Incidence of Healthcare Infections – Cdiff link to analysis
Indicator
Incidence of Healthcare
Acquired Infections: Cdiff

Performance summary up to
November 2019

RightCare Peer Group

Last 3 months
Sep 19

Oct 19

18
16
Monthly plan of 10

Nov 19
9

1920
YTD
104

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
 November 19 saw the lowest number of C-diff cases since February 19, at a total of 9, this was under the monthly plan.
Actions taken/assurances on controls






All Clostridium Difficile infections are subject to a robust post infection review (PIR) and learning from cases reviewed is identified.
Cases where no lapses in care are appealed by the provider using an agreed process.
Monitoring continues via the monthly Health Care Associated Infection Framework submissions to the Quality Team with local
provider level discussions.
The changes to the NHSE/I guidance on case attribution has resulted in more cases being attributed to the acute trusts.
Wider work on AMR ongoing across the health economy.
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5.8 Incidence of Healthcare Infections – E-Coli link to analysis
Indicator

Performance summary up to
November 2019

Incidence of Healthcare
Acquired Infections: E-Coli

Last 3 months

BACK TO TOP

RightCare Peer Group

N/A

Sep 19

Oct 19

Nov 19

39

41

28

19/20
YTD
307

E-Coli Annual plan of 396 for 2018/19
(monthly plan of 33)

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.

Current issues


November 19 saw the lowest number of E-Coli infections since before Apr 18, and at 28, the number was under the monthly plan of
33.

Actions taken/assurances on controls





The Merseyside STP/ICS area is in the national top five for the highest numbers of E. Col bacteraemia in 2018/19.
NHS England hosted a Cheshire and Merseyside ‘Single Item QSG’ (SIQSG) regarding AMR/GNBSI/E.coli on 3 rd September 2019
with the aim of bringing a number of key stakeholders together to determine current arrangements across the system and identify
areas that require additional focus.
Following on from this, LCCG attended the first NHSE hosted Gram-neg programme board on the 18th of December. This board is
reviewing the regional approach to reducing GNBSI.
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5.11 NWAS – Paramedic & Emergency Service (PES)
Indicator

Performance summary up to the 29th North West Position
Dec 2019
Oct 19
Cat 1 mean
Cat 1 90%
Cat 2 mean
Cat 2 90%
Cat 3 90%
Cat 4 90%

00:06:54
00:11:06
00:26:19
00:59:30
03:32:36
03:56:44

Nov 19
00:07:00
00:11:24
00:31:12
01:14:28
03:56:49
03:13:20

Dec 19*
00:08:03
00:13:58
00:33:08
01:14:47
04:21:34
03:23:14

th

*Dec data up to the 29 only on a Cheshire
& Merseyside footprint.
2019/20 in Nov 2019: Calls
L’pool +1.9%
(NWAS +5.9%) and Incidents L’pool -0.4%
(NWAS +3.7%) against contract plan

Cat 1
Cat 2
Cat 3
Cat 4

Mean
00:07:32
00:32:18
-

90%
00:12:43
01:12:13
05:03:54
03:34:00

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 up to 29th Dec 2019

Current issues
 NWAS performance over the last three months has been under sustained pressure, with efforts concentrated upon the
responding to the most urgent life-threatening calls. Response to the lower acuity activity has been correspondingly
challenged, with lengthening delays experienced. Hospital turnaround has been under recent significant pressures, with
both average performance against the 30-minute overall target and delays over an hour of concern, reducing ambulance
response capacity.
 In response to the service pressures seen NWAS has escalated to REAP 3, the national ambulance escalation and
response measure (4 levels of escalation), resulting in the deployment of all available response capacity. Typically, this
requires the cancellation of mandatory training and non-essential meetings, restricted leave over the Christmas and New
Year period and the maximum deployment of clinical staff.
 Despite the increased activity against plan, the service has increased ‘hear & treat’ performance and has conveyed less
patients to hospital than planned, although of those conveyed an increase in acuity has been noted.
 Achievement and sustainability of the 30-minute total hospital turnaround is essential if ARP targets are to be met and
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sustained. Overall system performance has deteriorated over the last three months as follows:
NWAS
Cheshire & Merseyside


September
00:31:26
00:31:58

October
00:32:33
00:33:03

November
00:34:38
00:36:23

Significant system wide efforts continue to be made to bring turnaround performance back towards the target of 30 minutes,
however performance remains significantly challenged, having a detrimental impact upon ambulance response capacity and
capability.

Actions taken/assurances on performance recovery


Channel shift trajectories (hear & treat, see & treat and see & convey) agreed and are being closely monitored; with
improvements in delivery being noted, particularly with increased hear & treat performance and less conveyance despite
demand pressures.



NWAS have escalated to REAP 3.



NWAS continue to progress implementation of the ARP led roster review, essential if resources are to better match the
demand profile being experienced. Despite Cheshire & Merseyside not benefiting from these changes until Quarter 2
2020/21, some changes to shift patterns and deployment have been possible with the consent of staff and are improving the
match of available resources to demand.



System commitment to reduce hospital turnaround delays to target maximum of 30 minutes interventions continues, with a
phase two collaborative programme of eight further Trusts commenced and all Trusts to benefit from support from April
2020. More recently CCGs has been directing efforts to systems and Trusts with significant turnaround delays e.g. Whiston
Hospital and latterly Aintree Hospital.
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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 continues has now been embedded as part of normal
processes. Details of the system can be found at www.nwas.nhs.uk/professionals ,where dedicated pages guide health care
professionals through the new processes with downloadable materials and guides also available. CCGs continue to promote
use of the HCP / IFT lines as an appropriate way of diverting less urgent calls away from the 999 system.
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6.
6.1

INTEGRATED COMMUNITY SERVICE
Mental Health: IAPT Access link to analysis

Indicator

Performance summary up to July
to Sep 2019

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

Last 4 reporting periods

BACK TO TOP

Q3
18/19
3.65%

Q4
18/19
2.33%

Q1
19/20
4.54%

Q2
19/20
4.2%

National target =5% Local Target=4.25%
Q4 data omits March 19 data due to
submission error from provider

RightCare / Core Cities
Peer Group
LCCG
Position:
National
Average
England:

Potential organisational or
patient risk factors

10/11
4.68%
110/191*

*Q1 19/20 Oversight
Framework publication

Current issues




Performance has slightly deteriorated in Q2 compared to the previous quarter, improvement is anticipated in quarter 3.
Workforce recruitment is continuing across all IAPT services, although this is balanced against staff turnover
There still remains concern over those individuals not following up advice from their GP to access the service.

Actions taken/assurances on controls
 The service has provided a comprehensive update in terms of initiatives and further actions being taken to support improved
recovery.
 Further work to widen scope of service: links with long term conditions to develop closer liaison to key pathways (e.g. respiratory)
and access courses specifically designed for people to manage mental health in relation to living with a long-term condition.
 LCCG have worked closely with IAPT to embed significant changes in the service based on clearer criteria for formulation and
higher proportion of patients accessing courses.
 Access streamlined: new evidence-based models introduced including online access, a shorter form of initial assessment and
clearer pathways to better defined treatment interventions
 Online access to IAPT is steadily growing
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6.
6.2

INTEGRATED COMMUNITY SERVICE
Mental Health: CYP eating disorders waiting times link to analysis

Indicator
Waiting times for routine
referrals– within 4 weeks
Target 95%
Waiting times for Urgent
referrals– within 1 week –
Target 95%

Performance summary up to Sep
2019

RightCare / Core Cities
Peer Group

Potential organisational or
patient risk factors

Routine 4 weeks: Last 3 quarters
Q4

Q1

Q2

87.5%
84.3%
78.7%
*rolling 12 months
Urgent 1 week: Last 3 quarters

1920
YTD
78.7%

Q4

Q1

Q2

1920
YTD

100%

50%

16.7%

16.7%

*rolling 12 months

Current issues





Capacity to meet demand
CYP not engaging
Families cancelling/re-arranging mtgs (some very vulnerable families and often CYP are reliant on the parents to take them to
appointments.)
Numbers are small so just one cancellation will have an impact on the target.

Actions taken/assurances on controls
 LCCG have invested this year and recruitment has taken place in the past couple of months although it may take some time to
see the impact of this.
 Ongoing monitoring with Alder Hey and feeding back to NHSE through the MH assurance return.
 Alder Hey are expected to complete a RCA for all breaches, which will help take into account the wider context.
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7.

ONE LIVERPOOL OPERATIONAL PLAN UPDATE

7.1

The One Liverpool 2019/20 Operational Delivery plan was approved by
the Governing body at the meeting in May 2019. Work has since
progressed on the schemes that make up the plan.

7.2

OPERATIONAL PLAN DELIVERY
Over the period since the plan was approved a number of projects have
been removed from it. At the time of the last update, in September
2019, the list of removed projects was
 Transgender pathway
 Preventative Day services
 Acquired Brain injury case manager.
 Integrated Respiratory Community Clinics for Asthma
The rationale for removal and mitigating actions for these were included
in the last report.
Since September three further projects have been removed from the
plan.
 Social Innovation – this project is currently being re-scoped and will
be considered for the 2020/21 Operational plan
 Integrated Cardiac and Pulmonary Rehab – progress on this project
was delayed and it was recognised that the planned change would
not be delivered during 2019/20. It will also be considered for the
2020/21 plan.
 Stoma - concerns were expressed by providers about the proposed
contracting model and its sustainability. This was echoed by the
BHTA. As a result of this feedback, and advice from SBS, the
procurement for this project has been placed on hold. An options
paper was presented at the Finance, Procurement and Contracting
committee in December.
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The table below shows a summary of the current status of the Liverpool
CCGs Operational plan.
Area

Operational
Plan
Investment
only
schemes

No of
Schemes in
current
version of
the plan

Live

Not live
yet but on
track for
delivery to
plan

Not on track for
delivery to plan

37

23

6

8

11

11

7.2.1 Schemes now live
The following schemes are now live
 CURE
 Enhanced respiratory team
 COPD Prescribing
 Difficult Asthma
 Home oxygen
 Syncope
 Heart Failure
 Integrated Care Teams
 Multiple and Complex Needs – Chronic Homelessness
 Falls Pick up
 Crisis Resolution Home Treatment
 Mental Health Triage Car
 CAMHS – Crisis Service and MH AED Liaison
 CAMHS – Primary Care Liaison
 CAMHS – Online counselling
 CAMHS – Eating Disorders
 CAMHS – 18-25 Youth MH provision including transition
 Infant Feeding Pathway
 GP Specification
 SDM & Escape pain
 Uncertain Lower risk skin lesion diagnostic clinic pilot
 Dementia Strategy
 Personal Health Budgets/Direct payments
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7.2.2 Projects not yet live but on target for delivery to current plan







Exercise on Prescription
Refugee and Asylum seeker health
Crisis Resolution section 12 App
CAMHS – Green Paper Trailblazer
Self-Care/Over the Counter Medicines
Carer’s Passport

7.2.3 Projects not on track for delivery to plan or with a high level of
risk of delivery
1. Healthy Imaging Shared Platform
Current Issues
This scheme has been delayed due to protracted contractual discussions with
the provider of the platform.
Actions taken/assurances on delivery recovery

Work is progressing and impact is minimal as existing systems remain in
place.

2. Smoke Free Start to Life
Current Issues

One of the aspects of this scheme was to deliver a Risk Perception tool with
pregnant women. LWH have advised that they cannot commit the level of
Midwifery resource that would be required to routinely deliver the Risk
Perception tool as planned as this would take approximately 2 WTE midwives
Actions taken/assurances on delivery recovery
The Risk perception tool cannot be progressed at this point, but all other
aspects of the scheme are progressing as planned.
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3. Fracture Liaison Service
Current Issues

There has been considerable delay in implementing the FLS due to
Orthopaedics being the first single service implementation following the
merger of Liverpool Royal and Aintree Hospitals. There are also issues with
contract values. This scheme is unlikely to be implemented in 19/20.
Actions taken/assurances on delivery recovery

Work continues to progress this scheme and contract discussions are ongoing.
4. Community Frailty
Current Issues

There have been issues with Consultant recruitment meaning that timescales
have slipped. While some progress is being made it is unlikely that the
Geriatrician posts will be in place before April 2020.
Actions taken/assurances on delivery recovery

Recruitment of admin staff will go ahead, and work will start on the care home
elements of the scheme. Recruitment of the Geriatrician posts is still in
progress.

5. Enhanced Health in Care Homes
Current Issues

A Care Home Advanced Model of Provision (CHAMP) has been developed
through the sub group of the 'Art of the outstanding' Care home strategy. It
is based on data wider than health care data. Two start dates have been
agreed by Care Homes with the other Care Homes yet to meet. However,
the sub-group overseeing this work has not met in 6 months.
Actions taken/assurances on delivery recovery
Further work taking place on the finance and activity modelling
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6. Criteria Based Clinical Treatment
Current Issues

The initial proposal from CSU was rejected due to cost. The CSU were asked
for a revised proposal, but this has not yet been received.
Actions taken/assurances on delivery recovery

The CSU are continuing any outstanding work on the policies that were in suite
1-3.
7. Refugee and Asylum Seeker Health
Current Issues

The timescales for a pilot of a new model have slipped. This is due the
complexity of the environment and the number of stakeholders involved in the
development of the model.
Actions taken/assurances on delivery recovery

Strategic and Senior Leadership team support for this area is now in place and
positive discussions continue with stakeholders.
8. Lymphedema
Current Issues

While the transfer of the service has been agreed there are significant risks
concerning the location of the service. For Quarter 1 2020 Marie Curie have
only offered space to Merseycare for one clinic a week.
Actions taken/assurances on delivery recovery

Merseycare are currently developing an implementation plan to include clinic
locations from 1st April. A communications and engagement plan for patients is
in development and general progress is being closely monitored.
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7.3

Programmes supporting the wider health and care system
7.3.1 National Diabetes Prevention Programme (NDPP) roll-out
Liverpool CCG has provided support to Primary Care to roll out the
NDPP programme. Progress so far is as follows:
 63 practices have been contacted and of these 38 have already
uploaded their data in to Docmail
 From the practices that have upload their data there has been
1419 referrals
 37 practices have used the self-referral method referring 740
patients so far
 Total number of referrals for Liverpool from July 2018 is 2059
We will continue to work in collaboration with our partners within
Cheshire & Merseyside ensuring equitable access and supporting
delivery of the programme as outlined in the long-term plan. The
aim is to double capacity to 200,000 people by 2023/24.
Expansion of the service will include people with other CVD risk
factors and development and roll out of a new online service.
7.3.2 Urgent Care Review
Phase one of this programme was completed in September 2019.
As part of phase 2 of the Urgent Care Review a Clinical Working
Group was established with representatives from across the
Urgent Care System. The Clinical Working Group agreed number
of over-arching principles for the clinical model and
recommendations that were submitted to the CCG for
consideration in December 2019
7.4. Research, Innovation and Digital
7.4.1 A number of digital programmes are in development.
These are:
 EMIS procurement
 GMS Digital contract requirements
 GPIT refresh
 Infrastructure investment plan
 Remote Telemetry
 Liverpool Internet of Things and 5G Projects
 Re-procurement of the Joint Telecare Service
All these projects are on track for delivery as planned
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7.4.2 Research and development strategy/Strategic Framework for
Research Capability Funding (RCF)
LCCG are working closely with Liverpool Health Partners (LHP)
and the LHP R&D Directors Network to address fragmentation
within research across the city and to align Research Strategies to
better understand the unmet needs of the Liverpool population
from a strategic perspective.
The SPARK service (Single Point of Access to Research and
Knowledge) hosted by LHP is now is now formally in place and
offers a joint research service which brings together the Liverpool
Health Partners (LHP), NHS Trusts and Universities research
support functions to facilitate and deliver high quality, world class
health research. It has a dedicated research team that can provide
support and guidance during the course of a research project and
consequently SPARK’s unique collaboration and infrastructure
provides a streamlined research support.
Building on the achievements of the CLAHRC NWC, which will
come to an end in September, the focus for the next five years will
be to work with partners and the public to deliver the Applied
Research Collaboration North West Coast (ARC NWC)
Programme. The ARC started on the 1st October 2019 and had its
formal launch in November – the aim is to unite NHS
Organisations, Local Authorities, voluntary sector, patients and
other networks to undertake research that has the potential to
reduce health inequalities and improve outcomes for patients.
This year the strategic framework of the RCF research call was
directly aligned to the strategic priority areas of the CCG. This had
input from the University representatives who sit on the R&D
Strategy Group and Mersey Care colleagues. The five priority
areas which appeared in the call documentation were; Frailty,
Dementia and End of Life; Urgent Care Systems; Social
Innovation/Prescribing; Demand Management and Complex Lives.
8.1 – 8.2 Quality and Safety/Safeguarding/ Special Educational
Needs and Disabilities (SEND)
Updates for the areas included within the Operational Plan for
Quality & Safety, Safeguarding and SEND are included in the Lead
Nurse report to the Governing Body.
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9.1

Equality & Diversity
Equality Impact assessments continue to be developed for all
LCCG Operational plan priority areas.

10.

One Liverpool Corporate Risk
The CCG continues to promote an organisational culture that
ensures risk management is an integral part of One Liverpool
delivery. Risk management is embedded in all corporate systems
and corporate planning, with all ‘One Liverpool’ key deliverables for
the financial year 2019/20 appropriately aligned to the CCG’s
integrated risk management and Assurance Framework. This
ensures that there is sufficient, continuous and reliable ‘evidential
assurance’ of the delivery of operational objectives and effective
internal systems of control to manage major risks and issues which
could act as barriers to delivery.

11.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
This section is not applicable to the CCG Corporate Performance
Report.

12.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
The report provides evidence of the progress being made across
the health economy in terms of CCG and local provider
performance against NHS Constitutional/National Indicators and
Outcomes Measures. The report highlights whether local providers
are contributing to overall financial sustainability by measuring
performance against activity, quality and value for money and
individual contractual requirements.

13.

CONCLUSION
Where performance is at variance to plan action is underway with
Trusts to deliver corrective action to improve performance with
contractual levers utilised to support improvements. These
improvements are actively led by CCG Clinicians.
Laura Buckels
Senior Performance Manager
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Shan Mattock
Lead Intelligence Analyst- Performance
Sue Lavell
Integrated Programme Manager
ENDS
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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
Last 3 months (LCCG)

RightCare Peer Group

Sep 19

Oct 19

Nov 19

1

1

2

N/A

Narrative/current issues

Mandate: no-one waits more than 52 weeks to receive treatment from the date of referral
There were 2 (two) Liverpool CCG patients waiting over 52 weeks as at the end of November
2019. These breaches occurred at Liverpool Women’s Hospital. This was above the NHSE
approved 19/20 CCG improvement plan of 0 and above the national standard of 0.
At provider catchment level, the latest published data available is for October 2019.
Liverpool Women’s Hospital reported 3 breaches of the 52-week standard in October 2019;
These patients were from Liverpool CCG, South Sefton CCG and Halton CCG. This was above
the providers NHSI trajectory of 0 for October19.
There were 0 52-week breaches at the rest of the Liverpool Providers during October 2019

Referral to Treatment – 18 Weeks BACK TO TOP
Indicator

Referral to Treatment
Incomplete pathway (18
Weeks)

Performance summary
Last 3 months RTT (LCCG)
Sep19

Oct 19

Nov19

86.8%

86.3%

85.57%

19/20
YTD
86.35%

Where RAG is yellow denotes on target to
19/20 NHSE improvement plan but not
national standard (92%)

RightCare Peer Group
LCCG
5/11
Position:
Best:
93.3%
Worst
71.3%
Median
85.3%
*Oct 19 data
9/11 CCG’s in the peer group
failed the standard

Narrative/current issues

Liverpool CCG failed the national 92% standard with November 2019 performance at 85.57%.
Performance for November 2019 represents a decline on the October 2019 position (86.3%) and
is below the NHSE approved 19/20 improvement trajectory for November 19 (90%). Across
Cheshire and Merseyside 11out of 12 CCG’s failed the standard in October 2019 (published
data is a month in arrears)
The mandate in the 2019/20 planning guidance is to ensure that by March 2020 the waiting list is
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sustained at or lower than March 2018.
Data for November 2019 shows that the total waiting list has decreased slightly compared to
October 2019 to 33,835 (1.6% decrease). In November 362 of patients were waiting over 36
weeks and 2 over 52 weeks. Specialties with the largest volumes of breaches and most
challenged in terms of achieving the standard General Surgery, Gastroenterology, Gynaecology,
Dermatology and T&O
The waiting list size as at November is 2,382 pathways away from the March 18 target (31,453)
During November 2019, the 18 week + backlog increased slightly (from 4,720 in October to
4,883 in November) a 3.5% increase. The issues affecting CCG performance are directly
related to the consistent breaches in performance at specific providers – in particular, Liverpool
Women’s, Aintree and the Liverpool University Hospital
The chart below provides a breakdown of Liverpool CCG’s RTT performance over the period
May 2018 to November 2019:
LCCG incomplete pathways trend

37,500
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

+18 weeks

within 18 weeks

Total Incomplete pathways

Linear (Total Incomplete pathways)

Nov-19

Oct-19

Sep-19

Aug-19

Jul-19

Jun-19

May-19

Apr-19

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

May-18

-

The latest published data for provider catchment level is for October 2019 and can be
summarised as follows:
Liverpool University Hospital failed to achieve the 92% in October with performance at 85%.
There are 11 out of 16 specialties that are failing the standard. The poorest performing
specialties are General Surgery (81.1%), T&O (81.3%) and Gastroenterology (81.4%). As at
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October, there were 7,309 patients waiting over 18 weeks for treatment. The overall waiting list
size decreased on September 19 to 48,849, however total levels are above the NHSI target
(45,841)
At site level, the Royal Liverpool Hospital achieved 84.3% which was just above their NHSI
19/20 trajectory for October (84.3%). There were 4,422 patients waiting over 18 weeks for
treatment. There are currently 9 out of 13 specialties that are failing the standard at the RLBUHT
site. The Royal Liverpool overall waiting list has decreased on September 19 to 28,168, and is
below the NHSI target of March 19 (28,534)
Performance at the Aintree site for October 19 was at 85.8% a further decline in performance on
September 2019 (86.4%). Performance has been on a declining trajectory over recent months
with October being the worst performing month to date. Performance for October was also below
the NHSI trajectory of 91.8%. There were 2,939 patients waiting over 18 weeks for treatment
and both the backlog and the waiting list are significantly above March 19 levels and there are 7
out of 15 specialties failing the standard. The Aintree overall waiting list has shown little change
on September 19 at 20,691, and is significantly above the NHSI target of March 19 (17,307)
Liverpool Women’s Hospital failed to achieve the 92% standard in October 2019 with
performance at 83.1%, a small decline on September 2019 (83.3%). Performance remains
significantly below the NHSI 19/20 trajectory and the national standard of 92%. The overall
waiting list continues on an increasing trajectory and significantly above March 19 levels
All other Liverpool Providers achieved the 92% standard in October 2019.
National RTT performance for October 2019 was 84.7%.

Diagnostics BACK TO TOP
Indicator

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

Performance
Last 3 months diagnostics (LCCG)
Sep 19

Oct 19

Nov 19

19/20
YTD

4.9%

4.2%

4.4%

3.8%

Yellow denotes on target to 19/20 NHSE
improvement plan but not national standard
(1%)

RightCare Peer Group
LCCG
10/11
Position:
Best:
0.1%
Worst

9.7%

Median

1.4%

*October 19 data
7/11 CCG’s in the peer
group failed the standard

Narrative/current issues

Liverpool CCG failed the national 1% diagnostic standard for October 2019 with performance at
4.4% - this was a small decline in performance on October 2019 (4.2 %). The CCG is outside the
NHSE approved 19/20 improvement trajectory for November 19 (1%)
As at November 2019, 363 patients were waiting over 6 weeks (25 of which were over 13
weeks).
Analysis of the CCG breaches of the standard for November 2019 shows 277 of the Liverpool
CCG beaches are at the Liverpool University Hospital (mainly at the Royal Liverpool site).
November 2019 data also highlights that the patient breaches at LUH for Liverpool CCG patients
are predominantly in Colonoscopy (67), CT and MRI (56 patients), gastroscopy (114 patients)
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and echocardiography (34 patients).
Liverpool CCG patients were also waiting longer than the standard at Liverpool Heart and
Chest (78 patients). The provider has experienced challenges in imaging and does not foresee
achievement of the standard until Q1 2020/21 however improvements have been observed in
November data and the number of 6+ week breaches stands at 78 (15.6%) compared to 112
(18.8%) in October 19
National performance for October 2019 reported to be 3.1%. The latest published data for
provider catchment level is for October 2019 and can be summarised as follows:
Liverpool University Hospital reported performance in October to be 2.91% and above the 1%
standard. A total of 325 patients waited longer than the 6-week standard. Breaches occurred
mainly in endoscopy in particular colonoscopy and gastroscopy at the Royal Liverpool site.
Performance at the Royal Liverpool site has demonstrated a deterioration in performance over
recent months. October 19 performance against the 1% standard was 6%, a further decline on
September 2019 (5.9%). This was also above the NHSI 19/20 plan for October (2.4%).
Performance at the Aintree site for October was 0.03% and within the 1% standard
Liverpool Heart & Chest reported performance in October to be 27.3% (405 patients waiting
over 6 weeks) and significantly above the 1% standard. The provider has resubmitted their NHSI
1920 trajectory due to delays in the build for the new scanners however, the provider was above
the target for October 19 (16.7%). The provider has experienced significant increase in demand
for specialised cardiac CT and MRI scans and did not have the capacity to meet this increased
demand. The new CT and MRI scanner went live early November. The provider will also run the
new scanners at weekends in order to treat the backlog. Full recovery of the standard is forecast
for Q1 20/21
Liverpool Women’s reported performance for October was 1.5% and as such failed the 1%
standard. There were 7 breaches in total in cystoscopy and urodynamics.
All other Liverpool Providers achieved the 1% standard in October 2019.

Cancer Waiting Time Standards (3 measures out of 9 met) BACK TO TOP
Indicator
Cancer Waiting Times

Performance summary

RightCare Peer Group

Last 3 months (LCCG)

N/A
Aug 19

Sep 19

Oct 19

4/9

4/9

39

19/20
YTD
3/9

Narrative/current issues

In October 2019 the CCG achieved 3 out of the 9 of cancer standards (2019/20 YTD 3 out of 9)
% of patients seen within 2 weeks for an urgent referral for breast symptoms Page 33 of 55
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Liverpool CCG achieved 96% against a target of 93%. All local providers achieved this
standard in October. YTD performance for Liverpool CCG is 93.5% (achieving)
% of patients receiving subsequent treatment for cancer within 31 days (drug
treatment) - Liverpool CCG achieved 100% against a target of 98%. All Liverpool
providers achieved this standard in October 2019. YTD performance for Liverpool CCG is
99.8%;
% of patients receiving subsequent treatment for cancer within 31 days
(radiotherapy treatment) - Liverpool CCG achieved 96.1% against a target of 94%. All
providers achieved this standard in October 2019

Cancer Waiting Time Standards (6 out of the 9 standards not met)
BACK TO TOP
Indicator
Cancer Waiting Times

Performance summary

RightCare Peer Group

Last 3 months (LCCG)
Aug 19

Sep 19

Oct 19

5/9

5/9

6/9

19/20
YTD
6/9

N/A

Narrative/current issues

In October 2019, the CCG failed 6 out of the 9 cancer standards: (2019/20 YTD 6 out of 9)
% Patients seen within two weeks for an urgent GP referral for suspected cancer Liverpool CCG achieved 91% against the national target of 93%. Liverpool University
Hospital (91.67%) at The Royal Liverpool site (89.6%) failed the national standard in
October 19 and performance was also just below the NHSI trajectory for October (89.7%).
All other Liverpool providers achieved the standard. YTD performance for Liverpool CCG
is 89.5% and is outside the 93% target


% of patients receiving definitive treatment within 1 month of a cancer diagnosis Liverpool CCG achieved 94.9% against a target of 96%. Liverpool Women’s (63.64%)
failed the standard in October 2019. Whilst Liverpool University Hospital achieved the
standard, the Royal Liverpool site (95.45%) just failed the national target, however
achieved the NHSI approved plan for October 19 of 90.1%. All other Liverpool providers
achieved this standard in October 2019. YTD performance for Liverpool CCG is 95.3%
(not achieving)
% of patients receiving subsequent treatment for cancer within 31 days (Surgery) Liverpool CCG achieved 81.1% against a target of 94% and just failed to meet the
national standard. Liverpool Women’s (30%) failed to achieve the standard in October 19.
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All other Liverpool providers achieved the national standard. YTD performance for
Liverpool CCG is 93.4% (not achieving)


% of patients receiving 1st definitive treatment for cancer within 62 days of cancer
diagnosis- Liverpool CCG achieved 75.4% against a national target of 85%.
Performance was improved on September (67.6%) however, it remained below the NHSE
local approved plan for October 19 of 82%. Liverpool University Hospital *site split not available
(79.1% - 33.5 breaches, 10 of which were +104 days), Liverpool Women’s (22.7% – 8.5
breaches, 1.5 of which was +104 days), and Clatterbridge (82.24% - 9.5 breaches) all
failed the national standard in October 2019. YTD performance for Liverpool CCG is 73%
and remains some distance away from the national target.
The National position for October 2019 was reported to be 77.07%
% of patients receiving treatment for cancer within 62 days from an NHS Cancer
Screening Service - Liverpool CCG achieved 72.2% against a national target of 90%.
Liverpool University Hospital (74.2%) *site split not available, Liverpool Women’s (66.6%) and
Clatterbridge (66.6%) failed to achieve the standard. It should be noted that performance
can be adversely affected by extremely small numbers for this indicator. All other
Liverpool providers achieved this standard in October 2019. YTD performance for
Liverpool CCG is 88%
% of patients receiving treatment for cancer within 62 days: upgrade their priority
Liverpool CCG achieved 84% against a local target of 85%. Liverpool University Hospital
(83.9%)*site split not available, Liverpool Women’s (63.4%) and Clatterbridge (79.5%) failed to
achieve the standard in October 2019. It should be noted that performance can be
adversely affected by extremely small numbers for this indicator. All other Liverpool
providers achieved this standard in October 2019. YTD performance for Liverpool CCG is
76.5%

A&E Waits BACK TO TOP
Indicator

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

Performance summary
Last 3 months A&E (LCCG)

Sep 19

Oct 19

Nov 19

19/20
YTD

89.2%

88.8%

86.1%

88.9%

RightCare Peer Group
LCCG
4/11*
Position:
National
86.6%
Average
England:
*

60/195*

Mar 18

Narrative/current issues

Liverpool CCG failed the A&E target with November 2019 performance at 86.1% against the
national standard of 95% (all types). Year-to-date performance stands at 88.9%.
At provider level, November 2019 performance (all types) shows that Liverpool University
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Hospital (83.9%) failed the 95% standard. At site level, Royal Liverpool Hospital (86.5% below NHSI plan for November 19 of 87.6%), Aintree University Hospital* (80.4% - below the
NHSI plan for November 19 of 88%) both failed the 95% national standard (all types). Alder
Hey* (85.8%) also failed the standard in November 19. Liverpool Women’s (99.9%) achieved the
95% standard.
An analysis of ‘Type 1’ activity only during November 2019 highlights that Liverpool University
Hospital achieved 79.3%*. At site level, Royal Liverpool Hospital achieved 72.2%, Aintree
University Hospital achieved 65.8% and Alder Hey achieved 79.4%
Table 2: November 2019/20 performance by type
Provider
Liverpool University
Hospital total
Liverpool Women’s
Alder Hey *

Type 1
69.3%

Type 2
100%

Type 3
99.7%

85.8%

99.6%

99.9%
85.8%

99.9%
79.4%

Total performance.

*includes mapped type 3 activity (Alder Hey attributed 100% of Smithdown WIC for children and Aintree
attributed 61% of NW Boroughs WIC activity)

NHSE/I continue 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 the Liverpool University Hospital and Alder Hey performance
is short of the 95% target.
Nationally for the month of November 2019, 1 out of 118 reporting trusts with Type 1
departments achieved the 95% standard (all Types) during the month. National performance for
November 2019 was 73.1% for Type 1 and 81.4% for ‘all types’.
There were 0 (zero) 12-hour breaches at Liverpool Providers during November 19

NWAS – Paramedic & Emergency Service (PES) BACK TO TOP
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Indicator

Performance summary up to end North West Position
Sept 2019

Oct 19
Cat 1 mean
Cat 1 90%
Cat 2 mean
Cat 2 90%
Cat 3 90%
Cat 4 90%

00:06:54
00:11:06
00:26:19
00:59:30
03:32:36
03:56:44

Nov 19
00:07:00
00:11:24
00:31:12
01:14:28
03:56:49
03:13:20

Dec 19*
00:08:03
00:13:58
00:33:08
01:14:47
04:21:34
03:23:14

th

*Dec data up to the 29 only on a Cheshire
& Merseyside footprint.
2019/20 in Nov 2019: Calls L’pool +1.9%
(NWAS +5.9%) and Incidents L’pool -0.4%
(NWAS +3.7%) against contract plan

Cat 1
Cat 2
Cat 3
Cat 4

Mean
00:07:32
00:32:18
-

90%
00:12:43
01:12:13
05:03:54
03:34:00

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.
th

North West performance up to 29 Dec 2019

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.

Current issues
 NWAS performance over the last three months has been under sustained pressure,
with efforts concentrated upon the responding to the most urgent life-threatening
calls. Response to the lower acuity activity has been correspondingly challenged, with
lengthening delays experienced. Hospital turnaround has been under recent
significant pressures, with both average performance against the 30-minute overall
target and delays over an hour of concern, reducing ambulance response capacity.
 In response to the service pressures seen NWAS has escalated to REAP 3, the
national ambulance escalation and response measure (4 levels of escalation),
resulting in the deployment of all available response capacity. Typically, this requires
the cancellation of mandatory training and non-essential meetings, restricted leave
over the Christmas and New Year period and the maximum deployment of clinical
staff.
 Despite the increased activity against plan, the service has increased ‘hear & treat’
performance and has conveyed less patients to hospital than planned, although of
those conveyed an increase in acuity has been noted.
 Achievement and sustainability of the 30-minute total hospital turnaround is essential
if ARP targets are to be met and sustained. Overall system performance has
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deteriorated over the last three months as follows:
NWAS
Cheshire &
Merseyside


September
00:31:26
00:31:58

October
00:32:33
00:33:03

November
00:34:38
00:36:23

Significant system wide efforts continue to be made to bring turnaround performance
back towards the target of 30 minutes, however performance remains significantly
challenged, having a detrimental impact upon ambulance response capacity and
capability.

Actions taken/assurances on performance recovery


Channel shift trajectories (hear & treat, see & treat and see & convey) agreed and are
being closely monitored; with improvements in delivery being noted, particularly with
increased hear & treat performance and less conveyance despite demand pressures.



NWAS have escalated to REAP 3.



NWAS continue to progress implementation of the ARP led roster review, essential if
resources are to better match the demand profile being experienced. Despite Cheshire &
Merseyside not benefiting from these changes until Quarter 2 2020/21, some changes to
shift patterns and deployment have been possible with the consent of staff and are
improving the match of available resources to demand.



System commitment to reduce hospital turnaround delays to target maximum of 30
minutes interventions continues, with a phase two collaborative programme of eight
further Trusts commenced and all Trusts to benefit from support from April 2020. More
recently CCGs has been directing efforts to systems and Trusts with significant
turnaround delays e.g. Whiston Hospital and latterly Aintree 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 continues has now been embedded as part of normal processes. Details of the
system can be found at www.nwas.nhs.uk/professionals ,where dedicated pages guide
health care professionals through the new processes with downloadable materials and
guides also available. CCGs continue to promote use of the HCP / IFT lines as an
appropriate way of diverting less urgent calls away from the 999 system

Dementia Diagnosis BACK TO TOP
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Indicator

Estimated Dementia
Diagnosis: % of people
aged over 65

Performance summary
Last 3 months dementia diagnosis
Sep 19

Oct 19

Nov19

YTD

70.3%

69.1%

68.8%

68.8%

RightCare Peer Group
LCCG
10/11
Position:
National
68.5%
Average
England:

90/191*

June 19 data

Narrative/current issues

For November 2019 the CCG continues to achieve the national standard with performance
reported to be 68.8% against the national target of 66.7%. However, November 19 represents a
decline in performance that has been observed over the last 2 reporting periods/ change on
Liverpool CCG remains just above the national average of 68.2% for November 2019

IAPT 6 Week BACK TO TOP
Indicator

Performance summary

% of patients who received
their first treatment within 6
weeks

Last 3 months

RightCare Peer Group

Jul 19

Aug 19

Sep 19

85.5%

89.7%

91.04%

N/A

Narrative/current issues

National data for September 2019 for the percentage of patients who received their first
treatment appointment within 6 weeks of referral is 91.04% against a target of 75%.

IAPT 18 Week Waits BACK TO TOP
Indicator

Performance summary

% of patients who received
their first treatment within
18weeks

Last 3 months

Jul 19
100%

Aug19
99%

RightCare Peer Group
Sep 19
98%

N/A

Narrative/current issues

National data for September 2019 for percentage of patients who received their first treatment
within 18 weeks of referral is 98% against a target of 95%.

IAPT Access BACK TO TOP
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Indicator

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

Performance summary
Last 3 financial quarters and latest
rolling quarter
Q3
18/19
3.65%

Q4
18/19
2.33%

Q1
19/20
4.54%

Q2
19/20
4.2%

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

RightCare Peer Group
LCCG
Position:

10/11

National
Average

4.68%

England:

110/191*

*Q1 1920 oversight framework

Narrative/current issues

National data for Q2 19/20 indicates that Liverpool CCG is below the 4.75% local target with
performance at 4.2%. This is decline in performance on the previous quarter (4.54%).
Please note that the national expectation for Q2 is 5.5%
The CCG also receives local data from the provider and the position for September to
November, based on the local data performance was 4.59% and as such is demonstrating some
improvement

IAPT Recovery (Quarterly Measures) BACK TO TOP
Indicator

IAPT (Recovery) - % of
people who finish
treatment and are moving
to recovery

Performance summary
Last 3 financial quarters and latest
rolling quarter
Q3
Q4
Q1
Q2
18/19
18/19
19/20
19/20
47.4%
43%
40.6%
51.2%
**IAPT data reported in the dashboard and
RAG scores relates to national published
financial quarter performance.

RightCare Peer Group
LCCG
11/11
Position:
National
52.2%
Average
England:

187/191*

*Q1 1920 oversight framework

Narrative/current issues

National data for the period Q2 2019/20 indicates that Liverpool CCG’s performance has
improved significantly and is now above the 50% national target with performance at 51.7%.
Based on local data for the latest ‘rolling quarter’ (September to November 2019) performance is
reported to be 48.4% and shows some deterioration and is just below the 19/20 national
standard of 50%.

Early Intervention in Psychosis (EIP) BACK TO TOP
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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
Last 3 months EIP
Aug 19

Sep19

Oct19

54.5%

65.2%

63%

RightCare Peer Group
LCCG
9/11
Position:
19/20
YTD
63%

*note from Oct 19 the metric has changed
data source to MHCDS and is now reported
on a rolling 12-month basis

Best:

100%

Worst

0%

Median

80%

Benchmarking based on August
19 published data

Narrative/current issues

Or the rolling 3-month period Aug to Oct 2019 performance for Liverpool CCG saw 63% of
patients treated within 2 weeks of referral for first episode psychosis against the 2019/20 target
of 56% and as such achieved the national standard.
Analysis of the incomplete pathways (i.e. waiting list) shows that for the same period for
Liverpool CCG 74% of patients were waiting over 2 weeks. This equates to 85 out of 115 people
who are still waiting to start treatment having already waited over 2 weeks.
At provider level the latest data available is for the same period. Analysis of August to October
2019 performance for Mersey Care showed that 71% of patients were treated within 2 weeks of
referral for first episode psychosis (above the 56% standard). Nationally, the position for the
proportion of people treated within 2 weeks was 73%.
In terms of provider performance (Mersey Care) for incomplete pathways, the end of October
2019 saw 75% of people waiting over 2 weeks to start a NICE recommended package of care.
This equates to 125 out of 165 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 October 2019 was 74%.
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Waiting times for Urgent and routine referrals to Children and Young
People’s Eating Disorder Services BACK TO TOP
Indicator

Waiting times for routine
referrals– within 4 weeks
Target 95%

Performance summary

RightCare Peer Group

Last 3 quarters *rolling 12 months
Q4

Q1

Q2

87.5%

84.3%

78.7%

1920
YTD
78.7%

N/A

Last 3 quarters *rolling 12 months

Waiting times for Urgent
referrals– within 1 week –
Target 95%

Q4

Q1

Q2

100%

50%

16.7%

1920
YTD
16.7%

Narrative/current issues

The expectation for 2017-19 is that CYP Eating Disorder services will achieve a minimum of
95% of referrals waiting 1 week for urgent referrals and 4 weeks for routine referrals by 2020
Latest data available for the rolling 12-month period up to Q2 2019/20 and reports that 79.7% of
routine referrals were seen within 4 weeks. The CCG’s plan for this period was 95% and
therefore performance is below this target. This equates to 48 out of 61 patients who were seen
within 4 weeks of referral
Latest data available for rolling 12-month period up to Q2 2019/20 reports that 16.7% of urgent
referrals to CYP Eating Disorder Service were seen within 1 week. This is below the target of
95%. Note: extremely low numbers of referrals can affect performance levels significantly and for
the period in question 1 out of 6 patients was seen within 1 week of referral

CYP Access BACK TO TOP
Indicator

Performance summary

Last 3 reporting periods
% of children and young
people aged 0-18 with a
Q4 18/19
Q1 19/20
diagnosable mental health
condition who are receiving
6.8%
13.96%
treatment from NHS funded
community services

RightCare Peer Group

Q1 19/20

N/A

21%

Narrative/current issues

Data for Q2 19/20 for the percentage of children and young people aged 0-18 with a diagnosable
mental health condition who are receiving treatment from NHS funded community services is
21% against a target of 18%. The CCG is forecasting an end of year position of 38% against the
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34% target

Mixed Sex Accommodation BACK TO TOP
Indicator

Mixed sex accommodation
breaches

Performance summary
Last 3 months

RightCare Peer Group

Aug19

Sep 19

Oct19

0

0

0

19/20
YTD
6

N/A

Monthly plan tolerance of 0

Narrative/current issues

Performance for October 2019 showed that there was 0 (zero) breach of the mixed sex
accommodation indicator. Year to date the total number of breaches for Liverpool CCG is 6 (six)
5 of these occurred at the Royal Liverpool Hospital in May 19 and were all related to the same
incident. One breach occurred at Worcestershire Acute Hospital in April 19
For the period October 2019, there have been 0 (zero) mixed sex accommodation breaches.
Year to date there have been 7 (seven) mixed sex accommodation breaches reported at
Liverpool Providers. These all occurred at the Royal Liverpool.

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.
Indicator

Incidence of Healthcare
Acquired Infections: MRSA

Performance summary
Last 3 months

RightCare Peer Group

Sep 19

Oct 19

Nov 19

0

0

1

1920
YTD
6

N/A

Monthly plan tolerance of 0

Narrative/current issues

During November 2019 there has been 1 (one) incidence of MRSA reported against Liverpool
CCG. The year to date total for Liverpool CCG 2019/20 stands at 6 cases. One was a hospital
onset case (RLBUHT) and five were community onset cases (community acquired).
At Liverpool ‘provider catchment’ level, there has been 1 hospital onset case of MRSA reported
during November 2019. This occurred at Liverpool Heart & Chest
Year to date there have been 5 (five) hospital on-set cases of MRSA at Liverpool providers
(catchment). One at the Royal Liverpool and Broadgreen (April 19), two at Aintree in May and
July 19, one in June at Liverpool Women’s and one at Liverpool Heart and Chest in November
19
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HCAIs - C.difficile BACK TO TOP
Indicator

Performance summary
Last 3 months

Incidence of Healthcare
Acquired Infections:
C. difficile

RightCare Peer Group

Sep 19

Oct 19

Nov 19

1920
YTD

18

16

9

104

N/A

Annual plan of 122 for 2019/20
Monthly plan of 10

Narrative/current issues

There were 9 new cases of C.difficile reported in November for Liverpool CCG against a
monthly plan of 10. Year to date (April – November 19) there have been 104 reported incidences
against a plan of 81 and as such the CCG is currently above planned levels
A breakdown of the number of C.Diff cases assigned to CCG is illustrated in the table below
2019/2020

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

YTD

Monthly Plan

10.2

10.2

10.2

10.2

10.2

10.2

10.2

10.2

10.2

10.2

10.2

10.2

81.0

13

12

5

16

15

18

16

9

104

2

6

0

8

5

7

10

2

40

2

0

2

0

4

4

4

2

18

3

2

1

2

2

3

0

2

15

6

4

2

6

4

4

2

3

31

Monthly Actual
Hospital Onset Healthcare
Associated.
Community
Onset Healthcare
Associated
Community
Onset Indeterminate
Association
Community
Onset Community
Associated

At provider level, for trust assigned cases, 7 new cases of C.difficile were reported during
November 2019 across Liverpool providers. YTD Aintree, Liverpool Heart and Chest and
Clatterbridge are above planned levels
The table below provides a breakdown of the C.difficile cases reported by Liverpool providers
(year-to-date):
Provider
Aintree
Alder Hey

120

YTD Nov 19
Plan
Actual
Plan
Actual

37
41
0
1

19/20 annual plan
56
0
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3
4
0
0
35
31
0
0
0
0
5
5
3
6

Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual
Plan
Actual

Liverpool Heart & Chest
Liverpool Women's
Royal Liverpool
Mersey Care
Spire
Walton
Clatterbridge

1
1
53
0
0
8
4

HCAIs - E-Coli BACK TO TOP
Indicator

Incidence of Healthcare
Acquired Infections: E-Coli

Performance summary
Last 3 months

RightCare Peer Group

Sep 19

Oct 19

Nov 19

39

41

28

N/A

19/20
YTD
307

E-Coli Annual plan of 398 for 2019/20

Narrative/current issues

For the month of September 2019 there were a total of 28 reported incidences of E-Coli were
assigned to Liverpool CCG against a monthly plan of 33.
Year to date the CCG is above trajectory with 307 cases reported against the YTD plan of 264
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

2019/20
YTD

33

33

33

33

33

33

33

33

33

33

33

33

264

43

38

41

39

38

39

41

28

307

12

8

7

9

7

3

8

5

59

31

30

34

30

31

36

33

23

248
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APPENDIX 2
ACTIVITY (MONTH 7) – April to October2019
For 2019/20 the latest position for all activity lines submitted within the 2019-20 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 2019-20. 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
April to October 2019: Month 7 activity
Activity

Variance
to Plan

GP Referrals

-0.37%

Other Referrals

+4.6%

Total Referrals

1.8%

Comments
Overall referrals are 1.8% above plan YTD and within tolerance. GP referrals are -0.37% below plan
and other referrals are 4.6% above planned levels. In terms of other referrals, u LH&C carried out a
review of the reporting script in April 19 and it was discovered that historical data was inaccurate and
incorrect, both the CCG and provider are happy that the data reported during 19/20 is accurate. The
CCG has requested historical data to be run in the new script for trend analysis. It should be noted
that that the change in the reporting script carried out in April and has not been reflected in the 19/20
plans submitted to NHSI by the provider and therefore the variance against plan will be present for the
remainder of 19/20. In addition, there have been data quality issues with the Walton Centre and Alder
Hey who included NHSE commissioned activity for both GP and Other referrals in their MAR return in
July. They have since resubmitted July figures however the national data will not be updated until Feb
2020
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Outpatient first
attendances

-3.2%

Outpatient follow-up
attendances

-2.2%

Total Outpatient
attendances

-2.5%

Elective Day case

+3.4%

Elective Ordinary
spells
Total Elective Spells

-5.1%

YTD Outpatient first attendances are -3.2% below plan
YTD Outpatient follow up attendances are -2.2% below plan
YTD total outpatients are -2.5% below planned levels
he CCG bought and planned for an increased amount of activity to address RTT backlog in 19/20
(Outpatient plans reflect this) -however, there are a number of consultant vacancies in high volume
specialties at local providers and a couple of long-term sickness which will be having an impact on
outpatient activity. October 19 does demonstrate an improved position against plan compared to other
months during 19/20.
YTD total elective spells are 2.4% above planned levels and as such are just outside accepted
tolerance limits. This is deemed positive in terms of addressing RTT performance and the overall
waiting list

+2.4%

A&E Attendances
(type 1)

+3.0%

A&E Attendances
(all types)

+3.2%

Total Non-Elective
Spells

-0.71%

YTD Type 1 A&E is just outside tolerance (3%) and total A&E attendances is also just outside
accepted tolerance limits (YTD total A&E 3.2% above plan). In month, A&E attendances (total and
type 1) were within tolerance limits. As detailed previously an issue been an issue identified with the
profile of plan for June (Low profile which affects the YTD variance). This also affects the non-elective
plan as the same profile has been applied to all aspects of urgent care plans. This low profile that
impacts on the year to date variance will even out throughout the year.
Non elective spells are -0.71% below planned levels for YTD and within tolerance
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Liverpool CCG - Performance Dashboard 2019/20
2019/20
Apr

Q1
May

Jul

Q2
Aug

Jun

Sep

Oct

Q3
Nov

Actual

87.6%

88.6%

Plan

95%

95%

88.6%

90.2%

91.2%

89.2%

88.8%

86.1%

95%

95%

95%

95%

95%

95%

Actual

3.025%

Plan

3.6%

3.23%

3.70%

2.70%

3.90%

4.90%

4.20%

4.40%

3.4%

3.2%

3.0%

2.5%

2.0%

1.5%

1.0%

Actual

86.4%

86.6%

86.7%

86.9%

86.6%

86.8%

86.3%

85.6%

Metric

Dec

Jan

Q4
Feb

Mar

95%

95%

95%

95%

1.0%

1.0%

1.0%

1.0%

YTD

1819 and 1920 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

88.9%
95%

REFERRAL TO TREATMENT TIMES & ELECTIVE CARE
Referral to Treatment (RTT) & Diagnostics
% of patients waiting 6 weeks or more for a diagnostic test
*Yellow denotes achieving 1920 trajectory but not national standard

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

Plan

86.5%

87.1%

87.5%

88.0%

88.5%

89.0%

89.5%

90.0%

Actual

32,523

33,246

33,958

33,781

34,754

34,518

34,399

33,835

Plan

32,911

32,950

32,931

32,523

33,028

32,486

32,679

32,021

Actual

4

2

2

0

1

1

1

2

Plan

3

2

2

1

1

0

0

Actual

1

5

0

0

0

0

0

Plan

0

0

0

0

0

0

0

Cancer Waiting Times
% Patients seen within two weeks for an urgent GP referral for suspected cancer
*Yellow denotes achieving 1920 trajectory but not national standard

Actual

91.46%

95%

90%

94%

82%

82%

91%

Plan

89%

92%

93%

93%

93%

93%

93%

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

Actual

78%

94%

96%

98%

96%

98%

96%

Plan

93%

93%

93%

93%

93%

93%

93%

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

Actual

97.3%

96%

94.5%

96.9%

94.7%

92.8%

94.9%

Plan

96%

96%

96%

96%

96%

96%

96%

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

Actual

97.1%

91%

96.3%

100.0%

93.6%

97.4%

81.1%

94%

94%

94%

94%

94%

94%

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

Actual
Plan

98%

98%

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

Actual

97.0%

98.6%

Plan

94%

94%

94%

94%

94%

94%

94%

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

Actual

75%

79%

66.3%

72.1%

76.2%

67.6%

75.4%

Plan

80%

80%

80%

81%

81.6%

81%

82%

*Yellow denotes achieving 1920 trajectory but not national standard

Incomplete Pathways
Total No of RTT incomplete pathways (patients yet to start treatment) within 18 weeks
No of Incomplete Pathways Waiting over 52 weeks

3.8%
2.0%
86.5%
90.5%

91.0%

91.5%

92.0%

88.0%

31,749

31,169

31,285

31,480

31,453

0

0

0

0

0

0

0

0

0

0

93%

93%

93%

93%

93%

33,835
13
9

EMSA
Mixed sex accommodation breaches

6
0

CANCER

Plan

100.0% 100.0% 100.0% 100.0%
98%

98%

100.0% 100.0%

94%
99.0%

89.5%

93%

93%

93%

93%

93%

98%

98%

98%

98.6%

96.1%

93%
95.3%

96%

96%

96%

96%

96%

96%
93.4%

94%

94%

94%

94%

94%

100.0% 100.0%

97.2%

93%
93.5%

94%
99.8%

98%

98%

98%

98%

98%

98%
98.2%

94%

94%

94%

94%

94%

94%
73.0%

83%

84%

84%

85%

85%

80%
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Liverpool CCG - Performance Dashboard 2019/20
2019/20
Apr

Q1
May

Jun

Metric

Jul

Q2
Aug

Sep

Oct

95.7%

95.0%

84.2%

72.2%

Q3
Nov

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

Actual

89.5%

88.9%

87.5%

Plan

90%

90%

90%

90%

90%

90%

90%

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

Actual

82%

70%

67%

87.5%

81.5%

63.9%

84.0%

Plan

85%

85%

85%

85%

85%

85%

85%

85%

Actual

69.2%

69.2%

69.4%

69.9%

70.1%

70.3%

69.1%

68.8%

Plan

67%

67%

67%

67%

67%

67%

67%

67%

Dec

Jan

Q4
Feb

YTD

1819 and 1920 Trend

Mar
88.0%

90%

90%

90%

90%

90%

90%
76.5%

85%

85%

85%

85%

67%

67%

67%

67%

85%

MENTAL HEALTH
Dementia Diagnosis
Estimated diagnosis rates

68.8%
67%

IAPT
% of people who receive psychological therapies - Roll Out

Actual

4.54%

4.2%

Plan

4.0%

4.8%

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

Actual

40.6%

51.2%

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 with suspected first episode
psychosis that start a NICE-recommended package care package within 2 weeks of
referral *rolling 3 months from Oct 19 due to change in source data

Actual

8.76%
4.8%

8.75%
51.20%

50.0%

50.0%

50.00%

98.70% 93.98% 85.50% 85.62% 89.72% 91.04%

Plan

75%

75%

75%

75%

75%

75%

Actual

100%

100%

99%

100%

99%

98%

Plan

95%

95%

95%

95%

95%

95%

Plan

5.5%

91%
75%

75%

75%

75%

75%

75%

95%

95%

95%

95%

95%

95%

56.0%

56.0%

56.0%

56.0%

56.0%

98%

50.00% 41.18% 71.43% 50.00% 54.55% 65.22% 63.00%
56.0%

56.0%

56.0%

56.0%

56.0%

56.0%

75.00%

56.0%

95%

63.00%
56.0%

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

Actual
Plan

97.40%

93.53%

95.0%

95.0%

Actual

13.96%

21.00%

Plan

13%

18%

Actual

84.13%

78.70%

Plan

95.0%

95.0%

50%

17%

95.0%

95.0%

95.0%

95.0%

26%

34%

95.0%

95.0%

95.0%

95.0%

95.30%
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.

21.00%
18%

CYP - Eating Disorders
Waiting Times for Routine Referrals to CYP Eating Disorder Services - Within 4 Weeks
(rolling 12 months - completed pathways)

Waiting Times for Urgent Referrals to CYP Eating Disorder Services - Within 1 Week (rolling Actual
12 months - completed pathways)
Plan

125

78.70%
95.00%
16.67%
95.00%
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Liverpool CCG - Performance Dashboard 2019/20
2019/20
Metric
Apr
People with a severe mental illness receiving a full annual physical health check and followup interventions
% of People with a severe mental illness receiving a full annual physical health check

Q1
May

Jun

Jul

Q2
Aug

Sep

Oct

Q3
Nov

Dec

Jan

Q4
Feb

Actual

36.7%

36.1%

Plan

42%

48%

54%

60%

17.7%

17.7%

17.7%

YTD

1819 and 1920 Trend

Mar

36%
42%

LEARNING DISABILITIES
AHCs delivered by GPs for patients on the Learning Disability Register
Patients aged 14 or over on the GPs Learning Disability Register receiving a health check within the
quarter

Actual

12.1%

Plan

17.7%

12.07%
53.10%

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

Actual

2

0

1

1

1

0

0

1

Plan

0

0

0

0

0

0

0

0

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

Actual

13

12

5

16

15

18

16

9

Plan

10

10

10

10

10

10

10

10

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

Actual

43

38

41

39

38

39

41

28

Plan

33

33

33

33

33

33

33

33

6
0

0

0

0

0
104

10

10

10

10

81
307

33

33

33

33

264

OTHER COMMITMENTS
Personal Health Budgets
cumulative number of PHB's in place

Actual
Plan

115
166

233.0

357.0

480.0

115
166

92.0%

92.0%

92.0%

92.0%

92.00%

Children Waiting more than 18 weeks for a wheelchair
% of children whose episode of care was closed within the quarter where equipment was
delivered or a modification was made.

Actual

0.00%

Plan

Primary Care
Proportion of the population with access to on-line consultations

Actual
Plan

Extended Access appointment utilisation

27.8%

39.6%

39.6%

39.6%

51.4%

51.4%

51.4%

63.2%

63.2%

63.2%

75.0%

Actual
Plan

Proportion of population that the urgent care system (NHS 111) can directly book appointments for
in contracted extended access

0
27.8%

27.8%
0

70.6%

71.4%

72.3%

73.2%

74.1%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

70.6%

Plan

90.4%

90.4%

90.4%

90.4%

90.4%

90.4%

90.4%

90.4%

90.4%

100.0% 100.0% 100.0%

90.4%

Actual

9,344

Plan

9,922

9,747

9,632

11,288

9,576

9,733

10,897

10,274

9,675

10,396

9,856

9,940

10,413

9,872

9,022

10,211

9,805

10,308

Variance

-5.8%

-5%

70,476

-0.4%

8.6%

-2.8%

-2.1%

4.6%

-100%

-100%

-100%

-100%

-100%

-0.37%

Actual

75.0%

100%

100%

ACTIVITY
Total GP Referrals (General and Acute)

126

70,217
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Liverpool CCG - Performance Dashboard 2019/20
2019/20
Apr

Q1
May

Jul

Q2
Aug

Jun

Sep

Oct

Actual

7,998

8,208

Plan

7,632

8,282

8,062

8,961

7,973

8,002

8,656

7,670

7,981

7,890

7,741

Variance

4.8%

-0.9%

5.1%

12.3%

1%

Actual
Plan

17,342

17,955

17,694

20,249

17,554

18,556

17,345

18,377

Variance

-1.2%

-3.2%

2.0%

Actual

14,892

15,116

Metric
Total Other Referrals (General and Acute)

Total Referrals (General and Acute)

Consultant Led First Outpatient Attendances

Consultant Led Follow-Up Outpatient Attendances

Total Consultant Led 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

Q3
Nov

Dec

Jan

Q4
Feb

Mar

8,102

7,994

7,076

8,222

7,461

8,100

55,298

3.4%

6.8%

-100%

-100%

-100%

-100%

-100%

4.633%

17,549

17,735

19,553

17,746

17,681

18,515

17,866

16,098

18,433

17,266

18,408

10.2%

-1.1%

0.3%

5.6%

-100%

-100%

-100% -100.0% -100%

14,557

16,787

14,078

15,501

17,017

YTD

1819 and 1920 Trend

57,860

128,077
125,774
1.8%
107,948

Plan

15,388

16,700

15,465

16,093

15,908

15,608

16,336

16,118

14,269

16,579

15,043

16,338

Variance

-3.2%

-9%

-5.9%

4.3%

-11.5%

-0.7%

4.2%

-100%

-100%

-100%

-100%

-100%

Actual

28,505

30,192

28,421

32,450

27,514

29,958

31,924

111,498
-3.2%
208,964

Plan

29,488

32,002

29,635

30,839

30,485

29,909

31,304

30,887

27,342

28,827

31,303

Variance

-3.3%

-6%

-4%

5%

-10%

0.2%

2.0%

-100%

-100% -100.0% -100%

31,770

-100%

Actual

43,397

45,308

42,978

49,237

41,592

45,459

48,941

213,662
-2.2%
316,912

Plan

44,876

48,702

45,100

46,932

46,393

45,517

47,640

47,005

41,611

43,870

47,641

Variance

-3.3%

-7%

-5%

4.9%

-10.3%

-0.1%

2.7%

-100%

-100% -100.0% -100%

48,349

-100%

Actual

5,639

5,998

5,984

6,335

5,712

5,641

6,205

325,160
-2.5%
41,514

Plan

5,670

6,043

5,599

5,838

5,840

5,604

5,954

5,836

5,247

5,879

5,469

5,928

Variance

-0.5%

-1%

6.9%

9%

-2.2%

0.7%

4.2%

-100%

-100%

-100%

-100%

-100%

Actual

5,032

5,282

5,322

5,676

5,112

5,005

5,531

40,548
2.4%
36,960

Plan

4,999

5,328

4,936

5,147

5,149

4,941

5,249

5,145

4,626

5,183

4,822

5,226

Variance

0.7%

-1%

7.8%

10%

-0.7%

1.3%

5.4%

-100%

-100%

-100%

-100%

-100%

Actual

607

716

662

659

600

636

674

35,749
3.4%
4,554

Plan

671

715

663

691

691

663

705

691

621

696

647

702

Variance

-9.5%

0%

0%

-5%

-13.2%

-4.1%

-4.4%

-100%

-100%

-100%

-100%

-100%

Actual

5,955

6,488

6,085

6,685

6,121

6,328

6,533

4,799
-5.1%
44,195

Plan

6,218

6,712

5,991

6,391

6,387

6,169

6,643

6,481

6,293

6,860

6,133

6,810

Variance

-4.2%

-3.3%

1.6%

4.6%

-4.2%

2.6%

-1.7%

-100%

-100%

-100%

-100%

-100%

Actual

2,508

2,816

2,700

3,059

2,722

2,884

2,954

44,511
-0.71%
19,643

Plan

2,509

2,713

2,415

2,580

2,579

2,545

2,759

2,711

2,652

2,886

2,586

2,865

Variance

0.0%

3.8%

11.8%

19%

5.5%

13.3%

7.1%

-100%

-100%

-100%

-100%

-100%

18,100

Actual

3,459

3,672

3,385

3,626

3,399

3,444

3,579

Plan

3,709

3,999

3,576

3,811

3,808

3,624

3,884

3,770

3,641

3,974

3,547

3,945

26,411

Variance

-6.7%

-8.2%

-5.3%

-4.9%

-10.7%

-5.0%

-7.9%

-100%

-100%

-100%

-100%

-100%

-7.0%

8.52%
24,564
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Liverpool CCG - Performance Dashboard 2019/20
2019/20
Apr

Q1
May

Jun

Actual
Plan
Variance
Actual
Plan
Variance
Actual

14,776
14,328
3%
14,714
14,182
3.8%
29,490

15,423
15,469
0%
15,157
15,312
-1%
30,580

Plan

28,510

Variance

3.4%

Metric
Type 1 A&E Attendances

Other A&E Attendances (excluding Planned Follow Ups)

Total A&E Attendances (excluding Planned Follow Ups)

Jul

Q2
Aug

Sep

Oct

14,843
13,805
8%
14,727
13,664
8%
29,570

15,523
14,729
5%
15,620
14,579
7%
31,143

14,490
14,719
-2%
15,181
14,569
4%
29,671

15,084
14,261
5.8%
14,495
14,116
2.7%
29,579

15,627
15,374
2%
15,213
15,218
0%
30,840

30,781

27,469

29,308

29,288

28,377

30,592

-0.7%

7.6%

6.3%

1.3%

4.2%

0.8%

Q3
Nov

Q4
Feb

Mar

15,015 14,595 15,904
-100% -100.0% -100%

14,224
-100%

15,794
-100%

14,862 14,447 15,743
-100% -100.0% -100%

14,080
-100%

15,633
-100%

29,877

Dec

Jan

YTD

1819 and 1920 Trend

105,766
102,685
3.0%
105,107
101,640
3.4%
210,873

29,042

31,647

28,304

31,427

204,325

-100.0% -100%

-100%

-100%

-100%

3.2%
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Performance Dashboard 2019/20 : Provider
METRIC

REPORTING
PERIOD

NATIONAL TARGET

ROYAL
LIVERPOOL & AINTREE
BROADGREEN

LIVERPOOL ALDER HEY
UNIVERSITY CHILDREN'S
HOSPITAL HOSPITAL

LIVERPOOL
MERSEY
LIVERPOOL
THE
CLATTERBRIDGE
HEART &
CARE
SPIRE
WOMEN'S WALTON
CENTRE FOR
CHEST
NHS LIVERPOOL
HOSPITAL CENTRE
ONCOLOGY
HOSPITAL
TRUST

URGENT AND EMERGENCY CARE
Accident & Emergency
4-Hour A&E Waiting Time Target:: % of pa tients who s pent l es s tha n
four hours i n A&E
*Yellow denotes achieving 1920 trajectory but not national standard
A&E Attendances: Type 1 : Number of a ttenda nces Type 1 A&E depts
A&E Attendances: All Types : Number of a ttenda nces a t a l l A&E depts
(YTD)
12 Hour Trolley waits in A&E : Tota l number of pa tients 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

95%

86.5%

80.4%

87.6%

88.0%

Nov-19

9,401

Nov-19

Nov-19

83.8%

85.8%

7,933

17,334

6,232

161,685

117,284

278,969

58,329

0

0

0

0

0

0

0

0

1%

6.0%

0.0%

2.9%

0.3%

27.3%

1.5%

2.4%

1.1%

84.3%

85.8%

83.1%

84.0%

91.8%

0

0

19/20 NHSI pl a n *where
national standard not planned for

Nov-19

99.9%

8,897

16,899
0

0

0

0.2%

0.0%

0.0%

-

93.8%

98.4%

REFERRAL TO TREATMENT TIMES & ELECTIVE CARE
Referral to Treatment (RTT) & Diagnostics
% of patients waiting 6 weeks or more for a diagnosic test
*Yellow denotes achieving 1920 trajectory but not national standard

Oct-19

19/20 NHSI pl a n *where
national standard not planned for

Incomplete Pathways: % of RTT i ncompl ete pa thwa ys (pa tients yet to
s ta rt trea tment) wi thi n 18 weeks
*Yellow denotes achieving 1920 trajectory but not national standard
No of Incomplete Pathways Waiting over 52 weeks

92%
Oct-19

19/20 NHSI pl a n *where
national standard not planned for

0
Oct-19

19/20 NHSI pl a n *where
national standard not planned for

0

16.7%
85.0%

92.0%

92.3%

92.0%
0

0

0

0

3

0

0

0

0

0

EMSA
Mixed sex accommodation breaches

Oct-19

0

0

0

0

0

0

0

0

0

0

0

Oct-19

0

0

0

0

0

0

0

0

0

0

0

10.2%

0.0%

6.5%

3.3%

0.0%

4.9%

0.0%

0.0%

0.0%

0.0%

Cancelled Operations
Urgent Operations cancelled for a 2nd time : Number of urgent opera tions
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 tients who ha ve opera tions 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 .

Q2 19/20
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Performance Dashboard 2019/20 : Provider
METRIC

REPORTING
PERIOD

NATIONAL TARGET

ROYAL
LIVERPOOL & AINTREE
BROADGREEN

LIVERPOOL ALDER HEY
UNIVERSITY CHILDREN'S
HOSPITAL HOSPITAL

LIVERPOOL
MERSEY
LIVERPOOL
THE
CLATTERBRIDGE
HEART &
CARE
SPIRE
WOMEN'S WALTON
CENTRE FOR
CHEST
NHS LIVERPOOL
HOSPITAL CENTRE
ONCOLOGY
HOSPITAL
TRUST

CANCER
Cancer Waiting Times
% Patients seen within two weeks for an urgent GP referral for suspected
cancer
*Yellow denotes achieving 1920 trajectory but not national standard
% of patients seen within 2 weeks for an urgent referral for breast
symptoms

93%
Oct-19

19/20 NHSI pl a n *where
national standard not planned for

93%
Oct-19

89.56%

94.92%

89.7%

91.6%

96.59%

96.84%

19/20 NHSI pl a n *where

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

96%
Oct-19

19/20 NHSI pl a n *where
national standard not planned for

Oct-19

Oct-19

% 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)
*Yellow denotes achieving 1920 trajectory but not national standard

Oct-19

95.45%

-

100.00%

100.00%

63.64%

-

99.10%

96.30%

100.00%

100.0%

90.1%
100.0%

100.0%

94%

96.3%

94.4%

95.2%

99.0%
100.0%

30.0%

78.3%

94%

97.07%

85%
Oct-19

98.34%

97.20%

100.0%

national standard not planned for

100.00%

96.71%

98%

19/20 NHSI pl a n *where

100.00%

94.2%

national standard not planned for

% of patients receiving definitive treatment within 1 month of a cancer
diagnosis (31 days)
*Yellow denotes achieving 1920 trajectory but not national standard

91.67%

19/20 NHSI pl a n *where
national standard not planned for

79.1%
61.1%

100.00%

75.0%

22.73%

85.86%

63.6%

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

Oct-19

90%

74.2%

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

Oct-19

85%

83.9%

Q2 19/20

95%

95.60%

Oct-19

56%

71.00%

100.00%

66.60%

66.60%

80.00%

79.49%

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 NICE-recommended pa cka ge of ca re.
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Performance Dashboard 2019/20 : Provider
LIVERPOOL
MERSEY
ROYAL
LIVERPOOL ALDER HEY
LIVERPOOL
THE
CLATTERBRIDGE
HEART &
CARE
SPIRE
LIVERPOOL & AINTREE UNIVERSITY CHILDREN'S
WOMEN'S WALTON
CENTRE FOR
CHEST
NHS LIVERPOOL
BROADGREEN
HOSPITAL HOSPITAL
HOSPITAL CENTRE
ONCOLOGY
HOSPITAL
TRUST

REPORTING
PERIOD

NATIONAL TARGET

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

Q2 19/20

95%

80.70%

Waiting Times for Urgent Referrals to CYP Eating Disorder Services - Within
1 Week: National standard is 95% by 2020* rolling 12 months

Q2 19/20

95%

46.20%

METRIC

CYP - Eating Disorders

HEALTHCARE AQUIRED INFECTIONS
MRSA
Number of MRSA Bacteraemias (Hospital on-set cases )

Actual

1

2

3

0

1

1

0

0

0

0

Plan

0

0

0

0

0

0

0

0

0

0

Actual

31

41

72

1

4

0

5

0

0

6

Plan

35

37

73

0

3

1

5

0

0

3

Nov-19

Cdifficile
Number of C.Difficile infections

Nov-19
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Report no: GB 06-20
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 14th JANUARY 2020
Title of Report

One Liverpool Strategy

Lead Governor

Jan Ledward, Chief Officer

Senior
Management
Team Lead
Report Author
Summary

Carole Hill, Director of Strategy,
Communications and Integration

Recommendation

Relevant
standards/targets

Carole Hill
One Liverpool is a whole-system strategy
setting out how health and care partners will
come together over the next 5 years for
better population health and wellbeing in
Liverpool.
This document is a reset of the first One
Liverpool Strategy, approved by the
Governing Body in March 2018.
The strategy sets out a clear vision for a
healthier, happier, fairer Liverpool for all and
four themes: Targeted action on inequalities;
Empowerment and support for wellbeing;
Radical upgrade in prevention and early
intervention and Integrated and sustainable
health and care services.
That Liverpool CCG Governing Body:
 Approves the One Liverpool Strategy;
 Notes the commitment of all health and
care partners to collaborate to achieve
better population health for Liverpool.
NHS Long Term Plan
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ONE LIVERPOOL STRATEGY
1.

PURPOSE
One Liverpool is a whole-system strategy setting out what health
and care partners will do together over the next 5 years for better
population health and wellbeing in Liverpool.
Poor health outcomes have endured in Liverpool for many years
and previous health strategies have had variable success. The
Liverpool health and care system has come together in a way not
experienced before to create a platform for better health. The ethos
is one of collaboration rather than competition and there is a
strongly held commitment to do the right things and encourage the
people of Liverpool to become key partners for change
The strategy sets out a clear vision for a healthier, happier, fairer
Liverpool for all and four themes that will shape the critical actions
we will take:
1.
2.
3.
4.

2.

Targeted action on inequalities;
Empowerment and support for wellbeing;
Radical upgrade in prevention and early intervention;
Integrated and sustainable health and care services.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Approves the One Liverpool Strategy;
 Notes the commitment of all health and care partners to
collaborate to achieve better population health for Liverpool.

3.

BACKGROUND
The One Liverpool Strategy is appended.
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4.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

4.1 Does this require public engagement
engagement been carried out? Yes

or

has

public

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.

The One Liverpool Strategy will be the basis for engagement with
patients, public and health and care staff about how we can work
together for better health and wellbeing. The engagement will be
integrated with the City Conversation.
4.2 Does the public sector equality duty apply? Yes.
i.
ii.

If no please state why
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.

The strategy provides a framework for future priority setting and
plans over the next 5 years which will be subject to equality impact
assessments.
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
The strategy places social value at the centre of our collaborative
efforts to improve population health, with specific priorities relating
to economic, social and environmental wellbeing.
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4.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
The strategy document sets out the context and clear outcome
ambitions, with reduction of health inequalities the primary ambition.
5.

DESCRIBE
HOW
SUSTAINABILITY

THIS

PROMOTES

FINANCIAL

Achieving better population health will promote financial
sustainability, through demand reductions. Service integration and
streamlining will realise cost savings.
6.

CONCLUSION
One Liverpool sets out a compelling shared vision and a clear
strategic framework to inform whole-system priorities and plans
over the next 5 years.
The collaborative and inclusive approach taken in the development
of the One Liverpool Strategy represents a significant step forward
in securing commitment from all health and care partners to focus
on the ambitious changes we can make only if we work as one.
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One Liverpool
Strategy
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A Healthier, Happier,
Fairer Liverpool for All
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3

FOREWORD

1

INTRODUCTION

Liverpool is a vibrant city which is changing for
the better in so many ways, but poor health and
wellbeing blight the lives of too many people.
Without good population health, Liverpool cannot take
its true place as a great national and international city.
We have a vision for a healthier, happier and
fairer city, which calls for a positive step change
in the health of Liverpool people. Our primary
ambition is to reduce health inequalities, which
currently represent an eight-year life expectancy
gap between the most affluent and deprived
communities in the city.
The key to achieving this ambition will be forging
a new relationship with the people of Liverpool;
harnessing our combined efforts to secure a better
quality of life for all. Liverpool has a distinctive
identity and people are intensely proud of their city.
We need to harness this pride in a call to action for
better health.
We want to move away from a paternalistic approach
by enabling people to determine what matters most to
them in their supporting communities to take better
control of their health and their care needs. To do
this we will take a life course approach, responding
to peoples’ life stages and experiences and how we
shape their health and wellbeing services.

The One Liverpool Strategy is only the beginning.
We will now start a conversation with patients, the
public and health and care staff about how we can
work together for better health and wellbeing.
Good health and wellbeing comes from all aspects
of our lives; our homes and communities, education,
employment and environment.

2

One Liverpool is a whole-system strategy setting out
what partners will do together over the next five years
for better population health and wellbeing in Liverpool.
This document represents a reset of the first
One Liverpool Strategy which was published in
2018. This version reflects the health and care
system’s response to the NHS Long Term Plan and
the progress we have made in creating the right
environment to work together to improve health
and wellbeing in our city.
Our strategy will tackle the long term health
inequalities that leave the vulnerable and
disadvantaged in our city with a poorer experience
of care, fewer years of healthy life and earlier death.

We must close the health gap within the city and
with the rest of England if Liverpool is to fully take
its place as a world class city.
We will also collaborate to establish integrated
services that will better meet people’s needs and
to ensure that our local health and care system is
fit for the future.

This is why the One Liverpool Strategy will become
the health and care chapter of a refreshed Liverpool
Inclusive Growth Plan, reflecting our hope and
confidence in creating a healthier, happier and fairer
city for all.
Jan Ledward

Tony Reeves

Chief Officer
NHS Liverpool CCG

Chief Executive
Liverpool City Council

Partners have come together around
four main objectives:

Although local health and care organisations each
have their own strategies, One Liverpool represents
our joint approach; focusing on the changes we can
make only if we work together as a single team.
This strategy has been developed through a process
of collaboration and consensus by all health and care
leaders and, as such, it marks a significant
step forward.

4
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1

2

3

4

TARGETED ACTION
ON INEQUALITIES, AT
SCALE AND WITH PACE

EMPOWERMENT
AND SUPPORT FOR
WELLBEING

RADICAL UPGRADE
IN PREVENTION AND
EARLY INTERVENTION

INTEGRATED AND
SUSTAINABLE HEALTH
AND CARE SERVICES

5

THE CASE FOR CHANGE

3

Liverpool has significant and enduring challenges
in improving population health. Previous strategies
have been heavy in describing the challenges and less
clear about the solutions.
The One Liverpool Strategy focuses on the positive
and transformative actions that the health and care
system will take together and with the people of
Liverpool to improve population health and reduce
health inequalities.
There is a multitude of health data which demonstrate
the challenges, an overview of which is set out in a
summary at the end of this document.
The poor state of health in the city, and the fact
that many of our outcomes are deteriorating rather
than improving, has galvanised the health and care
system to come together around a shared vision for
better health, working in partnership with the
people of Liverpool.

UNDERSTANDING WHAT MAKES A POPULATION HEALTHY

4

Good clinical care accounts for only 20% of what
makes us healthy. The main factors that determine
good health are healthy lifestyle, wider determinants
of health such as education and housing and the
communities we live in. All these factors are essential
for good population health.
The health and care system is in a position to
influence many of these factors. However, wider
determinants of health − economic growth,
employment, education, housing and tackling
poverty are influenced by wider strategic partners.

The One Liverpool Strategy is also a component
of the Health and Care Partnership for Cheshire
and Merseyside strategy, which will set out how
the wider region will respond to the requirements
of the NHS Long Term Plan.

The One Liverpool Strategy will be a chapter
of a refreshed Liverpool Inclusive Growth Plan,
which addresses how, as a connected city, we
will come together to act on all determinants
of health and wellbeing.

THE WIDER
DETERMINANTS
OF HEALTH

OUR HEALTH
BEHAVIOURS AND
LIFESTYLES

AN INTERGRATED
HEALTH AND
CARE SYSTEM

THE PLACES AND
COMMUNITIES
WE LIVE IN
AND WITH

Source: The Kings Fund
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7

THE ONE LIVERPOOL VISION

5

The One Liverpool vision is for

A Healthier, Happier,
Fairer Liverpool for All

ONE LIVERPOOL OUTCOME AMBITIONS

6

At 78.2 years Liverpool has the second lowest life
expectancy of the English Core Cities, and the gap with
England has widened from 2.9 years in 2010 to 3.2
years in 2017.
There are wide and growing inequalities in
Liverpool, with the life expectancy gap within
our city an unacceptable eight years between
people in the most affluent and most deprived
communities. To achieve our overarching life
expectancy aspiration we need a particular
focus on those parts of our city that have the
worst health outcomes.

This aspiration will be evidenced through
reductions in the premature mortality rates of
our city’s biggest killers - cancer, circulatory and
respiratory disease, which account for almost 7
out of 10 early deaths.
These reductions will be achieved through a
greater focus on inequalities, prevention, earlier
detection and better services.
Liverpool will work towards:
• Reducing premature cancer deaths by 25%

Our primary goal is to:

Halve the projected
life expectancy gap
with England to
This simple statement clearly
communicates that our strategy looks
beyond service improvement to harness
the influence of the whole health and care
system to improve population health and
equity for everyone in Liverpool.

8
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1.7 years
by 2024

• Reducing premature circulatory disease
deaths by 40%
• Stabilising premature respiratory
disease mortality
• Reducing infant deaths by one third
These are ambitious targets that will be a
challenge in the current context of deteriorating
health outcomes, financial constraints and
austerity, but we have to aim high for our city
and focus our efforts towards priorities and plans
that will have the greatest impact. We have
set a range of supplementary measures of
success for each One Liverpool objective that
are detailed in the appendices.

9

POPULATION HEALTH MANAGEMENT

7

The One Liverpool Strategy makes a compelling case
for addressing the causes of ill health. To do this we
must work with our local communities to find solutions.
Working together we will identify individuals
and groups that without intervention will go on
to become unwell. This means working in
a different, but much more effective way.

The population segments we will prioritise
for prevention, early intervention and care in
Liverpool, across the life course:

We will use population health management
approaches, using data and local insight, to
identify “at risk” individuals and groups. In any
population, a relatively small number of
patients account for a disproportionately large
use of healthcare services.

• Healthy Population (prevention)
• Long Term Conditions
• Disability
• Mental Health
• Complex Lives

HOW WE WILL SUCCEED

We will achieve our outcome ambitions through
scaled up prevention and early detection, offering
better and integrated services and working in a
targeted way with the people of Liverpool so they
feel entitled to seek better health.

Health and care partners will come
together with the people of Liverpool
to maximise the impact of our city’s
skills, passion and resources across
the whole life course.

• Frailty & Dementia
• End of Life
Managing population health in this way will
enable partners to focus on preventing illness
upstream, to address a mounting affordability
gap and tackle poor health outcomes.

In Liverpool approximately

11% of patients account for 74% of all bed-days.

45% of our population have a long-term condition (LTC). People with
LTCs account for 60% of A&E attendances, 85% of all hospital admissions,
92% of mental health contacts and 91% of all community contacts.

Around

Population health management will also identify currently healthy adults
and children that are at greater risk of future ill health, giving us opportunities
to intervene and support them to avoid this outcome.

10
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8

Voluntary sector partners often provide the most
effective social and economic support for people
in communities. By working closely with the
voluntary sector we can be absolutely sure we
are addressing the needs of people
and communities.

One Liverpool Principles
We will be guided by a clear set of shared principles.

Poor health outcomes have endured in
Liverpool for many years and previous health
strategies have had variable success. We have
come together as a health and care system in
a way we have not experienced before to
create a platform for transformational change.

We will:
• Adopt an all-age, life course approach
• Embed quality and safety in everything we do
• Enable people to take control of their health

Our ethos is one of collaboration rather than
competition with a strongly held commitment to
do the right things and encourage the people of
Liverpool to become key partners for change.

• Respond to all of a person’s needs - physical,
psychological and social

The NHS Long Term Plan highlights the
importance of visible senior clinical leadership
in enabling high quality care and better health,
both within organisations and in the new
system architecture. In Liverpool much of
the progress we have made to date has been
driven by our clinical leaders, motivated by
their desire to innovate, improve and transform
services for patients. We will create the
environment and give space for clinicians
to become even more actively involved in
strategic leadership and transformation.

• Break down the barriers to integrated care

Partnership working between the voluntary
sector, local government and the NHS is crucial
to improving care for people and communities.

• Make strong connections to the city’s
inclusive growth plan

• Ensure equality across physical and
mental health
• Simplify our complex system so people
receive the right care in the right place
at the right time
• Make full use of the city’s rich and diverse
community assets
• Maximise the value of the Liverpool health
and care pound
• Broaden and deepen our partnerships with
the voluntary and community sector

11

QUALITY
We will work together to deliver safe and effective
care, set against the challenges of rising demand
and increasing patient expectations.
We recognise our shared responsibility for ensuring
services in Liverpool are safe, of good quality and
that we are all focused on continuous improvement.
We will create the environment for a just culture of
openness, transparency and learning; where safety
incidents are reported, reviewed and learned from
and timely improvements are made to continuously
progress quality of care.
Quality improvement will be informed by people who
receive services and frontline staff. We will listen to
and involve people to find out what most matters to
them and we will empower staff to do the right things
for quality improvement. We will establish robust and
consistent quality systems, using a quality assurance
framework, supported by strong governance within
organisations and across the whole system.

COMMISSIONERS WILL
WORK TOGETHER TO:

• Reduce unwarranted variation in health outcomes
and patient experience
• Improvements will be evidence based; informed by
patients and front-line staff

• Set stretching goals for outcome improvement
for health and wellbeing
• Attach financial incentives to outcomes and, over
time, move away from activity based contracts
• Develop performance incentives and risk-sharing
making connections across contracts where this
would bring benefits
• Commit to increasing personal health and social
care budgets
• Ensure that health and care commissioning
becomes more consistent and streamlined
• Align budgets between health and
care commissioners

PROVIDERS WILL WORK TOGETHER
IN ALLIANCE TO:

• Work together for safe, consistent and reliable care;

• Adopt the One Liverpool Strategy and collaborate
around shared system goals

• Learn from good practice and take lessons from
sub-optimal care

• Promote integration of services and foster
a solutions-focused culture

MAXIMISING VALUE
In order to improve population health, a greater
proportion of resources need to shift from
treating people for specific diseases to proactive
management of their overall health and wellbeing.
We will move from counting activity to a value and
outcomes-based approach, making best use of the
Liverpool health and care pound.

9

• Use outcomes and intelligence to drive
improvement particularly where this will
reduce inequalities

We will:
• Listen to patients and staff to improve quality

ONE LIVERPOOL OBJECTIVES

• Embed an approach of continuous improvement,
driven by intelligence
• Create an environment to move resources around
the system for improved outcomes
• Innovate in practice and test new ways of working
without the traditional barriers that hinder progress

The One Liverpool
strategy has four
transformational
objectives which
all parts of the system
will pull together
to achieve

We want to see:
• A shift from a demand-led service to a preventative
and proactive-led service
• Increased investment in prevention, early
intervention and detection
• Efficiencies from integrating services and
reducing duplication
• Increased investment in primary and communitybased care, mental health and wellbeing services
• Better value from prescribing resources

12

143

One Liverpool | Strategy 2019 - 2024

13

TARGETED ACTION ON INEQUALITIES

9.1

Liverpool is the fifth most deprived local authority
in England and poverty drives substantial health
inequalities in our city.
Marked health inequalities are evident from birth
in Liverpool: deaths in children under 12 months
are significantly higher than the national rate,
and increasing.
Children growing up in deprived areas are 1.5 times
more likely to be ‘not school ready’ than their more
affluent peers and children who start behind stay
behind. Interventions that aim to support and improve
early years are not only critical for children’s health
and wellbeing, they are essential to adult health.
Preventing a poor child from becoming a poor adult
will improve their life chances and create a more
positive future for our city.

HARNESSING OUR
ECONOMIC STRENGTH

INVESTING TO REDUCE
HEALTH INEQUALITIES

As the city’s largest employers, the
NHS, local authority and other large
public service organisations can
directly influence inequalities by
collaborating in targeted approaches
to create employment and stimulate
economic growth through regeneration
and procurement.

Communities with the greatest health and
social care needs often have poorer access
to resources. Services often inadvertently
cause health inequalities by excluding those
who would benefit most from the services,
especially those services that are delivering
prevention and early intervention.

We will work together to maximise
our economic contribution to support
the most disadvantaged in our
communities so they can share in the
city’s economic growth and social
development. We will adopt shared
principles for equality and diversity in
employment practices and processes.

experience poor health and die on average 15-20 years
younger than the general population. Homelessness is
also a very visible representation of inequality in our
city, with life expectancy for a homeless person 30
years less than the national average.
Currently there is a lack of targeted, co-ordinated
action to tackle health inequalities in Liverpool, so
inequalities underpin every theme and critical action
in the One Liverpool Strategy, with interventions to be
systematically delivered at scale and intensity.

We will direct greater resources to people and
communities with the greatest need, embedding
equity into how we allocate resources by
adopting the principle of proportionate
universalism.1 The actions we will take will be
better co-ordinated across the health and care
system to ensure that all partners play their part.
The critical actions we will take to reduce
inequalities include:
• Signing up to a Liverpool Anchor
Organisations Code of Conduct, defining
expectations and actions to maximise our
impact on economic growth

TACKLING INEQUALITIES
IN COMMUNITIES

The first 1001 days from conception to two years
of age are crucial for child development. Adverse
Childhood Experiences (ACEs) such as abuse, neglect
and parental separation need to be tackled to give
our children a better start in life. People with learning
disabilities and those with severe mental illness

We will adopt an asset-based
approach to reducing inequalities by
strengthening local communities
and networks.
The health and care system will also
integrate a social offer into our delivery
within neighbourhoods, particularly for
our most deprived communities.

• Providing greater access to paid employment,
including apprenticeships and initiatives
that target residents who are unemployed,
economically inactive or in low paid,
insecure work. Also offering pre-employment
programmes and volunteering
• Actively promoting workplace wellbeing
through a range of evidence-based initiatives,
delivered at scale and consistently
• Adopting procurement policies that support
local investment and employment
• Supporting community development and
initiatives, including building capacity for local
people to be involved as community champions
or connectors and making our buildings
available for community use
• Taking co-ordinated measures to tackle
environmental impact, with a named champion
within each organisation and improving
sustainability in the way we manage buildings,
travel and waste management to support
action on climate change and air pollution
• Improving access to services for people and
groups most at risk of poor health
• Developing the health and social care
workforce to ensure they have the
knowledge, skills and understanding about
how to identify, anticipate and respond to
need and inequalities

14
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Proportionate universalism is the resourcing and delivering of universal services at a scale and intensity proportionate to the degree of need.
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EMPOWERMENT & SUPPORT FOR WELLBEING

9.2

Person-centred care supports people to develop
the knowledge, skills and confidence to effectively
manage and make informed decisions about their
own health and care.

CARERS

SHARED DECISION-MAKING

Carers play a vital role in our
communities, but they are too
often unseen and without their
support our health and care system
would struggle to enable people to
continue living in their own homes
and communities.

We will ensure that patients are supported
to make decisions that are right for them,
with clinicians supporting patients to reach
a decision about their treatment.

The One Liverpool Strategy will
incorporate the actions set out in
the city’s carer’s strategy to ensure
that carers receive the personalised
support they need to feel fulfilled,
independent and to lead healthy lives.

These conversations will bring together the
clinician’s expertise, such as treatment
options, evidence, risks and benefits
and the patient’s preferences, personal
circumstances, goals, values and beliefs.

The Care Act 2014 strengthened the rights of
people who need care and support by promoting
more personalised care and shifting the focus from
providing services to supporting individuals to
achieve the outcomes that matter to them.
We will work with people to help them develop their
own strengths and capabilities, and signpost them
to support from their wider networks or within their
community to help find better ways, beyond the
provision of care and support, to improve their health,
wellbeing and sense of control.

The critical actions we will take to empower
and support wellbeing include:
 upporting people and families with
•S
complex needs, offering greater choice
and control over their care and support

WORKING WITH COMMUNITIES

PERSONALISATION

We will work in neighbourhoods,
involving multi-disciplinary teams
and community and voluntary
sector organisations, to inspire,
encourage and support more people
to help themselves.

Under the Care Act 2014, local
authorities must offer a personal
budget to people with eligible needs
to enable them to have choice and
control over their care and support,
with the preferred mechanism being
Direct Payments.

This will include:
• Inspiring through promoting strengthbased stories
 reating a strength-based culture;
•C
moving from a ‘helping’ to a
facilitating culture
 uilding the capacity of local
•B
organisations to help people

16

CRITICAL ACTIONS
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The NHS Long Term Plan sets out
a clear ambition to significantly
accelerate the roll out of personal
health budgets over the next five
years. Liverpool’s progress in offering
personalised care is at an early stage,
so we have invested in integrated
resources to increase the uptake of
personal budgets and Direct Payments.

• Piloting the provision of information
and advice from independent organisations
to encourage more people to manage a
Direct Payment
• Identifying what really matters to people
and how and why they engage with services.
We will establish a ‘compact’ between
people and their services. Conversations
will be connected to our Integrated Care
Teams to support codesign of services and
the ‘City Conversation’ led by Liverpool City
Council, which will identify and respond to
what matters most to people across wider
public services
• Training frontline staff to engage in these
conversations, supported by a workforce
development programme rooted in the
principles of asset-based approaches,
whole person assessments and strengthbased questioning

17

RADICAL UPGRADE IN PREVENTION AND EARLY INTERVENTION

9.3

Starting Well
Early intervention in the first 1001 days is a critical phase in the life course. There is compelling
evidence that health-promoting environments, good parental advice and education and stimulating,
positive experiences in infancy will reduce later demands upon services and enable the foundations
to be laid for the best educational and life experience for children.

Good health and wellbeing are about more than
healthcare. A good start in life, education,
decent work and housing and strong, supportive
relationships all play their part. Good health is
also an investment in a vibrant economy and
reduces health and care costs.

Many children and young people in Liverpool
experience poor mental health and wellbeing,
particularly children living in poverty and other
vulnerable situations.
Our most vulnerable children are also more
likely to experience adverse childhood experiences
(ACEs) − stressful or traumatic experiences that
can have long-term impacts on children in terms of
learning, behaviour and both physical and mental
health. Using this insight, we will work across
agencies and with families to prevent or limit the
impact of adverse childhood experiences.

Liverpool has amongst the worst health outcomes
in the UK and we know that 40% of the NHS
workload is potentially preventable, yet the
proportion of health expenditure invested in
prevention is only around 4%. A consistent message
from local engagement is that people strongly
support more preventive approaches.

We have the highest aspirations for all our children
and young people, including those with special
educational needs and/or disability (SEND).
Children’s needs are becoming more complex and
mental health problems in children and young
people are increasing. We will intervene earlier and
provide joined-up support to improve wellbeing
and future life chances.

Greater investment in prevention is essential if we
are to improve population health, so we will work
together to find ways to enable a shift in attention
and investment to preventative and early intervention
approaches. Liverpool needs a new and radical
approach, with strong leadership for prevention
and early intervention. There is much more that
the health and care system can do together,
supported by evidence-based advice, consistent
approaches and greater scale.
We have identified a number of overarching
prevention and early interventions critical
actions, including:
• Strong system leadership for prevention and an
increase in the proportion of spend for prevention
and early intervention

Starting Well critical actions include:
• Developing an integrated whole-system healthy
child programme across health and social care
for the first critical 1001 days
• Improving the integration of early years,
children and young people, and families’
services as part of an all-age community model
• Creating the environment for a safe, healthy,
active and happy city for children, evidenced by
becoming a UNICEF Child Friendly City
• Training our workforce to implement a traumainformed approach to practice for children and
young people
• Ensuring all children receive routine and
targeted vaccinations
• Offering personalised education, health and
care support for children and young people and
their families with SEND

Children do best when they live in a stable, family
environment but this isn’t possible for the rising
number of children who come into care. We will
do more to support families to stay together,
and where this isn’t possible we will ensure that
‘looked after children’ are provided with the best
care and support to meet all their needs.

• Strengthening co-production with parents and
carers, determining assets and capabilities and
agreeing health and care plans with families

A key prevention priority is also to ensure
that as many of our children receive vaccinations
for early protection against the most
dangerous infections.

• Providing effective early help to families
to prevent children coming into care and,
if necessary, ensuring effective care
placements that provide choice, stability,
diversity and permanence

• Developing effective pathways into adulthood
for children with special educational needs
and disability, including supported internships
and employability for local young people

• Embed prevention, early intervention and
inequalities in all policies, delivered by a Liverpool
anchor organisation partnership
• Training health and social care staff to deliver
prevention and early intervention for physical and
mental health alike, within routine delivery of care

18
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Proportionate universalism is the resourcing and delivering of universal services at a scale and intensity proportionate to the degree of need.
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Living Well

Ageing Well

Lifestyle behaviours are a big influencer of health. Nearly half of the burden of disease in Liverpool
is associated with four unhealthy behaviours: smoking, excessive consumption of alcohol, poor diet
and low levels of physical activity. People in Liverpool report lower levels of happiness, life satisfaction
and purpose of life, and higher levels of anxiety compared to England.
Where we have invested in large, targeted
lifestyle programmes we can evidence success.
For example, the city’s physical activity
programme, targeted at inactive people mostly
in deprived communities, has led to Liverpool
moving from the 7th most active large city to the
3rd, with inactivity decreasing by 4% compared
to less than 1% nationally.
Each percentage reduction represents lives
saved and provides a compelling case for greater
investment in prevention. There is also clear
evidence that good diet and activity can prevent
diseases such as type 2 diabetes.
We will maximise the opportunities from the
thousands of day-to-day interactions that our
organisations have with people to support them
in making positive changes to their physical
and mental health and wellbeing.

Living Well critical actions include:
 vidence-based interventions and insight-led
•E
campaigns to tackle the key factors in the city
that drive ill-health − smoking, healthy weight,
alcohol and physical inactivity
• Scaling-up and systemising brief
interventions, such as Making Every Contact
Count, across all settings of care, with shared
principles and training for front-line staff
• Working together as anchor organisations
to scale-up workplace health and
wellbeing for our own workforce and for
the wider population

Our vision for older people in Liverpool is to help them live at home for longer by retaining their
independence, supported by professionals, families and the wider community. Frailty and falls are
our largest challenge to this ambition and our response is currently not good enough.
Too many older people in the city are resident
in care homes when better, home-based
choices could be offered. We are undertaking a
review to understand current and future needs
for housing and care for older people so we
can match demand with the right supply and
greater choice.
Loneliness and social isolation can have a serious
effect on both physical and mental health.
Older people are vulnerable and this is a
particular challenge in Liverpool.

Ageing Well critical actions include:
• Developing an integrated pathway for falls
and frailty, focused on prevention and early
identification to improve outcomes and to
reduce the upstream costs of treating frailty;
• Integrating and strengthening services and
wellbeing support for older people as part of
an all age model, including support to address
loneliness and isolation;
• Ensuring housing and needs for older people
are matched with the right supply, offering
greater diversity, including supported and
extra care housing.

• Improving awareness of and access to early
detection and screening programmes,
particularly targeting areas of the city and
groups where uptake is low

Early detection through screening and prevention
through adult vaccination programmes targeted
towards at-risk groups also has the potential to
save many more lives in the city.

20
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INTEGRATED, SUSTAINABLE HEALTH AND CARE SERVICES

9.4

Our aim is for a health and care system that provides
good quality, responsive care, with as much as
possible accessed within primary care and community
services. Community services play a vital role in people’s
lives, with around 100 million primary and community
contacts taking place nationally each year.

We will address these weaknesses by integrating and
personalising services to better meet peoples’ needs,
focusing particularly on those with complex needs.
The NHS is working ever more closely with
Liverpool City Council to create a care system that
supports people to receive care close to home.

• Increase collaboration between primary, community,
hospital, mental health and social care, to create an
improved and streamlined experience;
• Minimise duplication between services and bridge
gaps in those services;

22
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Mental
Health

Integrated services, shaped to meet people’s needs

Direct access to a
range of hospital
specialists.

• Simplify the health and care system by shaping
services around the needs of people rather than
treating people in silos;

r
he
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• Reduce the need for people to enter long-term care
by providing alternatives, including extra-care housing,
reablement and harnessing digital innovation to help
people live at home;

The transition from our current state to integrated
sustainable health and care services is described in
the diagram on the next page:

Community
Organisations

THIS IS OUR FUTURE

• Work together to improve care in those areas that
rob people of healthy years of life, including poor
mental health;

• Building upon successful partnerships in specialist
services generating improved outcomes for the
population of Liverpool and the wider populations that
our specialist services serve.

Ambulance

Social
Care
Social
Care

• Work together to make significant improvements
to the key areas that limit healthy life expectancy cancer, respiratory, CVD and premature infant deaths;

• Adopt a collaborative ethos, guided always by the
right thing to do for patients and our population. This
will transcend organisational objectives and be driven
by our shared vision and strategy;

Hospitals

Social
Care

• Expand the contribution of acute/specialist services
into Integrated Care Teams in communities, to provide
better access closer to home and timely assessment;

• Reduce demand for hospital services through
prevention and effective, joined-up community care;
reducing avoidable A&E visits, admissions and readmissions to hospital, and timely discharge;
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We are developing alternatives to traditional care,
including extra-care housing, harnessing digital
innovation and strengthening access to support
networks. We have shared principles for integration.
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We know that individuals and families with the most
complex needs experience multiple contacts from
different services and agencies and yet they often
don’t get what they need. All too often we offer
services in isolation and our care system is very
difficult to navigate, particularly at times of crisis.
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Our system is shaped in a way which often does not
meet people’s needs. Changing and growing demand,
increasing public expectations, new technologies and
workforce challenges all call for a new approach.
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Integrating and sustaining health and care services
across primary, community, acute and specialist
settings of care is a complex challenge which
requires a new level of collaboration amongst health
and care partners.
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Integrated Community Services
Liverpool has established 12 neighbourhoods for the delivery of integrated services for communities of
around 30-50,000 people. This localism enables partners across primary care, community services, social
care and the voluntary sector, working in collaboration with residents, to understand and respond to the
needs of each neighbourhood.
We will adopt population health management
approaches to identify “at risk” groups and
use this insight to redesign and target
interventions to prevent ill health and to
improve care and support for people with
on-going health conditions.
The model for Integrated Community Teams (ICTs)
has been tested in two pilot communities, the
learning from which informed a full roll out in the
city’s 12 neighbourhoods from October 2019.
Key features of the model:
• Case management via a Care Co-ordinator to
wrap services around the needs of people with
long term conditions;
• Single integrated point of access, ensuring
assessment and personalised care planning,
particularly for people at risk – the frail elderly,
people with an enduring mental health problem
and complex, multiple health conditions;

• Speciality community staff and hospital
consultants working alongside Integrated
Care Teams;
• More effective engagement and partnership
with voluntary and community sector
providers in neighbourhoods;
• Primary and community services making
better connections to the communities they
serve to harness existing strengths and to
build individual and community resilience;
• Better access to and use of technology
to enable integrated working.
• Commissioners and providers adopting
health management approaches to identify
and respond to the needs of at-risk individuals
and groups.

Sustainable Primary Care
Primary care is the cornerstone of the NHS; GPs are local, accessible, and offer a personal response
to patient needs. However, demand for primary care continues to rise and it is becoming more of a
challenge to manage demand.
As general practice transforms, we will retain
the very best in how it currently operates,
whilst finding ways to reduce variations in
access, quality and scope of services, with GPs
seeking these solutions collaboratively through
Primary Care Networks.
We will develop the model of care for primary
care, ensuring that GPs and other professionals
have a manageable and appropriate workload;
that primary care can attract and retain the
staff it needs and use its resources effectively
to achieve the best possible outcomes.
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In line with the NHS Long Term Plan,
commissioners will continue to make additional
investment in primary care to ensure it remains
sustainable and able to meet demand and
diversity in its responsibilities.
Significant additional investment will also be made
in technology-enabled care, to enable GPs to work
flexibly and increase capacity through remote
consultations and the use of apps, alongside
face-to-face contact.

Primary Care Network
Development
A key element to the successful
implementation of the One Liverpool
strategy is the creation of Primary Care
Networks (PCNs), which are new groupings
of GP practices typically serving 30,000 to
50,000 patients.
They are small enough to provide the
personal care valued by patients, but large
enough to have impact and economies
of scale through collaboration. They will
become key partners within integrated care
teams across the city’s 12 neighbourhoods.
To help our PCNs mature and thrive, health
and care partners will provide support as
they identify their development needs. PCNs
will receive national development funding,
supplemented by local investment to enable
early progress against their objectives; it is
important they are given time to mature.

Social Innovation
Traditionally, our focus has been in
providing clinical and social care. Whilst
this remains a priority, we need to do a lot
more to support people with the multiple
social, economic and lifestyle issues that
impact on their health and wellbeing.
We will implement an all-age social
innovation model which provides one
front door to a range of health enhancing
and supporting services, including antipoverty, wellbeing, economic inclusion,
rapid response, crisis resolution and
workforce development.
People will be signposted and referred to
a scaled-up and broader range of advice,
activities and practical support to help them
address the underlying issues that impact
their health and wellbeing.

Hospital and
Specialist Services
Liverpool is exceptional in the number of
acute and specialist provider trusts within
the city, many of which provide outstanding
care but are challenged in terms of service
duplication, variation in quality, experiences
of care and workforce gaps.
Demand for hospital services is growing due to
factors such as an ageing population and poor
population health. We will come together for
transformational change in hospital services
and infrastructure, as well as focusing on
improving the things that are important to
people; access, waiting times, quality, safety
and patient experience.
There are a number of service change
programmes in the pipeline that take forward
our shared principles for integrated and
improved primary, community, acute and
specialist services.
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Urgent Care
Liverpool has a large number of services
and sites where people access urgent and
emergency healthcare; public engagement
has highlighted how confusing the current
services are for patients.
Our vision is to put in place integrated urgent
care services that offer the right care in
the right place, first time. We are working
together to establish integrated communitybased urgent care services which offer better
access, simplicity, reduced duplication and
a greater range of services closer to home,
thereby reducing demand on our A&E and
ambulance services.

Outpatients
The national level of demand for outpatient
services has almost doubled in the last
decade and locally we benchmark poorly
against comparable cities.
We are undertaking a whole-system review
of outpatient services, exploring how we
can maximise opportunities from new
technologies and other ways to ensure high
quality and clinically effective care, provided
closer to home.

Liverpool Women’s Hospital
The Liverpool health and care system is strongly committed to finding a solution to the clinical
sustainability challenges faced by Liverpool Women’s Hospital.
A proposal to develop a new Liverpool Women’s
Hospital to be co-located with adult acute
services was put forward in 2017. Women are
living longer, having babies later in life and
advances in medicine mean that more women
are able to have children.
In gynaecological practice an ageing population
means that women are more likely to need
complex care, which can’t be delivered to
the required clinical standards at the current
hospital, as it is remote from other clinical
specialties provided by local acute hospitals.
The impact of this situation is that maternity
and gynaecological care is often sub-optimal
for the most seriously ill women. To date we
have not been able to secure capital funding
to build a new hospital. In the three years
since the case was first made, clinical risks
have become greater and the service is now
experiencing severe workforce shortages in
key clinical specialities.
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Liverpool Women’s Hospital provides both local
and specialist services which serve women
throughout the region.
If it is unable to sustain safe service delivery and
retain highly specialist medical staff, there will
be a significant impact locally and in surrounding
areas, with the most poorly women potentially
having to access specialist and complex care
outside of the Cheshire and Merseyside area.
All Liverpool health and care partners are
in agreement that a new Liverpool Women’s
Hospital, co-located on an adult acute site,
would address these workforce, clinical safety
and sustainability issues for maternity and
gynaecology services, which are now reaching
a critical point.
We will champion the case for a new Liverpool
Women’s Hospital and lobby for the necessary
capital investment, subject to public
consultation. We will also put in place new
collaborative arrangements between partners
to mitigate clinical risks in the short term.

Acute and Specialist Services
The merger between Aintree University Hospital NHS FT (AUHFT) and Royal Liverpool and
Broadgreen University Hospitals NHS Trust (RLBUHT) in October 2019 created the Liverpool
University Hospitals NHS FT.
The merger provides a platform for further
consolidation of acute services, contributing
to the transformation of health and social care
across the city.
The two trusts duplicated over 20 clinical
services on two sites just five miles apart, which
is unsustainable and wasteful. Single service
teams with 24 hour, seven-day on call rotas
will be established, which will improve patient
experience and outcomes as well as facilitating
greater opportunities for patients to participate
in clinical trials; maximising research and
development capability and helping attract and
retain the best staff.
The consolidation of services for the new merged
adult acute trust is just one component of a
new long-term vision for all acute and specialist
services located in the city; incorporating the
city’s Knowledge Quarter, home to the largest
cluster of science, health, education, digital and
cultural expertise in the region.
Our acute and specialist hospitals, as centres
of excellence, will continue to come together
to innovate and protect specialist services for
Liverpool and the wider region.
For example, Liverpool’s Congenital Heart
Disease Partnership, involving Liverpool Heart
and Chest, Liverpool University Hospitals, Alder
Hey and Liverpool Women’s Hospitals, deliver
all congenital heart surgery for the north west,
enabling joined-up, lifelong support from
childhood into adult care.
This leading partnership means that Liverpool’s
hospitals attract the very best of cardiac
surgeons and cardiologists, and lead research
nationally and internationally.
The opening of the Clatterbridge Cancer Centre
on the city-centre hospital campus provides
opportunities to further integrate cancer care
and maximise the benefits of research.

Critical actions for acute and specialist
services include:
• Improving health outcomes: 24 deaths a year
from stroke will be avoided and significant
improvements in recovery outcomes will
be achieved by consolidating hyper acute
stroke services into a single comprehensive
stroke centre on one site, subject to public
consultation. This principle of specialising
in centres of excellence could be adopted
for other services, including spinal surgery,
cardiology and cancer.
• Reducing clinical variation: all patients will
benefit from best practice, consistent clinical
standards. For example, a new dedicated
fractured neck of femur unit will improve
outcomes, predominantly for frail elderly
people, with clear evidence that this will
reduce deaths.
• Improving equity of access: a new model for
all emergency surgery patients would deliver
the same pathway regardless of where they
receive care, leading to around 1,500 general
surgery patients spending around 1,700 fewer
days in hospital.
• Furthering integration: we will deliver more
services out of hospital in our communities
where there is evidence this will improve
outcomes and patient experience. For
example, more patients could have access to
home dialysis as a first choice of treatment by
combining the resources of both community
and hospital teams.
• Protecting services: we will work together
to improve and retain the excellent range
and quality of hospital services delivered in
Liverpool, to ensure we grow as a regional,
national and international centre of excellence
in clinical care and research.
As a result of joining up more hospital services
and greater out of hospital provision, it is
anticipated that the size of hospital estate
could be streamlined in future. We will agree a
long term vision and strategy for consolidating
inpatient services for more efficient and
effective delivery.
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RESPONDING TO THE NHS LONG TERM PLAN

10

In January 2019 the NHS Long Term Plan was
published, designed to ensure that the NHS is fit for
the future. The plan requires health and care systems
to come together to provide better, joined-up care in
partnership with local government.
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The One Liverpool Strategy is closely aligned
with the NHS Long Term Plan, which also
articulates priorities around mental health,
dementia, learning disabilities, cardiovascular
disease, diabetes, COPD and cancer.

The One Liverpool Strategy will support the
Cheshire and Merseyside Health and Care
Partnership plan, which sets out four objectives
for the whole footprint to come together
to deliver:

The One Liverpool Strategy does not focus on
single disease areas but does incorporate all
these priorities into our approach for population
health management, which segments the diverse
and multiple needs of different population
groups and responds with joined up, personalised
approaches across prevention, early intervention,
treatment and care.

• Zero suicide: improved mental wellbeing
and suicide prevention;
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• Zero stroke: reducing cardiovascular disease
and heart attacks;
• No harm from alcohol: reducing alcohol-related
health problems;
• No harm from violent crime: improving
community safety.

HEALTH AND CARE COMMISSIONING

11

NHS Liverpool Clinical Commissioning Group (CCG)
is responsible for planning and buying most NHS
services and Liverpool City Council is responsible for
commissioning all children’s and adult care services,
along with commissioning for prevention in areas
such as sexual health and substance misuse.
Both organisations are working towards becoming
a single health and care commissioner for Liverpool,
to strengthen our capacity, focus on commissioning
for better population health and achieve maximum
value for the health and care pound.
The direction of travel in Liverpool is for integrated
provision through the Liverpool Provider Alliance,
so it is important that we balance this
with strong, integrated commissioning.
From 2020/21 we will adopt a single outcomes
framework, align budgets, a shared operational
plan and we will begin establishing joint teams
and single leadership for priority areas.
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FINANCIAL SUSTAINABILITY

12

The health and care system continues to face
unprecedented financial challenge, which drives the
need for both commissioners and providers to deliver
improved productivity and to ensure that resources
are targeted for maximum value.

FROM A LOCAL NHS PERSPECTIVE,
A FIVE-YEAR FUNDING SETTLEMENT
PROVIDES GROWTH, FROM

£934m
£1.1bn
IN 2019/20 TO

BY 2023/24

LIVERPOOL CITY COUNCIL HAS SEEN A

63%
£436m

LOSS IN FUNDING, EQUIVALENT TO

A YEAR, FROM 2010 TO DATE
AND THERE IS A POTENTIAL

£57.6m
BUDGET GAP FOR 2020/2021

30

152

One Liverpool | Strategy 2019 - 2024

From a local NHS perspective, a five-year
funding settlement provides growth, from
£934m in 2019/20 to £1.1billion by 2023/24.
This clarity will enable the local system to plan
and to ensure rigorous and disciplined financial
management in order to achieve financial
balance for the NHS system by 2023/24.
We will use best practice, evidence and national
guidance to find ways locally to innovate to
reform the NHS payment system; new contracting
models will enable a move from funding based
on activity to incentivising for better population
health outcomes.
This will make it easier to redesign care across
providers and support preventive and proactive
models. Local NHS spending plans will reflect
and be consistent with the NHS Long Term Plan
to increase investment in mental health and in
primary medical and community health service
for the next five years.

LEADERSHIP AND GOVERNANCE

13

Achieving the ambitions within One Liverpool is
a challenge greater than the contribution of any
single organisation. Strong system leadership and
clear governance will be critical to success.
NHS and local authority leaders, alongside the
voluntary sector and wider strategic partners,
have recognised that we must collaborate rather
than compete.
Leaders across the health and care system need to
embody future-focused, inclusive leadership qualities
to improve overall performance and better population
health. We will create a leadership climate and
culture that lays the foundations for transformation
across the Liverpool health and care system.

Integrated commissioning is overseen by a Joint
Commissioning Group, which along with the
Provider Alliance, reports to the Integrated Care
Partnership Group. Oversight for the One Liverpool
Strategy is undertaken by the Liverpool Health and
Wellbeing Board.

New governance arrangements have been established
to underpin an integrated health and care system.
The Liverpool Provider Alliance represents all NHS
provider organisations, Liverpool City Council in its
role as a provider, representatives from the voluntary
and community sector, care homes and housing.
The Provider Alliance has taken leadership
responsibility for delivering the One Liverpool
Strategy and will be the forum through which
provider collaboration will continue to develop.

However, the Government’s austerity measures
continue to impact on local government.
Liverpool City Council has seen a 63% loss in
funding, equivalent to £436m a year, from 2010
to date and there is a potential £57.6m budget
gap for 2020/2021. Plans are being developed
to address the budget pressures that impact
social care − adults, children and young people
and public health, so we can continue to deliver
transformational change in line with the
One Liverpool strategic intentions.
The challenges of NHS financial constraint and
local authority cuts require innovative, wholesystem approaches, which take a long-term
approach to reducing demand and recognise the
connection between population health and a
vibrant economy.
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ENABLERS

14

13

WORKFORCE

ESTATES

DIGITAL TRANSFORMATION

INVOLVING OUR POPULATION

Liverpool has significant workforce challenges
across the NHS and in social care. The health
and social care sector is the biggest employer in
Liverpool, yet the investment in workforce and
our role in shaping the future workforce needs to
be strengthened.

Estates Liverpool is fortunate to have health
and care estates infrastructure with some good
quality health facilities. Recent investment in
capital improvements − the new Alder Hey,
inpatient mental health facilities at Clock View,
the Royal Liverpool hospital and the
Clatterbridge Cancer Centre represent excellent
physical assets for the city.

People today expect to have effective
and convenient digital access to services, records,
appointments and self-help. Digital innovation and
smart solutions also have the potential to improve
services, efficiency and health outcomes.

We want to involve people, communities
and stakeholders. Opening up two-way
engagement channels with our population enables
us to understand our health needs, experiences
and aspirations.

We will take an integrated approach to develop,
deliver, and scale up digital health and care.

Engagement and involvement will give us
essential insight to help people self-care, inform
service improvement and improve quality and
patient experience.

Liverpool has many advantages that support
our workforce ambitions; our young population
profile, the concentration of educational
establishments, and the rich variety of employers
across the health and care economy.
A workforce strategic partnership has been
established bringing together organisations from
the statutory, community and voluntary sectors
alongside higher education partners, Skills for
Care and Job Centre Plus.
The partnership provides a forum to develop,
and implement a workforce strategy for a highly
skilled, motivated, person-centred workforce.
We will develop our workforce so that the right
values, skills, education and knowledge are
embedded. Wherever possible we will join
up practice across organisations.
Recruitment and retention practices will be
integrated, including targeting and supporting
local people who are unemployed or entering
work from education. We will have a single
competency framework for staff across the
sector, linked to progression and development
opportunities and we will share approaches to
training and development.

Our aim is for the city’s whole NHS and wider
public estate to be fit for purpose and able to
meet future needs. We will work together and
innovate to ensure that our shared assets are
utilised to maximum effect and are flexible to
meet the changing needs of services as they
are redesigned and integrated. We will open
up our buildings to support communities
providing activities and engagement.
The acute trusts’ merger paves the way
for changes to the use of the estate at Aintree,
the city centre campus and Broadgreen, as single
services are brought together. Along with the
system’s demand for a new Liverpool Women’s
Hospital, these proposals will re-shape much
of the city’s hospital estate over the next
few years.
Despite investment, there are a significant
number of challenges: under-utilisation, a legacy
of high levels of maintenance, some estate
which is no longer fit for purpose and
opportunities for capital release through surplus
land and property.
The Liverpool Strategic Estates Plan focuses
on improvement and full utilisation of our
community assets to support delivery and expansion
by integrated neighbourhood teams. The plan will
also support the establishment of enhanced urgent
care services for the treatment of minor injuries
and illness as well as same-day Primary Care.
Despite significant investment in new
neighbourhood health facilities across the
city, 20% of primary care estate is not fit for
modern healthcare. We will bid for capital
investment for new/improved facilities,
particularly in the north and central parts of
the city, as part of an integrated estates plan.
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We have identified a number of digital
transformation themes:
EMPOWERING
PEOPLE:
We will extend and improve digital access for
patients, including appointments, prescriptions,
test results and personal health records. Health
and wellbeing information and signposting will
be accessible using apps and we will extend
Liverpool’s remote telemetry service.
BOOSTING QUALITY,
CAPABILITY AND EFFICIENCY:
We will provide digital assistance to enable
an agile and flexible health and care workforce,
including providing virtual access for GPs to
obtain specialised expertise and using advanced
data analytics to identify people most at risk
of poor health.
INNOVATION, SUSTAINABILITY
AND ECONOMIC GROWTH:

Collectively we will ensure that we are
accountable and services are shaped by the
people who use them. User involvement will
move from the margins to the mainstream
to inform planning, commissioning and
providing health services.
Our objectives for engagement
and involvement:
• Determining local need and aspirations −
listening to people in order to understand what
matters to them;
• Promoting health and reducing inequalities −
involving people in shaping ways to help them
to take better control of their own health and
wellbeing;
• Improving service design − using insight
from people’s experiences to improve services
and care;

We will continue to develop Liverpool’s
smart health and care sector to enable
innovative solutions and share best practice.

• Improving quality of care − systematically
gathering data and insight to learn and
understand what is working well and areas for
improvement and action;

IMPROVING INFRASTRUCTURE
AND CYBER SECURITY:

• Strengthening local accountability and
improving transparency − demonstrating that
we listen and respond.

We will ensure that our digital system is interoperable, paper-free, resilient and secure.
We will move to cloud-based services to enhance
resilience and establish infrastructure that
embraces new technology.
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FROM STRATEGY TO ACTION

We will widen the scope and intensity
of engagement and involvement; sharing
information widely, offering opportunities for
face-to-face conversations and using a wide range
of channels to seek views. We will co-ordinate our
efforts in a ‘do-once’ approach.
We will:
• Adopt a single set of principles for co-design;
• Translate the One Liverpool team ethos into an
integrated engagement delivery plan, harnessing
our collective efforts;
• Develop engagement leadership, skills,
capacity and collaboration to support
effective involvement;
• Establish an integrated engagement
infrastructure to support the do-once
approach, utilising best practice and diverse
channels, including:
• Digital channels
• Involvement methods such as citizen panels
and utilising local democratic infrastructure
community champions
• Involving communities of interest
on specific themes
• Continuing to develop strong VCSE
partnerships to reach those who experience
the greatest health inequalities and to ensure
inclusivity and fairness in VCSE involvement

HARNESSING RESEARCH
Historically, Liverpool has not capitalised
upon the wealth of clinical and academic assets
within our city to tackle mortality and ill health
through research, innovation and education.
This is now changing.
Liverpool Health Partners (LHP) represents
Liverpool’s academic health science system,
comprising four higher education institutions
(Edge Hill University, Liverpool John Moores
University, Liverpool School of Tropical
Medicine and the University of Liverpool)
and NHS organisations.
Partners are united behind a single mission,
to harness the strengths and opportunities
for improving population health and
economic productivity through research,
innovation and education.
Liverpool Health Partners (LHP) have developed
a set of priorities, across the life course, which
are aligned with the One Liverpool Strategy and
Liverpool’s Growth Plan.
Each LHP programme has been conceived with
a strong “theory of change”, from research
through to implementation, which provides
assurance that our strategy will have long
term impact and the significant involvement of
clinicians will ensure that theory is grounded in
the reality of front line delivery.

15

One Liverpool is a high-level strategy which defines
how the health and care system will come together
to achieve our ambitions for reduced health
inequalities and better population health.
Some of the improvements we aim to achieve are
generational and full benefit will only be seen
when today’s children and young people become
tomorrow’s adults. Therefore it is essential that
partners maintain continuity of purpose over the
next five years and beyond.
Although One Liverpool is focused in its ambitions,
the strategy does set out multiple, inter-related
actions that will contribute, along with the city’s
Inclusive Growth Plan, to the stretching outcome
improvements we have agreed.

All partners will adapt their organisational strategies
and align resources to come together to deliver at
system level. We will also establish mechanisms to
hold each other to account, as we need everyone to
play their part.
One Liverpool provides a platform for engagement
with people in Liverpool to establish what’s important
and of value to individuals and communities. This
insight will inform future planning and prioritisation
in delivering the ambitions contained in the strategy.

The strategy will inform a whole-system planning
and prioritisation approach that will identify short,
medium and longer term phases of delivery over
the next five years. This will be a dynamic process
that may flex as we evaluate the impact and
effectiveness of our actions in improving
population health.
Operational plans will be developed, setting out
what we intend to do year by year in delivering
the aspirations of One Liverpool.

• Harnessing the expertise and leadership of
clinicians in co-production and engagement
• Increasing opportunities to listen to
patients, families and communities.
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APPENDICES

16

Causes of Premature
Mortality in Liverpool
Cancer, cardio-vascular
disease and respiratory
conditions are the main
diseases that contribute to
early deaths in Liverpool:

Source: Public Health Epidemiology team, Liverpool City Council
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The main diseases that
rob people of healthy
years of life in Liverpool −

poor mental health,
cardiovascular and
respiratory disease

Source: Public Health Epidemiology team, Liverpool City Council
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If Liverpool
was a village of just 100 people...
Outcomes Ambition

10

5 -16 year olds
have a mental
health disorder

38

Children are
overweight or
obese by year 6

25

People take less
than 25 minutes of
excercise a week

6

People are
over 75

64

Adults are
overweight
or obese

4

Adults under
40 have Type
2 diabetes

30

Will die
from cancer

76

Is the avarage
age that men
will live to

33

Childeren live
in poverty with
their families

11

Will die from
heart disease

Premature Cancer Mortality Rate
Target to meet Life Expectancy Ambition

22

Are smokers

45

215

Rate per 100,000 <75 Popn

Adults suffer
from depression

People are living
with a long-term
condition

175

155
135
115
95

Liverpool Trend

Liverpool Forecast

England Trend

England Forecast

Liverpool Ambition

80

Is the average
age that women
will live to

20

Households
are fuel poor

Premature Circulatory Disease Mortality Rate
Target to meet Life Expectancy Ambition
130
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80
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50
40
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Premature Cancer Mortality
By 2023-2025, our target is
for 300 fewer early cancer
deaths, beyond the current
forecast. This would give
Liverpool a premature cancer
mortality rate of 127 deaths
per 100,000 population, which
would be 17% lower than the
current forecast.

195

75

Rate per 100,000 <75 Popn

19

To achieve our ambitious goal of halving the forecasted life expectancy gap with England by 2024 to 1.7
years we need to make in-roads in reducing the number of early deaths for Liverpool’s three biggest
killers − cancer, circulatory disease, and respiratory disease, which between them account for almost 7
out of 10 early deaths in the city. Reducing early deaths would come from a combination of preventative
approaches, a focus on wider determinants of health and improved clinical models of care. The goals for
reducing early deaths are detailed below.

Liverpool Trend

Liverpool Forecast

England Trend

England Forecast

Liverpool Ambition

Premature Circulatory
Disease Mortality
By 2023-2025, our target is
for 40 fewer early circulatory
disease deaths beyond the
current forecast. This would
give Liverpool a premature
circulatory mortality rate of 58
deaths per 100,000 population,
which would be 5% lower than
the current forecast.
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Premature Respiratory Disease Mortality Rate
Target to meet Life Expectancy Ambition
Rate per 100,000 <75 Popn

90
80
70
50
40

30
20
10
0

Liverpool Trend

Liverpool Forecast

England Trend

England Forecast

OUTCOME

1. Target Action on Health Inequalities

Reduce the life expectancy gap between Liverpool
and England
Reduce premature mortality for cancer, CVD and
respiratory disease
Reduce premature mortality for those with
protected characteristics
Reduce poverty in dependent children under 20
Reduce 16/17 year olds not in education

Premature Respiratory
Disease Mortality
A linear forecast suggests
that Liverpool’s premature
respiratory disease mortality
rate is going to increase
by 2024. Our ambition is
to maintain the current
rate of 66 deaths
per 100,000 population.
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OBJECTIVE

Increase economic activity amongst 16-64 year olds
Improve Wellbeing
Increase the number of people with personal health
and care budgets

2. E
 mpowerment and Support
for Wellbeing

Liverpool Ambition

Improve control over daily life
Improve the number of carers and service users over
18 receiving self-directed support
Increase the % of service users receiving
direct payment
Reduce infant mortality rates
Improve school readiness
Stop decline in smoking prevalence

Infant Mortality
In 2015-17, there were 117 infant deaths. By 2023-25 a 33% reduction would equate to a decrease of 39 deaths.

Reduce childhood obesity prevalence

3. R
 adical Upgrade in Prevention
and Early Intervention

Reduce adult obesity prevalence
Reduce physical inactivity

Measuring Success

Reduce alcohol related admissions to hospital

The table on the following page sets out the key measures of success for improved population health.
Our detailed plans will set out trajectories for these measures over the next five years.
We will also measure our financial health, quality improvement and performance in meeting
the requirements of the NHS Constitution and local authority measures.

Increase early detection and secondary prevention
for Cancer CVD and Respiratory
Improve quality of life at all ages
Improve mental wellbeing

Our measures of success will be informed by the NHS Outcomes Framework. New measures reflect
the expectation on the NHS to support employment for people with long-term health conditions.
There is also a greater emphasis on prevention and patient experience outcomes. The NHS Outcomes
Framework can be accessed from: www.digital.nhs.uk.

Improve control over daily life
Increase people dying in place of choice
Reduce AED attendances and emergency admissions
Reduce Delayed Transfers of Care

4. Integrated and Sustainable
Health and Care Services

Reduce length of stay in hospital
Reduce falls and fractures
Reduce admissions to residential and nursing homes
Reduce loneliness and social isolation
Improve patient experience
Reduce outpatient appointments
Reduce cancer waits
Reduce referral to treatment times
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NHS Liverpool Clinical
Commissioning Group
The Department
2 Renshaw Street
Liverpool
L1 2SA
0151 296 7000
enquiries@liverpoolccg.nhs.uk
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Report no: GB 07-20
NHS LIVERPOOL CLINICAL COMMISSIONNIG GROUP
GOVERNING BODY
TUESDAY 14th JANUARY 2020
Title of Report

Lead Governor
Senior
Management
Team Lead
Report Author
Summary

Recommendation

Proposal to commence a process to inform a
decision for a potential merger of the four
North Mersey CCGs – NHS Knowsley, NHS
Liverpool, NHS Southport and Formby and
NHS South Sefton
Jan Ledward, Chief Officer
Carole
Hill,
Director
of
Communications and Integration

Strategy,

Carole
Hill,
Director
of
Strategy,
Communications and Integration
This paper sets out a case for change and a
proposal to commence engagement on the
potential to merge the four North Mersey
CCGs, to inform a final proposal for
consideration and decision through CCG’s
Governance in March 2020.
That Liverpool CCG Governing Body:
 Supports the case for change;
 Supports the preferred option for a single
CCG commissioner serving the North
Mersey population;
 Endorses commencement of stakeholder
engagement to inform a final proposal to
the Governing Body in March 2020.

Relevant
standards/targets

NHS Long Term Plan
Delivery of CCG statutory responsibilities
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1.

PURPOSE
The purpose of this paper is to set out the case for change for a potential
merger of the four ‘North Mersey’ CCGs – NHS Knowsley, NHS Liverpool,
NHS Southport and Formby and NHS South Sefton CCGs. The paper
also describes next steps, including engagement with key stakeholders, to
inform a final decision by the CCG Governing Body in March 2020.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Supports the case for change for a merger;
 Supports the preferred option for a single CCG commissioner serving
the North Mersey population;
 Endorses commencement of stakeholder engagement to inform a final
proposal to the Governing Body in March 2020.

3.

INTRODUCTION
Across England, Clinical Commissioning Groups (CCGs) are reviewing
how they could strengthen collaborative working arrangements, leading to
many CCGs’ forming new configurations, including formal merger. This
trend has gathered pace in light of the NHS Long Term Plan, which set
out expectations for streamlined commissioning functions over larger
geographical footprints. In addition, there is a requirement for CCGs to
achieve a 20% reduction in running costs.
This document articulates the case for change and the objectives of
streamlined NHS commissioning across the North Mersey footprint. The
primary objectives are for commissioning to have greater impact in
improving health and wellbeing for the North Mersey population and to
facilitate improvements in quality and people’s experiences of health
services. A North Mersey commissioner would also enable running cost
reductions and maximise use of financial and non-financial resources
across the whole health system.
The ambitions and intentions of CCG commissioners are articulated in the
place plans for Knowsley, Liverpool and Sefton. The proposal to join up
NHS commissioning will strengthen the influence, capacity and capability
for commissioners to realise these local ambitions as well as having a
unified, strategic commissioner shaping the whole North Mersey health
system.
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Given the above factors, each CCG has developed options appraisals of
the key factors to be considered which have subsequently then been
considered with the membership of each organisation. The results of this
process have indicated a preferred option to explore the potential of a
merged North Mersey commissioning body consisting of the CCG’s as
stated.
This paper describes a number of elements including the options
considered by NHS Liverpool CCG and the process by which these were
appraised, the case for change (which for the reasons outlined applies
across all CCGs) and the steps in the process should the CCGs agree to
proceed to a merger.
South Sefton, Southport & Formby and Knowsley CCGs will present
papers through their own governance arrangements over the next three
weeks and it is worth noting that as Knowsley CCG is also a member of
the Mid Mersey Health Economy, its approach will also take account of
any new developments that would influence the options previously
considered by the organisation.
This document sets out the policy context for CCG mergers; the NHS
England criteria for approval of a merger; the process, milestones and
timescales and the stakeholder engagement process for Liverpool CCG.
4.

NORTH MERSEY CCGS’ OVERVIEW
The four North Mersey Clinical Commissioning Groups: – NHS Knowsley
CCG, NHS Liverpool CCG, NHS Southport & Formby CCG and NHS
South Sefton CCG, have a long history of collaboration, with the majority
services they commission provided by the same NHS Trusts for their
combined registered population.
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Population1
125,350

Population
155,656

Southport &
Formby CCG

South
Sefton CCG

Population
540,581

Liverpool
CCG
Knowsley
CCG

Population
166,119

North Mersey is one of the most deprived areas of the country, with more
than 4 out of 10 residents living in the 10% most deprived neighbourhoods
in England. Deprivation is strongly associated with poor health outcomes
from childhood through to old age. People in North Mersey live shorter
lives than the national average and spend a greater proportion of their life
living with disability and poor health. Despite the best efforts of the health
and care system, health outcomes for our population are not improving
and the inequalities gap is widening. Partners across commissioning and
provision are committed to greater collaboration, including joining-up
commissioning to address the huge challenges we face.
The infographics below provide a clear overview of the similarities in the
health needs of our populations. Full-page versions are at Appendix 1.
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A review of patient flows into acute, specialist, mental health and
community services for each CCG provides evidence that the majority of
North Mersey patients flow to the same services, particularly for elective
care delivered by Liverpool University Hospital and community and mental
health services delivered by Mersey Care. Southport and Formby
patients, as expected, flow predominantly into Southport and Ormskirk
hospital for acute services, but having a single commissioner would
facilitate opportunities for greater system collaboration.
This data reinforces the case for a unified, single North Mersey strategic
commissioner, better able to reduce variation in quality and access and to
influence improved outcomes for patients across the North Mersey
footprint.
The diagram below represents a scaled overview of the flow of patients
into local services.
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Detailed patient flow data is at Appendix 2.
North Mersey commissioners have a long track record of collaboration,
evidenced by a number of partnerships for improvement. In recent years,
the CCGs have worked in partnership on proposals for a new Liverpool
Women’s Hospital, a single trauma and orthopaedics service, plans for
the establishment of single services across our two adult acute sites, a
review of urgent care and hyper-acute stroke services. The CCGs also
work collaboratively on programmes for improvement in mental health,
cancer and long term conditions.
Although there are three senior leadership teams across the four CCGs,
recent staffing challenges have led to opportunities to share skills and
capacity, including a shared Chief Finance Officer and collaborative
contracting arrangements between Liverpool and Knowsley CCGs, as well
as a shared Lead Nurse between Liverpool and the two Sefton CCGs.
5.

NATIONAL POLICY
The NHS Long Term Plan provided direction for the future roles and
configuration of CCGs in England:
‘… [ICSs will grow from] … the current network of Sustainability and
Transformation Partnerships (STPs). ICSs1 will have a key role in working
with Local Authorities at ‘place’ level and through ICSs, commissioners

1

Integrated Care System
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will make shared decisions with providers on how to use resources,
design services and improve population health (other than for a limited
number of decisions that commissioners will need to continue to make
independently, for example in relation to procurement and contract
award).
‘Every ICS will need streamlined commissioning arrangements to enable
a single set of commissioning decisions at system level. This will typically
involve a single CCG for each ICS area. CCGs will become leaner, more
strategic organisations that support providers to partner with local
government and other community organisations on population health,
service redesign and Long Term Plan implementation.’ 2
Our Integrated Care System is the Cheshire and Merseyside Health and
Care Partnership, which is one of the largest in the country. Due to the
size and diversity of the partnership, it is proposed that commissioning
arrangements would require more than one CCG. It is anticipated that
Cheshire and Merseyside will have around three to five CCGs. NHS
England has already authorised a single CCG for Cheshire, to be
established from April 2020. The new configuration of CCGs that emerges
would be required to work collaboratively across the whole Cheshire and
Mersey health and care system.
6.

MERGER OBJECTIVES
NHS Policy, articulated in the NHS Long Term Plan, seeks to advance
health and care system integration through the development of
partnerships at local level. North Mersey has three ‘place’ partnerships
that are coterminous with the local authority areas of Knowsley, Liverpool
and Sefton. Each partnership brings together NHS organisations, the
local authority and other partners to take collective responsibility for
improving population health, managing shared resources, developing
integrated services, improving quality and managing patient flows.
A key consideration will be to determine how streamlined commissioning
across a bigger footprint can retain a local focus within place-based health
and care partnerships as well as enabling scaled up commissioning
functions, where appropriate, across a bigger footprint. Clarity will be
essential in determining the distribution of commissioning functions at
place, North Mersey and for Cheshire and Merseyside and must be
reflected in commissioning governance, to preserve local accountability
and the maintenance of effective partnerships and stakeholder
relationships at all levels.

2

NHS Long Term Plan https://www.longtermplan.nhs.uk/
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The objectives of the proposed merger would be to:
a) Improve health outcomes for the North Mersey population through
streamlined, strategic commissioning;
b) Improve

the

quality

and

experience

of

health

services;

c) Reduce unwarranted variation in access to services and clinical
policies;
d) Devolve greater responsibilities to Primary Care Networks and
neighbourhood-level provision to enable and accelerate the
implementation of integrated care for communities;
e) Integrate health and care commissioning at place level, working in
partnership with each of the three North Mersey local authorities;
f) Address financial pressures and maximise the value of the North
Mersey health and care pound;
g) Support a 20% reduction in CCG running costs by 2020;
h) Better utilise workforce assets; providing system leadership, greater
capacity and efficiency;
i) Reduce administrative duplication and simplify decision-making;
j) Support the Cheshire and Merseyside Health and Care Partnership to
deliver shared priorities;
k) Create capacity to accept delegated authority for the commissioning of
other NHS England commissioned services.
At the centre of integrated care plans is the creation of local place-based
arrangements built up from population footprints, focusing care on
communities of circa 30,000-50,000 people. The development of
integrated care in communities would complement the development of a
single North Mersey CCG, bringing together some functions as a strategic
commissioner for a larger population, but adopting the principle of
subsidiarity by commissioning as much as possible at a place level, jointly
with local authority commissioners.
A North Mersey Strategic Commissioning organisation would focus its
functions on strategy, commissioning and contracting models for better
population health outcomes, holding the local system to account for
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performance, involving the population in co-design and decision making
and securing shared support services.
A North Mersey Commissioner would retain clinical engagement at the
core. The new CCG would continue to champion clinical leadership and
evidence-based approaches.
7.

FINANCIAL OVERVIEW
The table below provides an overview of the resources of each CCG as at
March 2019. A more detailed analysis will be produced to inform the
development of a proposal for engagement and a decision.
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8.

BENEFITS AND RISKS
It is important to identify and appraise the benefits and risks of the
proposal to enable CCG Governing Bodies and memberships to take an
informed view in making a decision. An assessment of the benefits and
risk are set out below:
Benefits
 Improved Health Outcomes
By streamlining commissioning, health and care partners across North
Mersey could work more effectively and efficiently together to improve
healthcare, tackle health inequalities, reduce variation and improve quality
and access. A strategic commissioner would focus on commissioning for
population health rather than transactional commissioning, using new
models and incentives for providers to develop integrated services across
organisational boundaries and settings of care.
 Clinical Leadership
The skills and capacity of scarce clinical leadership in commissioning
could be better utilised and applied more equitably. Bringing together
clinical leaders with distinct skills and experience would broaden the
influence of clinical commissioning across the North Mersey health and
care system.
 Consistent Commissioning
Shared commissioning strategies, plans and clinical policies across North
Mersey would improve consistency and embed best practice to influence
service integration, reduce variation and provide clarity for clinicians and
patients.
 Stronger Commissioning Leadership
The strength of a single North Mersey NHS commissioner would
complement the alliances developing in the provider environment - in
primary care, community and acute services. Single commissioner
functions for quality and performance management across North Mersey
would also strengthen commissioner oversight and support achievement
of NHS constitutional standards.
 Transformation and Innovation
Adopting new commissioning models and streamlined governance across
the bigger footprint would increase the pace of transformation for
improved health outcomes. Joining up resources would provide greater
capacity for innovation, which would also attract and retain CCG clinical
leaders and workforce.
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 Running Costs
CCGs are required to make a 20% saving in running costs by 2020/21.
The ability of individual CCGs to achieve this is a challenge. Establishing
a single commissioning infrastructure would reduce duplication, the
savings from which would be diverted into front line care. Savings would
also be made by having a single North Mersey CCG Governing Body.
RISKS
 Loss of Localism
The rationale for clinical commissioning in the Health and Social Care Act
(2012) was that GP-led CCGs would better understand and meet the
particular needs of their population. By streamlining commissioning across
a bigger footprint, there is a risk that this localism could be diluted. The
direction of travel articulated in the NHS Long Term Plan is for integrated
health and care systems, with commissioners taking a strategic role and
transactional commissioning and delivery devolved to alliances of
providers. A North Mersey CCG commissioner would adopt the principle
of subsidiarity; establishing joint commissioning arrangements at ‘place’
with each local authority for the majority of services, overlaid by
streamlined commissioning functions across the North Mersey footprint.
 Financial Strategy
Each CCG has a financial allocation based upon a national formula
reflecting local need. A North Mersey CCG would review the allocation of
resources, informed by the baseline position of the CCGs. The CCG’s
financial strategy would seek to level-up investment on a like for like basis
and to direct funding to ensure equity, based upon population need and
outcome ambitions. There may be a perceived risk to be managed about
the impact of this strategy on CCG providers and each population.
 Change Process
The coming together of the CCGs could be disruptive to the delivery of
core functions and priorities during the transition period. Implementation
may also incur non-recurrent establishment costs. The CCGs have
secured transitional funding from NHS England to provide dedicated
programme resources, which would ensure that core functions and
responsibilities are not put at risk.
9.

OPTIONS FOR FUTURE FORM
The four CCGs have been involved in a process to identified and
appraised options for a potential future organisational form, including one
or more considering options outside the North Mersey footprint.
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The criteria that informed the development of options for NHS Liverpool
CCG:







Improve health outcomes for our population and reflect patient flows
Optimise our ability to engage and involve our population
Support health and care commissioning integration with local
authorities
Improve operational utilisation and reduce workforce duplication
Improve the financial position and deliver value for money
Support wider system collaboration at place, North Mersey and
Cheshire and Mersey level.

The appraisal produced a list of all possible options:
Option
1 Do nothing – retain 4 North Mersey CCGs
2 North Mersey shared management teams for specific and limited
work programmes, maintaining four statutory CCGs
3 North Mersey single senior management team overseeing a shared
work programme, but maintaining four statutory CCGs
4 Two or three North Mersey 3 CCGs adopt any of the above
arrangements
5 Four North Mersey CCGs merge into a single CCG
6 Each of the four North Mersey CCGs merge with their Local
Authority
7 All CCGs in Merseyside (including Halton and St Helens) merge into
one CCG
8 Merge all Cheshire & Merseyside CCGs into one CCG
Option 1 – do nothing: this is not a sustainable position in light of the
requirements of the NHS Long Term Plan for CCGs to streamline
commissioning to enable a single set of commissioning decisions at
system level. This option would also not enable a 20% reduction in
running costs.
Option 2 – shared management team for limited programmes: this
would enable more joined up working on a small scale. To some extent,
this is already the case, with existing collaborative North Mersey
programmes for acute hospital reconfigurations and cancer programmes.
The impact in improving health outcomes across the North Mersey
population would be limited and this would not reduce running costs or
administrative bureaucracy, as all governing bodies would be maintained.
It would also be a challenge in terms of decision-making, as governing
bodies could take different positions.
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Option 3 – a single senior management team overseeing a shared
work programme across 4 CCGs: this would enable a whole system
commissioning approach that would influence better population outcomes.
It would have some impact in reducing management costs but it would
entail workforce re-structuring across separate organisations to establish
single commissioning functions and a shared work programme. This
would prove challenging from an organisational development perspective
in that there would be multiple employers. The maintenance of all
governing bodies and memberships would be a challenge to streamlined
decision-making and management capacity. There would be marginal
running cost savings but the costs of retaining all governing bodies would
remain.
Option 4: Two or three North Mersey 3 CCGs adopt any of the above
arrangements: if one or more CCG chose to opt out of a North Mersey
shared management arrangements it would dilute any benefits and it
would particularly impact on the ability to commission strategically across
what is a ‘natural’ health and care system with similar populations and
patient flows. A smaller configuration of CCGs would not be able to
maximise running cost efficiencies and the CCGs that did not merge
would not be able to make 20% reductions in running costs without destabilising their commissioning functions.
Option 5: Four North Mersey CCGs merge into a single CCG: a
merger would reduce duplication and inconsistency in commissioning
approaches and reflect patient flows. It would create the environment for a
strong strategic commissioner to drive integration and better population
health. A single CCG would provide the opportunity, through the
establishment of single strategic commissioning functions and a single
board and membership, to meet 20% running cost reductions and for this
to be implemented equitably as a single employer. Governance and
decision-making would be streamlined, with clinical representation from
each place. A single organisation would enable joined-up engagement
with and involvement from the North Mersey population. A North Mersey
CCG would be able to partner and influence Cheshire and Merseyside
Health and Care Partnership strategy and plans.
Option 6 - Each of the four North Mersey CCGs merge with their
Local Authority: this option would streamline commissioning of health
and care within each place but it would not enable streamlined
commissioning of services across North Mersey, which is the footprint for
NHS patient flows. Whilst there is support from local authorities for greater
integration of commissioning at place level, progress is at different stages
in each place and the models for integration may vary.
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Option 7 - All CCGs in Merseyside (including Halton and St Helens)
merge into one CCG: a larger scale merger would deliver greater
running cost reductions, but this footprint does not reflect a natural health
system for Liverpool or the two Sefton CCGs in terms of established
collaboration, partnerships and patient flows. An organisational change of
this size would be more disruptive due to the greater number of
organisations and less mature collaborative commissioning relationships.
The organisational development challenges would be significant in terms
of establishing a single workforce with little track record of joint working,
distributed over a large geographical footprint. This option would deliver
running costs savings but it would be at the expense of proximity to
communities and the ability to focus on one health and care system.
Option 8 - Merge all Cheshire & Merseyside CCGs into one CCG: the
challenges detailed in option 7 would be magnified across a Cheshire and
Merseyside footprint. Although this would be coterminous with the
Cheshire and Merseyside Health and Care Partnership, it would
encompass nine health and care systems with diverse populations and
very different needs and issues. The Cheshire CCGs have recently been
authorised to merge from April 2021, so their attention will be establishing
and consolidating streamlined commissioning within their footprint.
The output from options appraisal is to recommend Option Five: Merger
of the four North Mersey CCGs as the preferred option. This option
most closely meets the assessment criteria, with the potential to maximise
benefits and mitigate risks. The preferred option is also informed by
engagement conducted to date with the Governing Body, stakeholders,
GP membership and NHS England.
The assessment grid for all options is at Appendix 3.
10.

TRANSITIONAL ARRANGEMENTS
In April 2019, NHS England published updated guidance for CCGs
applying to change their constitution, merge or be dissolved.3 The
guidance states that mergers may only take effect from the beginning of a
new financial year (1 April). Formal applications should be made to the
Regional Director by 30 September for the merger to take place on 1 April
the following year.
Subject to approval, a merger application would be made by September
2020 for a single North Mersey CCG to be established in April 2021.

3

https://www.england.nhs.uk/wp‐content/uploads/2019/04/procedures‐ccgs‐constitution‐change‐merger‐
dissolution.pdf
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It is also proposed that the CCGs would prepare for a merger by
establishing transitional arrangements in 2020/21 that would enable the
establishment of new leadership and management in advance of the
formal change from 2021/22. This would allow a smooth transition and
enable commissioners to move at pace in shaping the environment for
North Mersey health and care transformation and the system changes
articulated in place-based strategies.
Transitional arrangements would see the appointment of a single
Accountable Officer and a shared senior leadership team, no later than 1st
October 2020, and only as an agreed step to full merger by April 2021.
This will give six months for the development and mobilisation of the new
North Mersey CCG, if authorised by NHS England.
11.

NHS ENGLAND PROCESS
There are provisions under section 14G of the Health and Social Care Act
(2012) allowing for mergers of CCGs, with specific requirements set out in
the CCG Regulations 2012. CCGs have a legal right to apply for a merger
and there are specific legal factors and further criteria that NHS England
would consider when deciding whether to agree a merger.
The process to merge two or more CCGs will require the commitment and
leadership of the existing CCGs’ governing bodies. The existing CCGs
would need to direct sufficient resources to the merger, including
establishing a programme management office (PMO), in recognition that
this is a significant change programme. However, NHS England states
that the merger should not unduly distract from business as usual,
including delivering core performance standards and achieving financial
balance.
NHS England has a statutory duty to authorise any new CCG and will
make reasonable requests for information and assurances from the
existing CCGs to do so.
Following conditional authorisation, NHS England would require
assurance on progress from the existing CCGs throughout the merger
preparation process to ensure that all necessary action has been taken to
confirm the establishment of the new CCG.
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The NHS England guidance highlights a range of factors for the regulator
to consider in assessing a merger application:
 Alignment with (or within) the local STP/ICS: to provide the most
logical footprint for local implementation of the NHS Long Term Plan,
and to provide strategic, integrated commissioning to support
population health. The merger application should set out how the
proposed new CCG would work with local partners outside the footprint
with which it has significant working relationships.
 Coterminosity with local authorities: there is a presumption in favour
of the proposed new CCG being coterminous with one or more uppertier county council or unitary local authority. CCGs must demonstrate
how the merger would be in the best interests of the population. CCGs
must demonstrate that they have effectively consulted with the relevant
local authorities regarding the proposed merger, and have recorded
and responded to local authority views. They should also show how
they have/will put in place suitable arrangements with local authorities
to support 3integration at ‘place’ level.
 Strategic, integrated commissioning capacity and capability: in
line with legal requirements, CCGs must demonstrate that they
have/will develop the leadership, capacity and capability for strategic,
integrated commissioning for their population. This will include
population health management, new financial and contractual
approaches that encourage integration, and developing place based
partnerships.
 Clinical leadership: in line with legal requirements, the existing CCGs
must demonstrate how the proposed new CCG will be a clinically led
organisation and how members will participate in its decision-making.
 Financial management: in accordance with legal requirements, the
existing CCGs must show how the new CCG will have financial
arrangements and controls for proper stewardship and accountability
for public funds.
 Joint working: ideally, a merger should build on collaborative working
between the existing CCGs and represent a logical next step from
current arrangements. The merger application should show progress
on joint working to date, and must show how the existing CCGs intend
to resource and manage the merger process.
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 Ability to engage with local communities: assurance is required that
the move to a larger geographical footprint will not be at the expense of
the CCG’s ability to engage with and consider the needs of local
communities.
 Cost savings: where possible, the existing CCGs should show how
collaboration and joint working to date has contributed to cost savings;
they must also show any further cost savings projected to result from
the merger, and when and how cash released will be re-invested.
 CCG Governing Body and membership approval: the merger
application must show evidence of approval by each Governing Body
and for North Mersey; we will require approval from CCG
Memberships, as set out in constitutions.
12.

STAKEHOLDER ENGAGEMENT
Changes to CCG footprints and associated arrangements, including
mergers, do not require a formal consultation. However, it is important
that key stakeholders, including CCG memberships, staff, Local
Authorities, Local Medical Committees and Healthwatch, support the
proposal.
A detailed stakeholder engagement plan is being developed for this
proposal.

13.

INDICATIVE PLAN AND TIMESCALES
An indicative plan and timescales are set out at Appendix 5.

14.

STATUTORY REQUIREMENTS
(only applicable to strategy & commissioning papers)
14.1 Does this require public engagement or has public engagement
been carried out? No
i.

If no explain why
The requirements for engagement are set out in this paper.
Engagement requirements extend to staff, GP memberships
and stakeholders. However, we will communicate intentions
and plans to patients and public and welcome questions and
comments.
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ii.

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

14.2
iii.
iv.

Does the public sector equality duty apply? Yes/no.
If no please state why
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.
An EIA will be produced as part of the process.

14.3

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 paper sets out how a potential merger would simplify
systems and processes, decision-making and achieve running
cost reductions of 20%. The proposal provides economic and
social benefits for patients and populations.

14.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities.
Set out in the benefits section of the paper.
15.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
The proposal will facilitate running cost reductions of 20% and
sustainable efficiencies through streamlining commission.

16.

CONCLUSION
This document sets out the case for change and an assessment of all
considered options, with an identified preferred option of a merger of the
four North Mersey CCGs.
Subject to agreement of the recommendations in this paper, the CCG
would commence engagement with membership, staff and key
stakeholders to inform a decision which, if approved, through all CCG’s
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Governance processes, would lead to a merger in April 2021, subject to
NHS England approval.
The CCG must demonstrate how streamlining commissioning will facilitate
better population health, improved quality and patient experience,
alongside the requirements on the CCG to maximise efficiency and
effectiveness and reduce management costs.
A merger would be implemented in a way that balances the benefits of
strategic commissioning across a bigger footprint, where appropriate, with
a keener focus on places, by joining-up commissioning with local
authorities to facilitate integrated health and care.
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Appendix 1 – North Mersey Population Health
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Appendix 2 – North Mersey Patient Flows
Outpatients

Patient Flows - Elective Care
Page 24 of 37

182

Page 25 of 37

183

Patient Flows - Non-elective
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Patient Flows - Accident and Emergency Type 1 and 2
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Patient Flows – Mental Health
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Appendix 3- Options Appraisal - Liverpool CCG
Improves
Optimise the Integration and
Option 1
outcomes for
population
and aligns with
patient flow

ability to
engage
population

Do nothing
– 4 CCGs
remain
Configuration
does not reflect
patient flows
across the 4
CCGs
Retains the
postcode lottery
of
commissioning
due to variation
in services and
access

Not able to
have a single
conversation
and
engagement
approach
lacks
consistency

development of
joint
commissioning
with local
authority

This option
would retain
current
inconsistent
joint
commissioning
arrangements,
which do
require further
development
to support an
integrated
health and
care system

Operational
utilisation and
reducing
duplication
workforce

Currently
significant
duplication in
respect of
governance,
leadership and
CCG functions
e.g.
safeguarding,
contracting
and
procurement

Improve
financial
position and
deliver value
for money

Would not
contribute to
any
improvement
in overall
financial
position for
each of the
four CCGs,
providing no
solutions in
reducing
running costs
by 20% from
20/21

Support wider
system working
e.g. emerging
provider
alliances C&M
partnership

Risks

Joint working
required across
North Mersey to
streamline
commissioning
within the local
health and care
system & C&M
Partnership.
Providers have
to work with 4
CCGs and are
frustrated at
duplication,
postcode
variation and
bureaucracy in
areas such as
contracting,
quality and
performance

Could put at risk
future fulfilment
of statutory
obligations for
some CCGs
Instability in one
CCG would
impact on all
CCGs
CCGs could
become
unsustainable
due to inability
to secure
clinical
leadership
recruit GP
members to
GBs
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Option 2

Improves
outcomes for
population
And alignment
with patient
flow

Shared
management
teams for
specific
work
This would
programme
require 4 CCG
maintaining
governance
4 CCGs
structures.
Ability to make
different
decisions
affecting North
Mersey
population.
Does not
maximise the
ability to
streamline all
commissioning
for better
population
health

Optimise the
ability to
engage
population

Would enable
opportunities
for joined up
conversation
and
engagement
approach, but
also a risk of
inconsistency
across CCGs

Integration and
development of
joint
commissioning
with local
authority

This option
does not
provide new
opportunities
for effective
joint
commissioning
as scope is
narrow

Operational
utilisation and
reducing
duplication
workforce

Some
reduction in
duplication in
specific
programmes
Significant
duplication
would remain
in respect of
governance,
engagement
leadership and
CCG functions
which could
not be shared`

Improve
financial
position and
deliver value
for money

Minimal impact
in reducing
running costs
Would not
contribute to
any
improvement
in overall
financial
position

Support wider
system working
e.g. emerging
provider
alliances C&M
partnership

Risks

Would not
support North
Mersey system
working beyond
the shared work
programme
It would dilute
the ability to
engage with
C&M
Partnership.
Shared
programmes
would require
governance for
delegated
decision-making
with
programmes
needing to be
agreed by all
governing
bodies

This option
would also put
at risk the future
fulfilment of
statutory
obligations for
some CCGs
Instability in one
CCG would
impact on all
North Mersey
CCGs
One or more
CCGs could
become
unsustainable
due to inability
to secure
clinical
leadership and
recruit GP
members to
Risk of different
board decisions
for shared
programmes
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Option 3

Joint senior
management
team
managing a
shared
programme,
supporting 4
Memberships
& Governing
Bodies

Improves
outcomes for
population
And aligns
with patient
flow

This would
enable
streamlined
commissionin
g for better
population
outcomes and
reflects
patient flows
Ability to
make
different
decisions
affecting
North Mersey
population.

Optimise the
ability to
engage
population

Integration and
development of
joint
commissioning
with local
authority

This option
would require
development
Would enable
of place based
opportunities
arrangements
for joined up
that could
conversation
stretch
and
capacity
engagement
alongside
approach but
managing four
also a risk of
governing
inconsistency
bodies. Joint
across CCGs
Commissionin
g approaches
could vary

Operational
utilisation and
reducing
duplication
workforce

Duplication in
respect of
governance.
Would require
workforce restructure to
align with
shared
programmes,
but 4
employers
retained
Shared
functions
required for
procurement,
contracting,
engagement,
finance,
safeguarding,
quality etc.
Servicing four
board would
be an
inefficient use
of senior
management
resources

Improve
financial
position and
deliver value
for money

Would slightly,
improve
running cost
position, but
would not take
out
governance or
Board costs for
four CCGs

Support wider
system working
e.g. emerging
provider
alliances C&M
partnership

Risks

Would support
joint working
required across
North Mersey,
but only if
decisions were
aligned across 4
CCGs
New
governance
arrangements
would be
required to
support join
decision making
between CCGs

This option
would also put
at risk the future
fulfilment of
statutory
obligations for
some CCGs
Instability in one
CCG would
impact on all
North Mersey
CCGs
One or more
CCGs could
become
unsustainable
due to inability
to secure
clinical
leadership and
recruit GP
members to
Risk of different
CCG board
decisions
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Option 4

2 or 3 CCGs
adopt any of
the above
arrangement:
LCCG & SS
LCCG & SS &
SF
LCCG & SS &
K
LCCG & K

Improves
outcomes for
population
And aligns with
patient flow

Would reduce
the number of
decisionmaking bodies
and reduce
postcode lottery
but only within
the geography
of the merger.
It would not
reduce
variation in
commissioning
across the
whole of North
Mersey

Optimise the
ability to
engage
population

Would
improve the
opportunities
for merged
CCGs but not
deliver a
single
approach or
solution for
North Mersey

Integration and
development of
joint
commissioning
with local
authority

This would be
sub optimal in
respect of
opportunities
for integrated
back office
functions and
opportunities
for North
Mersey
collaboration –
EG Public
health/
prevention

Operational
utilisation and
reducing
duplication
workforce

Duplication
would remain
as interface
with one or
more other
CCGs across
North Mersey
would remain

Improve
financial
position and
deliver value
for money

Support wider
system working
e.g. emerging
provider
alliances C&M
partnership

Would
marginally
improve
running cost
position, and
would take out
some
governance
and Board
costs, but only
within the
merged CCG.
Other CCGs
would still
have to find
solutions to
reduce running
costs by 20%

This would
create a
disjointed
commissioning
environment
across North
Mersey
Would not
reduce burden
on acute or
mental health
services
Postcode lottery
may remain

Risks

A smaller
merger would
not deliver the
benefits of
streamlined
commissioning
but would incur
costs and
disruption
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Option 5

4 CCGs
merge into
a North
Mersey
CCG

Improves
outcomes for
population
And aligns
with patient
flow

Would improve
decision
making,
simplify
governance
arrangements
and reflect
North Mersey
patient flows

Optimise the
ability to
engage
population

Clear
accountability
for
engagement
and
involvement –
One
conversation
approach to
communication
and
engagement,
reducing
duplication and
providing
clarity for
North Mersey
population

Integration and
development of
joint
commissioning
with local
authority

Would require
improved joint
working across
health and LA
to reflect place
based
arrangements
which would
need to be
consistent
across a North
Mersey CCG

Operational
utilisation and
reducing
duplication
workforce

Improve
financial
position and
deliver value
for money

Support wider
system working
e.g. emerging
provider
alliances C&M
partnership

Would improve
and facilitate
Would reduce
easier working
duplication and
Would reduce
arrangements
improve
board costs,
with C&M
governance
from 4 to 1 and partnership
and clear
savings from a Commissioning
leadership of
single senior
footprint would
functions
management
align much
team
more closely
Opportunity to
with Provider
align workforce
Ability to
footprint and
capacity and
achieve 20%
patient flows
other
running cost
resources to
reductions
maximum
effect

Risks

Risk of
becoming
remote from
CCG
membership
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Option 6

Individual
CCGs
merge with
Local
Authority

Improves
outcomes for
population
And aligns with
patient flow

Would improve
commissioning
for some
services but not
those of the
wider hospital
sector due to
patient flows
Integration
appetite in local
authorities is
variable

Optimise the
ability to
engage
population

Clear
accountability
for engaging
the
population for
some
services but
not reflective
of population
flows for
hospital or
specialist
community
services

Integration and
development of
joint
commissioning
with local
authority

Would improve
joint working
across health
and LA to
reflect place
based
arrangements
but not
reflective of
the whole
commissioning
responsibility
of CCGs

Operational
utilisation and
reducing
duplication
workforce

Would reduce
duplication and
improve
relationships
between
health and LA,
governance
may be less
clear in
respect of
wider
leadership of
functions
No reduction in
duplication of
NHS acute
and specialist
services

Improve
financial
position and
deliver value
for money

Would not
reduce the
cost of
governance
and CCG
board costs
Organisational
development
challenges in
integrating
NHS and local
authority

Support wider
system working
e.g. emerging
provider
alliances C&M
partnership

Risks

Would not
necessarily
improve and
facilitate easier
working
arrangements
with C&M
partnership, as
this
arrangement
could potentially
be politically
challenging
Not the
favoured option
of our GP
members

Financial
pressures in
local authorities
could put
pressure on
NHS budgets
Risk of different
CCG board
decisions
regarding
common NHS
services across
North Mersey
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Option 7

Improves
outcomes for
population
And aligns with
patient flow

Merge into
one CCG
across
Merseyside

Would reduce the
number of
decision making
bodies and
reduce post code
variation but
would not reflect
patient flows
Increases the
complexity and
challenges of
effective system
working across
health and care

Optimise the
ability to
engage
population

Clear
accountability
for engaging
the wider
population but
more complex
in respect of
population
flows
Challenge of
maintaining
relationships
with multiple
Local
Authorities

Integration and
development of
joint
commissioning
with local
authority

Working
arrangements
would be
complex and
place based
arrangements
may require
more
governance not
less

Operational
utilisation and
reducing
duplication
workforce
Would reduce
duplication and
simplify
governance
Size of the
merger would
be disruptive to
CCGs’ business
Larger
geographical
scope could
distance
commissioners
from their
communities

Improve
financial
position and
deliver value
for money

Would reduce
the cost of
Leadership
teams and
Board costs,
would need to
increase place
based
arrangements

Support wider
system working
e.g. emerging
provider
alliances C&M
partnership

Risks

Would be
beneficial in work
with C&M
Partnership

Risk of becoming
remote from CCG
membership

Partnerships with
wider Mersey
CCGs and their
system partners
are not mature

Too large a
footprint for
meaningful,
place-focused
engagement
Footprint not
reflective of North
Mersey patient
flows
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Option 8

Merge CCGs
into one CCG
for Cheshire
& Merseyside

Improves
outcomes for
population
And aligns with
patient flow

Would reduce the
number of
decision making
bodies and
reduce post code
variation but
patient flows are
more complex on
this footprint –
effectively at least
3 natural health
systems

Optimise the
ability to
engage
population

Clear
accountability
for engaging
the population
for some
services but
more complex
in terms of
population
flows and LA
relationships
No coherent
identity for
Cheshire and
Mersey from a
population
perspective

Integration and
development of
joint
commissioning
with local
authority

Operational
utilisation and
reducing
duplication
workforce

Working
arrangements
would be
complex and
place based
arrangement
may require
more
governance not
less.

Would reduce
duplication and
improve
governance and
clear leadership
of functions
Cheshire CCGs
authorised to
form a single
CCG from April
2020. No
appetite to
merge again at
this point

Would require
relationships
with multiple
local authorities

Improve
financial
position and
deliver value
for money

Would reduce
the cost of
Leadership
teams and
Board costs,
would need to
increase place
based
arrangements

Support wider
system working
e.g. emerging
provider
alliances C&M
partnership

Risks

Would be
beneficial in work
with C&M
Partnership

Risk of becoming
remote from CCG
membership

Partnerships with
wider Mersey
CCGs and their
system partners
are not mature

Decisions taken
too far away from
identifiable
communities
Footprint not
reflective of North
Mersey patient
flows
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Appendix 4 – Merger Programme Plan
An indicative plan for taking forward the formation of a merged North Mersey CCG is set out below:
Actions

Sept

Oct

Nov

Dec

Jan‐20 Feb

March April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan‐21 Feb

March

Governance
Governing Body Approval to Proceed
Engagement feedback to Boards
Formal approval of proposal to merge

Stakeholder Engagement
Launch communications
Continuous communication
Liaison with NHS England
Organisational Development
Process to appoint Accountable Officer
Appoint senior leadership team
Establish shadow arrangements
Mobilisation for merged CCG
Merger Process
Prepare application
Submit application to NHS England
Constitution variation request
Merged CCG established
Pre- Governing Body Decision
Post Governing Body Decision
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Summary

The purpose of this paper is to update the
Governing Body on the development and
implementation of a Staff Values and Behaviours
Framework and Workplace Charter. This work will
provide the platform to other planned OD
interventions and will be the golden thread
throughout the wider OD Plan.
The paper includes the proposed core staff values
and Workplace Charter, co-produced with staff,
following a series of staff workshops held in
November/December 2019.
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 Endorse the next steps
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1.

PURPOSE
The purpose of this paper is to update the Governing Body on the
development and implementation of a Staff Values and Behaviours
Framework and Workplace Charter for Liverpool CCG.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Note the learning from previous staff survey
 Endorse the next steps

3.

BACKGROUND
Following receipt of the 2018 Staff Survey results an independent
facilitator (Robert Dowling) was appointed to gather further analysis,
following a decline in a number of key indicator scores, when compared
with the previous year’s results. A series of staff workshops were held with
staff in May 2019 and a detailed report and recommendations was
submitted to the senior leadership team.
A key recommendation from Robert Dowling’s report was the lack of
understanding of the CCGs values, purpose and direction. Combined with
the initial observations of the newly appointed interim Director of People
and Organisational Development, the introduction of a set of core staff
values and Workplace Charter has been made a priority. This will provide
the underpinning platform for other critical OD interventions, required as
part of the wider OD plan.
With the recent large scale organisational change, the timing was now
appropriate to commence work on this recommendation.

4.

METHODOLOGY
The key to a successful Values and Behaviours Framework is that the
values are important and relevant. To ensure the framework is embedded
in the organisation, the agreed values have to be co-produced and owned
by staff. To support this three staff away days were commissioned in
November and December 2019, and due to the demand for places a
fourth session was added. Over 100 staff attended across the four
sessions, which equated to approximately 70 % of the workforce.
Page 2 of 8
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5.

DESIGN OF THE SESSIONS
Values are what we believe, they influence the way we do things and help
define our culture as an organisation and what we stand for.
The session was designed around a “blank canvas” where all staff had the
opportunity to share, shape and influence what they believed were the
core values and associated behaviours for LCCG moving forward. This
was done in group work and through facilitation that allowed, both group
discussion and debate and individual thoughts/ideas to be collated.
Before the group discussion a “Ted Talk” video was shown, to stimulate
the debate, were Dr Chris Turner explained how “incivility” (mild to
moderate rudeness) can impact on an individual, team and/or
organisational performance and the scientific research and evidence base
now supporting this.
All staff contributed in what the organisational values should be and what
associated behaviours were expected against each value. It became
apparent very early on that a key number of commonalities were emerging
and this continued across all four sessions.
Following the identification of the values and behaviours, staff then
contributed in the development of a Workplace Charter, which asked two
questions
 What can I expect from Liverpool CCG
 What Liverpool CCG expects from me

6.

OUTCOMES
A vast amount of data and intelligence was gathered over the four
sessions. It was critical that staff could identify with the values being
proposed and that they felt ownership of them. From its collation, four
clear themes that described our core values and how we would work
together - to achieve our shared purpose set out in the “One Liverpool
Strategy” were emerging:





Compassionate
Inclusive
Progressive
Together
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How the values are captured and branded plays an important part in
moving this work forward. A design thought started emerging to support
the wider OD Plan of a “jigsaw” and the connectivity of all the
interdependent pieces in order to achieve our desired goals.
Appendix 1 is the proposed design of the 4 key values identified by staff
with a description of the deeper meaning and associated behaviours.
Appendix 2 then allows each of the values to be used individually and
captures all the themes staff identified as important to them associated
with each value.
Appendix 3 starts to build the bigger picture and to describe the key OD
interventions to support our continuing organisational and system wide
journey.
Appendix 4 sets out clear expectations of the organisations commitment to
staff and what values and behaviours we expect from staff.
7.

GOLDEN THREAD
The framework will be the “golden thread” throughout everything we do.
This will begin with value based recruitment; attracting and appointing the
right staff with the right values, behaviours and skills first time. Value
based induction embedding the Workplace Charter from the outset. Value
based appraisal/talent conversations, ensuring we are embedding and
measuring the outcomes of our framework and supporting the future
development of all staff.

8.

NEXT STEPS
The above proposals outlined in the appendices have been presented
back to staff at the Friday floor meeting held on 3rd January and sent out
with the weekly news update. They have been received very positively.
Staff have an opportunity to feedback via their Staff Listening Group (SLG)
representatives for final sign off at our SLG meeting on 13 January and
any final amendments will be made and the final designs produced.
The framework and charter will be displayed throughout the CCG building
and the branding used within future documentation, events and
communications.
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A further recommendation made by Robert Dowling linked to board
visibility and wider communications of our shared purpose, will also be
launched in January with the display of board member pictures and key
roles including Freedom to Speak Up Guardian (FTSU) and Chief Clinical
Information Officer etc on both floors of the CCG.
A full review of relevant policies, documentation and management training
will support the implementation of the Values and Behaviours Framework
including: recruitment, induction, appraisal, attendance management,
flexible working, training and study leave, disciplinary, capability etc to
ensure alignment with our values and commitment given in our Workplace
Charter.
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Appendix 1

Template courtesy of www.presentationgo.com
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Appendix 2
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Appendix 3

Template courtesy of www.presentationgo.com

Appendix 4
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TURNING TIDES – REPORT ON NHS LIVERPOOL CCGS
COMMUNITY INVESTMENT PROGRAMME
1.

PURPOSE
To inform delivery of One Liverpool strategy by sharing information
of an effective programme to achieve healthier communities.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Endorses the recommendations of the report, which are of
relevance to One Liverpool partners across the NHS, Voluntary,
Community, Faith and Social Enterprise (VCFSE) and Liverpool
City Council and other partners, in learning from the programme,
including:
i.
ii.
iii.
iv.
v.
vi.

3.

Engaging people, partners and VCFSEs in designing
relevant aspects of delivery of One Liverpool;
Identifying how asset based working can be integrated into
the commissioning cycle using a social value approach;
Identifying how interactions between partners could be
improved and facilitated to achieve better outcomes;
Identifying potential investment models for prevention and
healthier communities;
Reviewing how social prescribing models could be
informed by this learning;
Developing social value measures aligned to NHS
outcomes.

BACKGROUND
This report represents the evaluation of the Liverpool CCG assetbased community health development programme from 2016-2018.
The report shows how community action can be enabled at scale to
reduce inequalities, increase wellbeing and upgrade prevention and
early intervention. It describes asset-based community health
approaches and shows how we can:
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Measurably increase wellbeing, mental and physical health among
people experiencing health inequalities;
 Increase skills, capacity and opportunities for healthy lives,
control and resilience among individuals, families and
communities;
 Nurture and develop assets for healthy communities;
 Measurably reduce demand for NHS services;
 Achieve better partnerships, networks and collaboration;
 Generate significant social value including employment, training
and social connections.
This report provides an evidence base for ways to address health
inequalities, social determinants of health and improved wellbeing,
focusing on asset-based approaches to foster healthy communities
and delivering social value as health and care anchor institutions.
The learning from this programme will inform future programmes to
deliver One Liverpool objectives around prevention and
empowerment.
4.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 Does this require public engagement or has public
engagement been carried out? Yes – further engagement
particularly with VCSEs is one of the recommendations. A
plan for this will be developed early 2020.
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? Not at this
stage but any future proposals would benefit from / be
required to have EIA.
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.
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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 – the report describes how the
programme provided employment in delivery as well as
providing training and qualifications and creation of new
businesses through its implementation. The report also
describes some of the investment VCSEs were able to
raise to match NHS investment, further increasing the
impact locally.
b) Social wellbeing – the report sets out significant
increases in social wellbeing through the outcomes
chapters and the case studies, examples include
increases in confidence, friendships, continued activity
through volunteering/peer support etc.
c) Environmental wellbeing – some of the projects in the
programme created and utilised green spaces enabling
people to engage with this. Some projects looked at air
quality, involving citizens in this issue and others
promoted cycling, reducing air pollution and carbon
emissions.
The report also presents figures calculated to represent
the pounds (£s) of social value derived for a number of
factors.
5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
The report sets out the achievements of a programme
designed to engage and involve diverse communities
experiencing health inequalities in improving personal and
community health. The programme was successful in
reaching those with the lowest wellbeing, from the most
disadvantaged areas of the city and increasing wellbeing by
27% averaged over 3 years. Significant other outcomes are
described in the report.
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5.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
The programme sets out a way of working which fosters healthy
communities and reduces the demand on NHS services. It also
enables NHS and VCSE collaboration in order to improve health
outcomes and presents a very effective use of resources, which is
a key part of One Liverpool plans to promote financial sustainability
through these means.

6.

CONCLUSION
The report presents the demonstrable value of investing in
partnerships with VCFSE organisations in a structured. It is a timely
piece of work, intended to inform delivery of the One Liverpool
Strategy as a whole system. The recommendations provide a
platform for developing future models and approaches.
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Purpose of the Report
This report shows how community action can be
enabled at scale to reduce inequalities, increase
wellbeing and upgrade prevention and early
intervention. It describes asset-based community
health approaches and shows how we can:-

T
F
A
R
D

Measurably increase wellbeing, mental and
physical health among people experiencing
health inequalities.

Increase skills, capacity and opportunities
for healthy lives, control and resilience among
individuals, families and communities.

This report discusses NHS Liverpool’s CCG’s community investment programme,
bringing together the evidence base for the approach and the findings, outputs
and outcomes achieved. It provides significant evidence that the approach
delivers the outcomes and critical actions in the One Liverpool Strategy1 –
reducing inequalities, addressing the social determinants of health, improving
wellbeing, focusing on asset-based approaches to fostering healthy communities
and delivering social value as an anchor institution2.

T
F
A
R
D

Who is the report for?

Nurture and develop assets for healthy
communities.

NHS Liverpool CCG
To reflect the effectiveness of investment and inform future commissioning /
investment plans / engagement and partnerships,

Measurably reduce demand for NHS
services.

The Liverpool Provider Alliance, Liverpool Primary Care Networks
& their partners
To inform thinking around the work of voluntary, community, faith and social
enterprise organisations (VCFSEs) and future commissioning and partnerships.

Achieve better partnerships,
networks and collaboration.

Generate significant social value
including employment, training
and social connections.

VCFSE programme delivery partners
To share learning of individual projects and the collective programme and
approaches to evaluation, to support future direction thinking.
VCFSEs
To share learning and evaluation approaches and to form part of discussions
about future partnerships and commissioning.
Liverpool City Council
To share learning and form part of discussions regarding future integrated health
and care commissioning and community engagement and development.
1 Liverpool’s five year health and care strategy
2 Health Foundation, Building healthier communities: the role of the NHS as an anchor institution, 2019
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Executive Summary
This report shows how community action can be
enabled at scale to reduce inequalities, increase
wellbeing and upgrade prevention and early
intervention. It describes an asset-based community
health programme.

Outputs

T
F
A
R
D

88 organisations

51,167 participants

10% of the Liverpool population, creating
£90,718,091 of social value

1397 volunteers

(Full report shows outcome measures.)

Tackled health inequalities
Effectively reached people experiencing health inequalities
and improved wellbeing.

Improved mental health

T
F
A
R
D

Increased wellbeing among participants by an average of 27%
over 3 years, moving from significantly below the Liverpool
average to nearing or exceeding it.

Increased skills & knowledge

- For improved health and wellbeing
- In training/qualifications and employment to improve life chances.

Created healthy communities

Generating £3,619,627 of Social Value

Increased personal and community capacity for health
improvement & self-care, living well and improving quality of life.

580 paid workers

Connected people

supported delivery

29 new businesses

were established, creating £336,052
of social value

19,959 workshops
and sessions were held

472 people qualified

gained formal qualifications and went
on to further education or secured
employment, creating at least £530,528
of social value.
4

Outcomes
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Reduced social isolation and increased social capital.

Reduced demand for NHS Services
such as GP appointments, emergency/urgent care
attendances and use of medication.

Improved partnerships

Between VCFSEs and Liverpool CCG and among local VCFSEs.

Created social value

Generated social, economic and environmental benefits.

This report summarises the evidence, achievements and learning
from the programme and makes a series of recommendations in
order to inform delivery of health priorities and partnership
working between NHS and VCFSEs.

Turning Tides
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NHS Liverpool CCG’s Community Investment Programme
provides a direct response to a number of key questions:
•H
 ow can the NHS achieve a
sustainable future – improving
health and managing the demand
for services?

Introduction

T
F
A
R
D

This report summarises an asset-based community health development
programme that involved 10% of the Liverpool population. It presents a
significant body of evidence showing how effective the approach is in engaging
communities in improving health and reducing health inequalities. The
programme took the evidence for asset-based approaches and improving
wellbeing to give structure to project delivery and outcomes.
By asking communities for their ideas
for addressing health inequalities,
we enabled truly community-led
approaches to take place. The variety
and achievements of 88 organisations
involving over 50,000 people were
extraordinary in numerous ways.

health. It shows how asset-based
approaches to health and wellbeing,
reaching and supporting people
facing health inequalities and investing
in community-led solutions and
partnerships delivers tangible outcomes
and value.

This report shows the impact on health
outcomes that can be achieved when
commissioners, service providers and
communities work together.

The need for this work was evident
throughout the programme. Austerity
policies have placed pressure on
individuals, families, community
organisations, public services and
charitable funding sources. Some
organisations featured in this report
have since closed and many are
struggling to support the increasingly
difficult situations of their community
members – resources are stretched and
demands are rising in all sectors.

It shows how the skills and strengths
of individuals, even when facing the
most difficult situations, lie behind the
successes in each story we reflect here
(and the thousands there wasn’t space
to include). It shows how individuals
can turn their situations around and
go on to help others to do the same,
and shows how VCFSEs supported
vulnerable and excluded people as
well as GPs, hospitals and schools, to
achieve great outcomes.

This report aims to inform plans for
working together on health challenges
and share the valuable learning from
this programme about how we can
support healthier, happier communities
The work demonstrates how community in the future.
level activity can bring people together
to create the conditions for better
6
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•W
 ith socio-economic issues
rising as a cause for medical
appointments, how can we better
support people to enjoy healthier,
happier lives?

•W
 hat is the role of VCFSEs in
enabling the NHS to meet its
challenges?
•H
 ow can the NHS enable VCFSEs
to play a more integral role in
improving health outcomes?

T
F
A
R
D

•H
 ow can the NHS halt the
increase in health inequalities
experienced in our communities?

With funding stretched, it is vital
that we understand how our use of
resources can best achieve better
health and reduce health inequalities.
NHS organisations in Liverpool are
collaborating in stronger ways to tackle
these issues. They have expressed an
appreciation of the critical role VCFSEs
play in the health and wellbeing of
our city, and the potential to improve
our work together and with Liverpool
City Council, to better support our
communities.

This community investment programme
took an asset-based approach, together
with a clear evidence base to create
community-led approaches to health. We
present quantitative data on improved
health and wellbeing aggregated across
projects and for key outcomes. This
sits alongside qualitative data, and
every story represents not only the
achievement of that individual but serves

 ow can the NHS support
•H
communities and VCFSEs more
widely?

to exemplify each of the outcomes
achieved. Explanations of the approach
to project and programme evaluation is
provided in Appendix 1 and 2.
This particular programme targeted small
community organisations with a turnover
of under £250,000. The programme
built on learning from Liverpool NHS
investment in community green space
and health programmes Natural Choices
for Health and Wellbeing3.
There is also a wealth of relevant
experience in our city’s larger VCFSE
organisations. Together with learning
from related social model of health
approaches such as wellbeing services
for cancer, support for stroke patients,
mental health and social prescribing;
it provides important information for
genuine partnership development to
help meet local goals and national
health priorities.

3 Natural Choices for Health and Wellbeing

Turning Tides
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Relevant Strategic Priorities
How this work relates
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This report demonstrates how the NHS can partner with communities to meet
strategic objectives including how to:

• address social determinants of health
• s upport people to improve wellbeing and
take more control of their health and lives
• reduce demand on clinical services

• f oster preventive, community-led
approaches to health and wellbeing
• personalise care

•d
 evelop meaningful engagement
with communities and VCFSEs

The NHS will continue to commission, partner with and champion
local charities, social enterprises and community interest companies
providing services and support to vulnerable and at-risk groups.
These organisations are often leading innovators in their field. Many
provide a range of essential health, care and wellbeing services to
groups that mainstream services struggle to reach.
NHS Long Term Plan
8
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The work arose from NHS Liverpool CCG’s Voluntary Community and Social
Enterprise (VCSE) and Social Value strategies4 and has clear alignment with
current national, regional and local strategies and future direction.
The NHS Long Term Plan commits to priorities addressed by the work described
in this report including a focus on population health, supporting people to have
control over their own health, personalised care and health budgets, social
prescribing and supporting action on prevention and reducing health inequalities.
The Long Term Plan also makes a clear commitment to supporting VCFSEs.
This report describes the leading work of NHS Liverpool CCG in this area and
represents a platform on which to build in the context of NHS Long Term Plan
commitments including the NHS acting as anchor institutions, developing social
value – economic, environmental and social wellbeing.
The Cheshire & Merseyside Health & Care Partnership strategy, Better Lives Now,
commits the regional NHS to reducing health inequalities and becoming a Marmot
Community, with a focus on the 6 priorities set out in Fair Society Healthy Lives5
and on tackling the social determinants of health, working on Social Value and with
VCFSEs.

The One Liverpool Strategy sets the following four objectives
Objective 1

Objective 2

Objective 3

Objective 4

Targeted action
on inequalities

Empowerment
and support for
wellbeing

Radical upgrade
in prevention
and early
intervention

Integrated and
sustainable
health and care
services

4S
 ocial Value Strategy, NHS Liverpool CCG, 2014.
5M
 armot, M. Fair society, healthy lives:the Marmot Review:strategic review of health inequalities in England
post-2010
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The objectives are all directly and positively addressed through the work
described in this programme as are the following principles:

• Enable people to take control of their health;
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•R
 espond to all of a person’s needs physical, psychological and social

• Make full use of the city’s rich and diverse community assets

T
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R
D

• Maximise the value of the Liverpool health and care pound

Programme aims

 roaden and deepen our partnerships with the voluntary
•B
and community sector

The NHS Liverpool CCG community investment programme was successful
in its aims to:-

The One Liverpool Strategy commits to

Increased investment in prevention, early intervention and
detection; …and mental health and wellbeing services… adopting
an asset-based approach and leading as an anchor institution and
supporting social innovation.
Partnership working between the voluntary sector, local
government and the NHS is crucial to improving care for people
and communities. Voluntary Sector partners often provide the most
effective social and economic support for people in communities.
By working closely with the voluntary sector we can be absolutely
sure we are addressing the needs of people and communities.
One Liverpool Strategy

• Support small community organisations to undertake activity
that improves community health and wellbeing in Liverpool

• Increase capacity for health improvement activity in Liverpool
communities
• Build understanding and partnerships between VCFSEs,
NHS Liverpool CCG and GP neighbourhoods

• Provide a fair and structured process for investing in VCFSE
activity that supports improved health outcomes
• Provide evidence of effectiveness and inform future
commissioning decisions

In addition, support was provided to a number of projects, which met physical
activity programme objectives.

This report therefore provides timely evidence of large scale
partnership work to achieve better health outcomes and effective
approaches to deliver national, regional and local strategic priorities.
10
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Programme outputs
Over 3 years
88 Organisations
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Organisations were funded for one, two or three-year projects
and the investments ranged from £3,000 for a one-year project
to a maximum £105,000 over three-years.

Average amount invested
across all organisations
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£2,444,441

involved

51,167 participants

£244,482

10% of the Liverpool population,6
creating £90,718,091 of social value

generating £3,619,627 of Social Value

580 paid workers

supported delivery

29 new businesses

were established, creating £336,052 of
social value

£103,800

&

Total Investment over 3 years
(in direct spend on the projects)

Spent in capacity support for the programme,
direct support to organisations for project
planning, monitoring and development

£749,221

Years

Allocated by Liverpool CCG

Allocated by Liverpool CCG and Liverpool
City Council Physical Activity programme

£2,688,923

1397 volunteers

£26,362

Additional funding brought in by project
partners from other sources

261,208

19,959 workshops

278,487

and sessions were held

472 people qualified

gained formal qualifications and went on to
further education or secured employment
creating at least £530,528 of social value
6 (minimum* see nattative note appendix 2)
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209,526
0

50,000

100,000

150,000

200,000
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300,000

350,000

Funding

A full list of all 88 project partners and brief summaries of their project
and participants is provided as Appendix 3 of this report.
Turning Tides
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Programme Outcomes
The following outcomes were evidenced from the community
investment, with outcome measures provided throughout the report.
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Tackled health inequalities
Effectively reached people experiencing health
inequalities and improved wellbeing.

Improved mental health

by an average of 27% over 3 years, increasing wellbeing
among participants from significantly below the
Liverpool average to nearing or exceeding it.

Increased skills & knowledge
- for improved health and wellbeing
- in training/qualifications and employment to improve
life chances.

Created healthy communities
Increased personal and community capacity for health
improvement & self-care, living well and improving
quality of life.

Reduced demand
for NHS services
such as GP appointments, emergency/urgent care
attendances and use of medication.

14
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Connected people
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Reduced social isolation and increased social capital.

Improved partnerships

Improved partnerships between VCFSEs and the CCG
and between different VCFSEs.

Created social value
Delivered significant social value

All organisations completed comprehensive evaluation
reports for their projects which were analysed by NHS
Liverpool CCG’s Business Intelligence team and Social Value
and Engagement team and demonstrated these outcomes
across the programme, with most projects demonstrating
evidence of all outcomes.
The programme was established around a strong evidence
base and provided structure for projects to support
maximising outcomes and collecting evidence.
A rigorous planning and evaluation framework was
established and regular reporting by each project enabled
a clear picture of the progress, outputs and outcomes from
the programme to be drawn. Details on the approach to
gathering evidence are included in Appendices 1 and 2.

Each of the outcomes is discussed in turn in the
following sections.

Turning Tides
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Outcome One
Tackling health inequalities
Addressing the significant and growing health inequalities across our
communities and compared to elsewhere is a One Liverpool priority.
The community investment criteria
prioritised engaging communities and
individuals facing inequalities, and
projects were extremely successful
in working with people directly
experiencing poorer health outcomes.
The programme addressed several
of the priority areas identified in the
Marmot Review7 and the structures
for effective community interventions
identified by Public Health England8.

communities, older and young people,
people in areas of social deprivation
and those facing crisis, abuse,
addiction, isolation and multiple health
conditions.

Projects worked with a wide variety
of communities including people with
physical and sensory disabilities, mental
ill health, learning disabilities, people
with complex needs, Black, Asian,
Minority, Ethnic and Refugee (BAMER)

Many interventions fail to reach or
work effectively with people who most
need support. This can therefore be
considered to have been an effective
way to use resources to support those
experiencing the most inequality.

Quantitative data from before
interventions reflected lower than
Liverpool average wellbeing scores
among participants, again indicating
successful reach (see figure 1 below).

7M
 armot, M. Fair society, healthy lives:the Marmot Review:strategic review of health inequalities in England

post-2010
8 Public Health England: “Reducing health inequalities: system, scale and sustainability” 2017.
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Outcome Two
Improved wellbeing, mental
health, confidence and control
The programme significantly improved the wellbeing of participants. Across
the three years, 59 projects (67%) were able to quantify participant wellbeing
outcomes using short Warwick Edinburgh Mental Wellbeing Scales (WEMWBS)
(see Appendix 2). NHS Liverpool CCG’s Business Intelligence team analysed the
data over the three-year programme with the following wellbeing improvements
recorded.
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Average
wellbeing score
29

North West average
wellbeing score

27.8

27

26.4

25

29%

increase in
wellbeing

29%

26.0

24%

increase in
wellbeing

23

Liverpool average
wellbeing score

increase in
wellbeing

21.6

21

21.0

20.4

19
17
15

Year 1

Year 2

Participant wellbeing
scores before project

Year 3

Years

Participant wellbeing
scores after project

Before taking part project participants had a level of wellbeing well below
the North West and Liverpool averages. Projects increased wellbeing among
participants by 29% in year 1, 29% in year 2 and 24% in year 3.
This reflects the effectiveness of the projects in reaching people experiencing
health inequalities and demonstrates the success of the interventions in
significantly raising wellbeing to around the Liverpool population average score.
18
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The Department of Health and
Big Lottery have both utilised the
WEMWBS to measure wellbeing. The
increase in wellbeing achieved by
the Liverpool programme compares
favourably to increases achieved in Big
Lottery Wellbeing programmes (using
WEMWBS factors also) and delivered
on the approaches they identified as
working well.

approaches start where the person is
at and their focus, the factors affecting
wellbeing and taking an asset-based
approach11. This not only presents
a necessary approach to achieving
healthier communities but failing to do
so risks widening health inequalities, as
those most likely to adopt and maintain
healthier lifestyle advice tend to be
those with higher wellbeing.

There is considerable evidence
regarding the importance of wellbeing
to health and NHS goals, including the
Department of Health and Social Care
“Wellbeing: Why it matters to health
policy”9 evidence synthesis, which also
references the WEMWBS approach
to measuring impact of interventions.
Numerous studies demonstrate that
wellbeing is associated with longer life;
high levels of subjective wellbeing can
increase life by 4 to 10 years10.

Tackling the fundamentals of wellbeing,
including addressing the social
determinants of health, is therefore
essential for achieving good mental
and physical health. Consequently, in
tackling health inequalities and taking
a community development approach,
the programme operated in an effective
way, appropriate to community
strengths and issues.
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As a precursor for health, improving
wellbeing is an important first step
for individuals facing challenges in
their lives. Evidence suggests effective

The programme also evidenced how
projects have now incorporated
structured approaches to wellbeing
within their practice, generating
sustainable benefits for health.

9D
 epartment of Health “Wellbeing: Why it matters to health policy”
10 Diener & Chan (2011) Happy people live longer: subjective wellbeing contributes to health and longevity/
Xu & Roberts (2010) The power of positive emotions: it’s a matter of life or death – subjective wellbeing
and longevity over 28 years in a general population/Weist & Schuz (2011) Subjective wellbeing and mortality revisited: differential effects of cognitive and emotional facets on well /Chida & Steptoe (2008) Positive
psychological wellbeing and mortality: a quantitative review of prospective observational studies./Michael E.
Sadler, Christopher J. Miller, Kaare Christensen, Matt McGue (2011) Subjective Wellbeing and Longevity:
A Cotwin Control Study.
11 The Health Foundation, Head Hands and Heart; Asset-based approaches in Healthcare, April 2015
Health Foundation & Nesta/Realising the Value 2016/Nesta “More than Medicine” 2013
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This significant improvement in wellbeing recorded by projects occurred across
the full range of parameters:WEMWBS by Question
Before and After

5.0
4.5

4.3
4.0

4.0

4.2
3.9

3.9

3.6

3.5

4.1

4.0

3.8

3.9

3.8

3.9

3.9

3.1

3.2

3.6

3.8

4.0

3.8

3.9

4.2

4.0

3.6
3.1

3.0
2.5

4.0

2.8

2.0
1.5
1.0
0.5
0.0

Feeling
optimistic
about the
future

3.3

3.4
3.2

3.2
3.1

3.4

3.2

3.2
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2.9

3.0

2.7

Feeling
close to
other
people

Key

Feeling
relaxed

2.9

3.0

2.8

Feeling
useful

Dealing
with
problems
well

3.0

Thinking
clearly

Year 1 End

Year 2 End

Year 3 End

Year 1 Start

Year 2 Start

Year 3 Start

3.2

Able to
make up my
mind about
things

In addition, all projects in the programme were structured to ensure participants
experienced all the Five Ways to Wellbeing. There is significant international
evidence (NEF)12 that regular experience of the Five Ways to Wellbeing improves
wellbeing. All projects demonstrated regular experience of the Five Ways to
Wellbeing among participants and so, based on the evidence, were successful in
improving wellbeing among 50,000 people.

Mental health

In addition to improving wellbeing, most projects supported people experiencing
mental distress. A recurring theme in evaluations was how participating supported
people with anxiety and depression, often following years of unsuccessful
treatment and often leading to improved outcomes and reduced medication.
The following are examples of the project’s approaches and experiences in
improving mental health and self-advocacy. Many projects not only supported
people experiencing mental distress, but involved them in project development
and delivery, generating additional benefits and sustainable outcomes.
12 New Economics Foundation – Five Ways to Wellbeing Evidence Base
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Kindred Minds

a small amount of money goes a long way
Well Pool is a Kindred Minds project called
‘Blog Yourself Well’ and is a collaborative
online mental health and wellbeing
resource (well-pool.co.uk). It provides
a space where people can contribute
information, stories, pictures or films about
places/activities which promote positive
mental and physical health & wellbeing.

83% of participants reported
an improvement in their
wellbeing using WEMWBS
The CCG investment enabled the
service users to shape the
development of the organisation
to meet their needs.

My involvement with Well Pool began with the initial
setup and training for the blog. It has had a massive positive
impact on many aspects of my life. I have gone from
believing that I was a ‘victim’ of mental illness to being able
to share ideas on how to cope with depression and anxiety.
It has been great to engage with like-minded people. I have
gone from having no idea how my future was going to go, to
having the confidence to go into self-employment, working
in all aspects that we covered on the training.
Participant
The organisation has gone on to receive a number of small grants and at
the beginning of 2018 was running approximately 50 hours of activities a
month with 55 people a week attending. Activities have developed from
the original blogging and website development to include gardening,
singing and craft activities.
Turning Tides
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Merseyside Refugee Support
Network, Faiths for Change and
Asylum Link Merseyside
Over 95% of clients reported that the support they received
has improved or greatly improved their wellbeing.
Merseyside Refugee Support Network, Faiths for Change and Asylum Link Merseyside
supported 2,932 refugees and asylum seekers over the three years of the project with
group wellbeing interventions, health information sessions regarding, for example, TB
and HIV and NHS services, and 1-1 advocacy and wellbeing support, often resolving
difficult crisis points through lack of money or risk of homelessness, which have caused
heightened stress, anxiety and exacerbated depression amongst a vulnerable group.
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For many, who are victims of torture, rape or trauma, the
support given helped to remove crisis situations and has helped
build their resilience for their onward integration and wellbeing
and coping skills…
...In the first half of the project one of our clients was suffering badly
from depression, which led to self-harming and later suicidal ideation
after a racial discrimination incident. Through our ongoing advocacy
and support we have helped him through an incredibly stressful time.
With better management of his medication and a safe place to come for
help, 6 months on his health and wellbeing is so very much improved.

You (and my friend) keep me going, otherwise I would be dead.

North End Writers
North End Writers worked with people
experiencing loss linked to mental distress
using literature, poetry and writing. More than
50% of participants, showed an improvement
in wellbeing measured with WEMWBS
22
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Tuesday in Tuebrook.
A light out of the tunnel of
sadness, a great creative
group to be part of.

This Is My Story (TIMS)
TIMS took a strength-based approach to support
young people aged 14-24 to address issues
around mental health and wellbeing which
supported participants to become more selfaware, self-reliant and have better life chances.

This has been
evidenced in the
numbers who are now
seriously planning for
their future.

79% of those taking part said they are coping better with the
challenges of day to day life. 85% said they were more self-motivated.

T
F
A
R
D

In Trust (Trans community resilience)
‘Liverpool TransHealth Check’
This project engaged trans communities in peer-led interventions to improve health
outcomes and reduce health inequalities. Trans Health Merseyside identified the
diverse range of skills and capabilities that already exist in trans individuals and
asked: what do people need to get them to where they want to be?
A range of innovative health improvement activities enabled Liverpool trans
communities to strengthen resilience to health problems, increase social capital,
improve and maintain mental wellbeing and develop the confidence and skills to
mentor their peers. 17 trans and gender non-conforming people volunteered during
the course of the project.

The wellbeing sessions are hugely important but so too are the
specific topic sessions where advice is offered and visitors are
invited in to speak to us. These sessions are hugely empowering
and the knowledge I’ve gained has given me the confidence to be
myself outside of the group and helps me support others.
The service proved so successful it continues as a monthly group. Requests for
advice from other charities and from GPs, demonstrates the need for and value
placed on the service - a growth in partnerships has arisen.

67% of beneficiaries reported
learning new coping strategies by
attending Trans Health Merseyside

63% agreed that attending Trans
Health Merseyside had helped them
consider future education and
employment
Turning Tides
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Sola Arts

Family Refugee Support Project

Sola Arts delivered art therapy provision for people with psychological vulnerability,
as well as enduring mental health difficulties from BME and disadvantaged
backgrounds and training of professionals about wellbeing and mental health
through art therapy awareness. The project saw the establishment of Liverpool’s
first art psychotherapy dedicated service in the community for vulnerable adults,
becoming recognised as a specialist provision.

Family Refuge Support Project supported 239 refugees and asylum seekers.
They ran drop-in advice sessions, one to one follow-up advice, peer-led support
sessions for families, and community garden and cooking activities, supported by
two staff and six volunteers. They found:

97% of clients have been able to recognise that they have
improved coping techniques with mental distress and isolation.
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This has enabled the training of peer mentors to
become confident and able ‘themselves’ to be in a social space
and support their peers through creative engagement, supervised
by our art therapist. Individuals then progress to group therapy
where suitable. In addition, we have been delivering school holiday
-based play schemes to enable isolated parents and families from
refugee backgrounds to overcome isolation and receive informal
psychological support and assessment of the mothers and have
increased confidence accessing art therapy where needed.
We are over-subscribed for individual therapy - an area of support
that requires expansion in the future. One client has become a
volunteer on the Professionals CPD Training and has been able
to tolerate social situations which he would never have imagined
possible. Two people who have come through therapy have begun
volunteering with SOLA ARTS, one has become a trustee and
another, a part-time employee. One client has been able to begin
a short university course, three clients have been supported with
funds to access further education courses and begin them and three
clients have received bikes in order to enable them to become more
physically active and independent.
We have been able to train two volunteers to become paid
sessional members of staff for Year 2 on the Art Group strand and
achieved funding for this from Awards for All. These individuals
themselves have or do experience mental distress or care for
someone with mental health difficulties and so this opportunity
for personal development is massive.
24
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More ‘emergency’ issues occurred than we anticipated for
clients, and there were less opportunities to refer elsewhere…
These fundamental needs (status, housing, education for children
etc) have sometimes taken over the space we would have liked
for group interaction, but having these happen in the space has
helped people to see that they are not alone, and encouraged
people to keep attending and asking for help.
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The group work also
offered other aspects
of both support and
opportunities to share.
Participant data showed
that:

95% showed increased
confidence/
understanding of life
in the UK
90% demonstrated
improved mental health

This is the best
place for people
with depression

85% showed
improved wellbeing
65% demonstrated
a fall in isolation

Getting advice and
not feeling like I am the
only person with these
problems

I feel I can
breathe properly
when I am here

Knowing I
am not on
my own

Turning Tides
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Moving On With Life & Learning
Moving on with Life and Learning worked with 97 people with learning disabilities
in a range of personalised approaches to increase confidence and capacity
for health and wellbeing. Food preparation was a key aspect of the project,
supporting participants to learn how to cook healthy food and build relationships.

T
F
A
R
D

Outcome Three
Improved skills, knowledge
and employment
This outcome includes two areas vital to improving health outcomes:
•K
 nowledge and skills to lead healthy lives and manage physical
and mental health conditions

• Knowledge and skills to improve life chances and employment
Tackling one of the fundamentals of health inequalities, projects supported
people to develop their own potential and build capacity and resilience
for a healthier, happier future.
All 88 projects engaged people in these
areas and many of the considerable
outcomes recorded had benefits for
participants, volunteers and staff.
The NHS Long Term Plan and One
Liverpool Strategy recognise the
importance of good employment in
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addressing health inequalities and
this programme delivered a range of
outcomes supporting this objective.
The following are examples of
achievements which contributed to
these outcomes.

Soulfillers was established as a potential income generating project, a social
enterprise which evolved from the skills learnt by the cooking group, the
realisation and awareness of what they could achieve and the limited employment
opportunities offered to individuals with learning disabilities in catering.
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•S
 oulfillers catered for The United
• 11 beneficiaries gained a
Nations Hub in Liverpool and were
qualification in Food and Hygiene
showcased on local radio and TV
because of their achievements
• 8 beneficiaries cooked, served
and participated in an event
• The Include Me Café has offered
catering for 120 people
beneficiaries who have never
volunteered or had opportunities
• 6 beneficiaries volunteer
to work a real chance to boost
at the Include Me Café
their confidence; learn how to
handle customers; money; work
• 1 beneficiary runs a batik
in a small café and follow
workshop for medical
instructions as a part of a team.
and nursing students
People are visible in Toxteth
TV and are contributing to the
• 3 beneficiaries supported
community as well as become
the Soulfillers coffee stall at
more connected to their local
Mental Health Awareness Week
environment
Williamson Square October 2017

Croxteth Gems
Croxteth Gems volunteers secured qualifications such as First Aid, Food
Hygiene and Disability awareness. Volunteers responding to the question
felt the opportunity enhanced their employment prospects.

Turning Tides
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Tom Harrison House (THH)

Agent Academy

Tom Harrison House took an Asset-Based Community Development approach to
supporting addicted military veterans into community-based treatment at THH by
utilising visible role models who are ex-service personnel, who have been through
THH and are now in recovery themselves.

Agent Academy worked with young people not in education, employment or
training to research, design and co-produce a campaign to raise awareness of
online abuse amongst young people. Co-created by the young people, the
campaign gave practical advice and guidance on how to stay safe online to protect
their mental and physical health and wellbeing. The project increased the skills and
practical experience of participants as well as developing peer-led resources for
tackling bullying, which was adopted by several schools and thousands of young
people. The Academy continued the approach beyond NHS funding.

After their experience of rebuilding a sense of purpose and professionalism
during their time as volunteers, three individuals undertook work-related training
courses and placements and a further thirteen secured regular employment. One
participant said...
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I felt abandoned by the army - they shut the door on me.
I spent 8 years of my life in the army with lots of experience in
the late 1980s in Northern Ireland, but then I had a car crash in
Wales and that was that. I was forced into civvy street and I really
couldn’t handle it. I was alone and isolated with an undiagnosed
PTSD which made my life chaotic and fuelled a sense of self
destruction. I just drank and couldn’t eat. My weight plummeted
to 9 stone and I was at death’s door. I experienced 3 comas
induced by excessive alcohol consumption and I realised I was
going to die.
Even THH thought I was unmanageable when I first arrived,
but I gradually realised if I didn’t take the detox and THH
programme seriously I would die. I was THH’s first graduate!
I became a regular volunteer too after graduation, and was
then offered a 15-hour paid contract.
I learnt I can deal with life without drinking and I can
leave all that carnage behind me. I learnt I was wanted
and needed and I could put something back.
So now I also do outreach for THH, I’m a trustee of
the British Legion and I go to AA. I also do talks for
prospective funders, attend conferences and share my
learning. I try to put ten times more back. I have been
3 years sober now because of what I learnt about
myself at THH.
28
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70% of participants went straight to full-time, paid,
marketing positions and many went into further training.

Liverpool Arabic Centre

Liverpool Arabic Centre supported volunteers in a range of activity and 15 women
progressed onto further training and development as a result of their volunteering.

Volunteers developed knowledge in
child protection, group work, health
and safety and first aid

Volunteers organised cultural
celebration days including Eid and
an end of project celebration

 eople volunteered to prepare and
P
facilitate health information points
at community events and city
events and festivals

Young people volunteered to work
with partner organisation on health
comic design

 ocal people volunteered to deliver
L
activity sessions including henna,
cultural crafts and sports

NSC Training
NSC Training’s project supported families in becoming more
physically active. They also wrote and accredited the Level
3 Healthcare in a Paediatric Setting and two apprentices
successfully completed the course.

Turning Tides

29

Choose Life

Bridge Community Centre

Choose Life involved 32 adults in recovery from addiction and ex-offenders in
training and wellbeing support, meaning participants then delivered addiction
awareness training to young people in education establishments.

Bridge Community Centre, which is run by volunteers, took over an old pub and
began to engage in the Clubmoor/Norris green community with elderly people
as well as people facing mental health problems, isolation and disability. Their
activities enable service users to develop new skills, build self-confidence, promote
independence/integration and develop better communication skills using a wide
range of interventions, courses and activities.

80% of young people either
agreed or strongly agreed that
they had learned a lot about
addiction issues and the lives
of addicts from the personal
experiences shared with them

Among the newly skilled trainers,
25% joined a college course, one
applied for a provisional car
license and another went on to
complete a domestic violence
course for women
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Healthy Stadia

Healthy Stadia provided assistance with the re-socialisation of young offenders
and young people not in education, employment or training.

Of the participants undertaking the course, nine have
gone on to access further training, apprenticeships, education
or employment opportunities. All participants on the
programme who were without a GP at the time were
referred into local GP practice.

This is My Story

This is My Story worked with disadvantaged and at-risk young people, taking a
strength-based approach to mental health and wellbeing. The project led to the
young people setting up seven new businesses.

One participant with no qualifications, no work history and
a criminal record, who set his goals on work and his own
social enterprise, is now working full-time training as a
heating and ventilating engineer.
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We became the hub we wanted to create and our
centre has become a second home for people that otherwise
would be isolated and de-motivated.
We noticed first-hand the difference in one of our disabled
brain injury service user, who was totally despondent with life,
after months of trying to break down his barriers we have succeeded
in helping him by getting him onto our self-confidence course and
little steps have made huge differences with him. Previous to his
accident he was a young DJ, loved music but due to his disabilities he
thought he would never be able to achieve this or anything again. We
have actively encouraged him to do courses which he felt would help
him in a positive way, we have succeeded in all we promised.
He now is the proud owner of accredited certificates for
computer courses/first aid training/mental health training,
and also runs our disability disco. He has gained mental health
training certificates and, as his speech has improved, his
motivation has increased and now he wants to give something
back to the community by working alongside our other volunteers
as front of house staff, this has been a major achievement for him
as well as ourselves.
Giving someone who had basically given up on himself that
chance to at least try and do things he thought he would never
do again has been such a breakthrough and we have certainly
broken down the wall he had built, he is now a valued
member of our team of volunteers.
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Liverpool World Centre

Granby Somali Women’s Group

Liverpool World Centre worked with young people experiencing mental
distress and experiencing challenging behaviours, particularly those who
had not received or were not eligible for CAMHS (Child and Adolescent
Mental Health Services) or social services support. They used drama
therapy and one to one sessions to build self-esteem and improve
education. This resulted in:

Granby Somali Women’s Group involved men and women in knowledge sessions
around Female Genital Mutilation. They found men’s understanding of the issue to
be lower than women’s. Evaluation showed the sessions resulted in an an average
of 85% of participants across two years feeling more confident to challenge FGM
practices in their family.
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86% improvement in educational
engagement for 40 pupils (with
data outstanding for 17)

66% increase in knowledge of
mental health amongst eight
teachers and its impact on
children (33% improvement, with
33% significant improvement)

100% improvement in wellbeing
reported by nine individuals in
1-1 therapy (broken down into
77% positive change and 23%
significant positive change)
(data outstanding for three
pupils)

Teachers noted the change in pupils’ behaviour and engagement
as a result of the 1-1 and dramatherapy work. One commented:

Dramatherapy has had a lasting impact on
him and there are many positives to be taken from
his engagement, including increased engagement
in his learning, an improvement in his focus and his
more open approach to discussing his tragic past.

This supports our argument for increased “in
between” provision. Especially for those students
who experience trauma, distress, or high levels
of anxiety, but are not eligible for CAMHS.
There needs to be a better system for monitoring
pupils with emerging mental health needs, training
teachers, and working with pupil’s families.
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Merseyside Arts Foundation

Merseyside Arts Foundation involved 30 disadvantaged young people in
developing capability for working in the creative industry.

65% of young people reported
improved wellbeing as a result
of engagement with the project

90% of young people independently
engaged in further arts activities
that enabled them to be up-skilled
30% of young people reported
significantly improved wellbeing

80% of young people successfully
achieved a National Level 1
Qualification through their
participation with the project,
and 18 young people successfully
achieved an arts award as a result
of their participation which was
independently accredited by
Trinity College London

My creativity is what makes me happy and so when I am supported
with my creative goals then my wellbeing improves also.

Big Love Sista

Big Love Sista trained 22 women
to be to be volunteers on the arts
health project, and several went on to
additional outcomes:

Three participants went on to
university as a direct result of
discovering a passion for art.
Four participants have got jobs.

A great coming together
of women. I may even start
to like Me!

I slept last night and felt
excited when I woke up this
morning. Better than any antidepressant or CBT.
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Mpower People
Catalyst
Catalyst ran an inclusive project working with young people and their families to
teach music writing, recording and performing as a means to build community
connections, confidence and resilience.
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We saw the young people really work together, it was not
unusual to see and hear young people from 22 different
countries e.g. France, Iraq, Syria, Nigeria, Somalia, Pakistan,
Yemen, Congo, Nigeria, Turkey, Ireland, Bulgaria, Hungary and
England write songs together and record them. Young people
with disabilities worked with other young people to produce
music...
...55 young people collaborated outside of Catalyst to make
music videos with each other. 15 participants gained skills and
the confidence to volunteer at other venues to help with
lighting and sound, 4 of them have gone on to study lighting
and sound at college. 12 participants learnt how to set up
and run live events.
4 young people have increased their confidence and
have joined Liverpool Everyman and Playhouse Base
Techs Training programme aimed at young people aged
18+ who are not in education, employment, or training.

Mpower People improved both health knowledge in their community and
employment and skills among participants and volunteers through their training,
health and digital inclusion project. 387 people completed health course feedback
and 100% felt that they had increased knowledge on how to maintain or improve
their health as a result of taking the courses.

I enjoy coming to the drop-ins, I feel like I have a place to
go every week to see my friends and learn new skills. Before
the start of this project I would often feel lonely and a spare
part but now I feel a new lease of life.
Participant
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Improved wellbeing of 93% of participants
was reflected in WEMWBS cards.

A volunteer was connected with an employer who then
gave a work placement and now full-time job to this
client, she is still working 8 months later.
MPower
They supported 3 volunteers
to find full-time permanent work.

By Mpower giving me the opportunity to
volunteer to gain experience of working with
clients on a one to one basis, it built my confidence
and they supported me to find my full-time job.
Participant

12 people completed CSCS
construction training, 13
people attended plastering,
tiling and wallpapering
training, 35 people
completed First Aid at
Work training
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After working through
online basics courses they
supported 125 learners
to complete the City
and Guilds Entry Level 3
Assessment
13 new businesses were
formed and 15 people
went into employment
Turning Tides
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Merseyside Refugee Support
Network, Asylum Link Merseyside
and Faiths for Change
Merseyside Refugee Support Network, Asylum Link Merseyside and Faiths for
Change worked collectively to deliver extensive health programmes with 2,932
refugees and asylum seekers. They ran health literacy sessions with 815 people
covering areas such as TB, HIV, holistic therapies, emergency services and first
aid, sexual health and contraception, how to deal with being given No Recourse to
Public Funds or post-traumatic stress disorder, mental health awareness, coping
with homelessness, and the different health services available in the city and how to
register/when to use them.
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The project also delivered physical activity and social connections building
with 1,004 people, 1-1 advocacy and wellbeing support for 1,310 people and
healthy food, growing and education programmes for 458 people.
Of the latter, 30 candidates gained a Chartered Institute of Environmental Health
(CIEH) accredited Level 2 Award in Food Safety in Catering and 24 participants
gained the CIEH Accredited Level 1 Course in Nutrition. Individuals who completed
the Food Safety training subsequently volunteered in the kitchen encouraging
relationships and a sense of belonging to be fostered and developed. People were
also supported with access to ESOL (English for Speakers of Other Languages), and
accredited interpreter training and with others moving on to support new clients in
need of advocacy.
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Outcome Four
More people are living well,
more active, eating better,
valuing quality of life
Many interventions aimed at supporting people to self-care and adopt healthier
lives fail to reach people with lower wellbeing. The community investment
programme was designed to reach people facing health inequalities specifically
and to enable communities to develop their own approaches to improving health.
The community-centred, asset-based approach proved highly effective in
engaging and supporting people to manage the physical, mental and social
issues they faced in improving health. All projects built evidence-based wellbeing
approaches into their practice to underpin and increase effectiveness of the
interventions (see outcome 1).
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Liverpool Irish Centre
The Sláinte Le Chéile (Health Together) Project engaged with 958 isolated and
vulnerable people from the Irish and Irish Traveller community who suffer from
poor physical and mental health.
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Al-Ghazali Centre

The centre worked with BME women and elders in Picton,
Princes Park and Kensington. The cycling programmes
gave Muslim women an opportunity to
do something they had never dared do before.
By the middle of the programme 44% of ladies said they
felt ‘quite a lot’ healthier/fitter since taking part in the
exercise sessions and by the end of the programme this
had increased to 63%.

Before

0 sessions
per week
1 session
per week

2 sessions
per week
3-4 sessions
per week

After

0 sessions
per week
1 session
per week

2 sessions
per week
3-4 sessions
per week
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Participants of the project felt they were given tools to make
positive lifestyle changes and by having the activities on a weekly
basis, they were able to remind themselves of their goal.
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One volunteer has lost 2.5 stone and managed to control his Type
2 diabetes. He now attends the garden on a daily basis and is
instrumental in promoting the project to the community. He leads
on the garden project and is able to guide new participants.
Liverpool Irish Centre
90% attending activities reported
improved their knowledge on health
and wellbeing issues

Wellbeing cards showed that 90%
of participants had increased
wellbeing after 12 weeks

Results from the NHS Liverpool CCG
physical activity tool (designed
to measure change in activity)
indicated 100% attending each
Health Walk increased their weekly
physical activity levels

100% of participants have learnt
new skills such as exercise, weight
management, gardening, technology
and socialising with other people

50% of participants in all physical
activity sessions achieved the
recommended 150 mins of physical
activity per week

Over 50% of project participants
will continue involvement in the
activities beyond the project period
75% developed new skill sets in
making positive lifestyle changes

I never knew any of this before, I have been to Slimming World and
Weight Watchers they don’t teach you the basics of nutrition and you
make it so easy to understand. Small steps really do go a long way.
I feel much more active coming
to the garden for a couple
of hours, it makes me want to
get outside on most days to
get fresh air and a walk.

I couldn’t even walk to
the shop before coming here
now I can walk the whole way
round Newsham park and
feel great!
Turning Tides
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Merseyside Somali
Community Association
Merseyside Somali Community Association offered group-based outreach and
1-1 advice and mentoring sessions to promote health, support better lifestyle and
wellbeing choices and provide pathways to accessing health services; to maximise
the capability and control BME residents have over their lives to enjoy the best
physical and mental wellbeing they can.
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87% of people giving feedback said
they had increased knowledge and
felt in greater control

62% reported improved health and
wellbeing as a result of making
improved lifestyle choices

Smile project - Daisy Inclusive UK
The Smile Project (Self- Motivation, Inclusive Learning & Empowerment) worked
with disabled and non-disabled vulnerable people from disadvantaged and
deprived communities within Liverpool.
This project addressed low levels of physical activity, wellbeing and social isolation
in disabled people through an ongoing programme of sports and activity clubs,
training, education, employment and other inclusive projects.

The project engaged with over 350 disabled people, who typically
have low levels of physical and mental health.
95% participants recorded an
improvement in mental wellbeing,
including 47% that had a
significant increase
The average wellbeing WEMWBS
score of participants rose from
significantly below the north west
and Liverpool averages, to above
On average the wellbeing score
rose by 42.62%
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96% showed increased levels of
independence and empowerment
87% of participants went into
further education/training,
volunteering opportunities
or employment
All participants increased their
levels of physical activity, and 73%
of participants continued physical
activities after the end of the course

A Project by Women Reach Women
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Women Reach Women enabled South Asian women to participate in various
physical activity sessions that were culturally sensitive. 241 people were engaged
in activities including exercise sessions, walking groups and family greenspace
events. One large event ‘Let’s talk about Health and Fitness’, was held in July 2016,
with 114 women attending.
At the end of the project 91% reported considering
physical activity as a normal part of their lives. 86%
reported an improvement in their mental health and
wellbeing. The project invested in sports equipment for
the green space events as part of the programme and the
equipment is still used in the summer by the volunteers
with community groups.

Every Sunday
the children look
forward to coming
out, we plan to do
this in summer.

I try to do more at home now, I will go up and down the stairs more
often just to get out of breath, I know that this is important, we all
move and we thought we are doing housework all day, but it wasn’t
really make us sweat or get out of breath!

Greenbank

Greenbank ran an accessible cycling project involving 209 disabled people
and their family/friends. Over 12 months:

85% of participants saw an
improvement in their wellbeing

70% felt confident that they
can cycle in the park

93% said that they felt more
confident cycling than when they
first came

38% felt they could cycle
independently on the road
Turning Tides
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Deaf Active

Croxteth Gems

Deaf Active ran inclusive physical activity, wellbeing and healthy weight
programmes for children and young people. Deaf Active measured the impact
of their project:-

Croxteth Gems provided community and family support, including 1-1 support for
children with additional needs to participate in mainstream school and sporting
activities for children and families.

96% of participants showed
improvement in all areas of
their WEMWBS scores

The results show that 71% of those involved stated that they had improved their
physical activity and now do more exercise than they had done previously, and
a number of wider outcomes are evidenced in the project.

A surprisingly high number
of participants scored a 1 or
2 pre-project and finished
with a 4 or 5 scoring matrix
post-project.
Deaf Active’s project manager
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86% reported that they felt
fitter and healthier

One participant lost enough weight due to attending
our sessions she could then receive keyhole surgery; the
doctors were happy with her progress and we were happy
to be there to support her on her journey
Many say that it has encouraged the parents to become
fitter and healthier and has had such a positive impact
on the family. Parents have acknowledged that children
have more energy and have all adopted new life-styles,
this has encouraged the children to ride their bike to
school, walk, or use their scooters. There was an
improvement in confidence, self-esteem and their fitness
and ability. Some participants were increasing from 1 day
a week to 5 days a week and sometimes twice a day.
A high number of participants also communicated a sense
of optimism about their future and the future of their
children and siblings
Our steering group identified that a high number
of participants felt isolated. We are pleased to
report that 86% of participants communicated a
reduction in isolation and that they felt part of a
wider community that could provide a platform for
improving their mental health and wellbeing.
Deaf Active
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it makes things
calmer at home

I feel more
positive about
my child’s future

It has allowed me to
improve my relationships
with my kids

I feel better able
to cook healthy,
affordable food

I have learnt
new skills on how
to be a better
parent

Two new full-time volunteers were recruited, both had complex needs and
learning difficulties and previously felt socially isolated due to a lack of access
to facilities that met their needs.

A common theme across the projects is, as above, how the way of engaging
people leads to wider ripples of benefits growing from the actual intervention.
The community development ethos of the programme enables a huge variety
of wider reaching benefits for community health to be generated.
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Kaalmo Youth Development

Squash Nutrition

Kaalmo Youth Development’s work was in addressing issues of drug use and
sedentary lifestyles in Somali and East African communities. They noted how their
community development approach of working with young people led to wider growth.

Squash Nutrition focused on the power of food to improve health in the L8 area of
Liverpool. The project recruited and was led by community volunteers and organised
sessions including growing in the community garden, cooking, and nutrition.

The degree to which many young people have been pro-active
in taking the information and a healthy lifestyle message into the
community has been a surprising and very positive unexpected
outcome. They have talked to family, neighbours and even taking
the message into their classrooms. Some have since volunteered with
Kaalmo and worked on events and consultation exercises.

On average, volunteers are attending regularly between 1-2
days per week for between 2 - 4 hours. The gardening sessions
provide low impact resistance training without jarring and stress on
the body. It requires a great deal of stretching, bending, lifting and
shoveling. Regular sessions have greatly increased the activity of many
of the participants and approximately 93% of the 31 regular attendees
have seen an increase in both their strength and suppleness.

Liverpool Arabic Centre (LAC)

The progress of all volunteers has been exceptional. Since the beginning of the project.
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Liverpool Arabic Centre ran a health drop-in located in the community, providing
interventions for people who have concerns but experience personal barriers in
accessing mainstream health care. A dedicated member of staff provided a wide
range of support for 724 people including:

Making appointments
Attending
appointments

Supporting volunteers

Translating and
interpreting English
to Arabic

Arranging transport for
people with mobility/
access difficulties

Providing details of
out of hours service

Intergenerational and targeted activities and health sessions enabled people to
become better informed, and delivering in Arabic and English helped demystify
information and improve accessibility. LAC noted that:

People became better equipped to support family and friends
and ensure individuals access professional services and advice,
thus reducing medical conditions being untreated and/or selfmedicating. Community members become more aware of emotional
wellbeing. Poor mental health is not a recognised condition for
many people of Arab culture; one young women helped with
reducing stigma by sharing her own experience of living with a
family member suffering from bipolar disorder.
44
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Six participants to our food
business courses are set to
continue learning through
enrolment on our Women’s Food
One volunteer has found full time Business PLUS course
employment in the food industry
Two volunteers have joined the
One volunteer has found part
Squash Nutrition management
time employment in gardening
committee
Three volunteers have found part
time employment in the food
industry

Two participants to our food
business courses are planning
business start-ups for 2018

Two volunteers have developed
small food businesses

One volunteer has been taken off
long term medical treatment

Three volunteers are regular
attendees of ‘L8 Plan’ community
forum looking at a local
neighbourhood plan which
includes green space
Two volunteers have become
members of a local Community
Land Trust

Turning Tides
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Outcome Five
Reduced social isolation
& increased social capital

We are social beings with evidence showing that social isolation has similar risks
for illness as smoking13,14. Feeling connected to those around us is one of the most
important protective factors in health15.
As one of the fundamentals in the Five Ways to Wellbeing, every project identified
ways in their interventions to build social connections, and all projects reported
significant increases in connections made by participants. 76 projects felt this
was a particularly key part of their work, bringing people together to form new
friendships and communities, which in turn empowered people in their lives.

Oh yes it improves my health, I make sure I don’t miss a day as
it makes me motivate myself to move , I don’t get down days as
I have good days here.
13 Holt-Lunstad J, Smith TB, Layton JB. Social Relationships and Mortality Risk: A Meta-analytic Review.
PLoS Medicine. 2010;7:e1000316
14 Holt-Lunstad J, Smith TB, Baker M, Harris T, Stephenson D, Loneliness and social isolation
as risk factors for mortality: a meta-analytic review.2015
15 Marmot, M. Fair society, healthy lives:the Marmot Review:strategic review of health inequalities
in England post-2010
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Liverpool Irish Centre

The Sláinte Le Chéile (Health Together) Project engaged with 958 isolated and
vulnerable people from the Irish and Irish Traveller community with poor physical
and mental health.

90% of participants said they met
new people and feel less isolated

75% said they would join other
community activities as a result

I come here just to talk to people. It’s so nice to see a friendly
face and just to chat about whatever. I wouldn’t see anyone
from one day to the next if it wasn’t for coming here. Isn’t it great?
Look at all those people in there too enjoying things.
Garden participant
Turning Tides
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Catalyst Performing Arts

Emmanuel Westley

Catalyst Performing Arts
used music to engage,
connect and empower local
young people and refugees
and their families.

Emmanuel Westley worked with women aged18-50, who came from a care or
orphaned background, or as child refugees, women dealing with abandonment,
post-traumatic stress, social isolation and low level depression.

I have had a great time and since I
started to attend it had made a great
difference to me, I feel like I have a new life
now and I have met some great people.
Participant

T
F
A
R
D

A Red Cross worker commentated how happy he was to see the
families enjoying the music session and in particular the children
of the families engaging in the music activity. He said one of the
children was their mothers interpreter full time and it was great
for her to escape from an adult world of dealing with her mothers
problems and to be a young person just enjoying the music. He
said it was the first time he had seen her laugh and smile for a
very long time!
The project was well received by the target groups, what was
unexpected was collaborations they did outside of the project
with friends they had made on the project, they told us they would
often go to other peoples neighbourhoods that they previously
were scared of going. They also said that they had made friends
with people from different cultures that they would never have
met if they hadn’t come to the Catalyst project.
Catalyst

One Latin Culture

One Latin Culture weorked with older people and people from
the Latin American community. They observed

Many of the people involved are lonely and find themselves
isolated for many reasons. They feel they have no one to turn to and
no one cares. This project has enabled participants to realise there
are people who care and that there are many ways in which they
can combat their isolation, whether real or perceived and that these
connections make a massive difference to their health and wellbeing.
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Their aim was to create a weekly workshop, where participants could express
themselves through creativity, be encouraged to relax, socialise and seek help
with their trauma. Emmanuel Westley found that:
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The workshops became a social meeting place for participants
and families. They began to develop friendships and meet outside
of the workshop. This breakdown of their once isolated lives, led to
the creation of a drop in where women can come with their children,
learn, socialise and support each other with different issues - a family
support agency led by volunteers, to support vulnerable families
affected by the issues of abandonment and trauma. Enough people
committed to volunteer, that enabled a five-day a week drop in and
family support agency.

Liverpool Community Spirit

Liverpool Community Spirit worked with small groups of disadvantaged,
marginalised unemployed adults with combinations of addictions, behavioural
and mental health issues from across the city.

70% of participants reported an increase
in positive relationships with other people
and increased their self-confidence, social
relationships and trust in other people
through a process of self-reflection and
sharing in a supportive safe environment

My achievement was
sitting with other
people and building
up my confidence.

Turning Tides
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Outcome Six
Reduced demand
on NHS services

Higher wellbeing correlates strongly with longer lives, reduced risk of illness,
improved recovery from illness, and positive health behaviours16. Throughout
this programme, we identified how participants and volunteers improved their
wellbeing, health behaviours and health. In many cases, people significantly
reduced their need for clinical support or treatment and fostered healthier
communities. Nesta has estimated ‘People Powered’ approaches can reduce
costs of care around long term conditions by around 20%.
What this work also reflects is how effective the personalised and asset-based
approaches adopted by the projects was, often achieving better outcomes than
mainstream services when working with people dealing with multiple and long
term issues.

16 N
 esta, Business Case for People Powered Health, 2013 https://www.nesta.org.uk/report/the-business-casefor-people-powered-health/
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Liverpool Irish Centre

Liverpool Irish Centre worked with the Irish and Irish Traveller communities to
devise a health activity programme including a community garden. One garden
participant volunteered to attend the garden daily and has lost 2.5 stone and
managed to control his Type 2 diabetes.

People First Merseyside

People First supported people with learning disabilities to become health champions
and improve their own health and share health knowledge with other people with
learning disabilities.

63% of health
champions saw
their GP less

69% of health
champions reported
losing weight

31% of health
champions took
less medication

81% of health
champions did
more exercise

94% of health
champions eat
more healthily

Many projects demonstrated excellent outcomes supporting people facing multiple
issues and complex lives, proving the value of person-centred and holistic approaches
in tackling multiple barriers to improving health.
Turning Tides
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Big Love Sista’s 100 Women Create
The 100 Women Create project used arts workshops and circles and directly
involved 232 participants and trained 22 volunteers. Over two thirds of
participants had low mental wellbeing, and none had high mental wellbeing.
Participants’ wellbeing score starting point was well below the local averages,
and many participants reported being on waiting lists for mental health
treatments, and/or using several mental health services and treatments.
Many reported ongoing health issues including mental health and other
disabilities, cancer diagnoses, and dementia.
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97% of participants increased SWEMWBS Wellbeing score over
the course of the project, with scores rising above local averages
The evaluation of the project noted that:

The service was of particular benefit for people on NHS waiting
lists for treatment, several people reported that they no longer
needed NHS services, or needed services at a reduced level,
due to the resilience they had built through the project.
Wellbeing improvements indicate avoided costs of £61,517 (compared
to Improving Access to Psychological Therapy unit reference costs)
in the short timescale of the Big Love Sista project. Longer term
benefits will be realised as the women involved show greater
resilience and are better able to manage situations.

Case studies show a snapshot of health improvements for participants, including:

Improved ability
to manage anxiety

Reduction in mental
health medication

Improved mental
health

Decrease in stress
levels

Reduction in mental
health hospital
admissions

Improved ability
to manage grief

Reduction in physical
health symptoms

Reduction in
psychiatric sessions

Improved ability to
manage depression

Reduction in crisis
events

Reduction in GP visits

These indicate that participants no longer needed to access services, or reduced
their use of services. Many also mentioned that they had developed their own
support networks.
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Story: Big Love Sista
Reduction in crisis
events and medication
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I found out by
word of mouth
and self-referred.

Participant, aged 44

I am diagnosed with schizoaffective disorder which effects my life on a daily basis.
At the time of getting involved I was also experiencing a high level of physical
symptoms which were potentially stress related including: headaches, loss of
words, nausea, dizziness and fainting, massive weight fluctuations, poor memory
and high levels of pain in joints and stomach. I was also still quite self destructive
- with my relationship, with my own body image, with food and relationships.
I lacked confidence socially and was especially intimidated in groups of women
as I felt judged and lacking.
I was seeing my GP on a regular basis and on the waiting list for Cognitive
Analytical Therapy. I was frequently referred for hospital tests and specialist
appointments due to my high level of physical symptoms, including a CAT to
check for early onset dementia, endoscopies and pain management services.
I attended the CCG Self Portrait Painting and then started going to Big Love Sista
Choir. I attended the exhibition of our work at the University and began singing at
events throughout the city. I attended the ongoing monthly women’s circles and
began going on days out with women from groups.
I have seen a massive impact on my life as a direct result including

Increased confidence and increased
attending of social events
A wider circle of friends, who I
see both as part of projects and
independently

A more positive outlook on my life
as a whole and a drive to achieve
more and to help others to do so
Levelling of my mental health
symptoms and a reduction in
crisis events and medication
Turning Tides
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I have begun to take part in more
creative activities and to paint
further and learn jewellery making,
which I see as a potential career
A massive reduction in my physical
health symptoms and a better
understanding of my own body
and mind

A drive to improve my wellbeing
both physically and mentally and
to return to education
Feeling less socially isolated and
a greater understanding of what
it to be a woman
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I have seen a marked reduction in accessing my GP and the need for further
investigation by specialists. I am having far less physical symptoms, which were
most likely related to stress and feel more in control of both my physical and
mental wellbeing. I have reduced the mental health meds I use on a daily basis
and also use less sleeping tablets. I have not needed to use antipsychotics this
year, which is a huge improvement. I have not had any mental health admissions
to hospital since beginning work with Big Love Sista.
I have now returned to studying at college - Intro to Psychology and am
due to start an A level in the subject in September. I am also looking into
potential funding for University. I would not have made these steps prior
to engaging with Big Love Sista as my confidence had taken a dip and I
did not feel I would be successful if I tried.
I have begun to volunteer in a mental health recovery college and
am building towards being able to facilitate education courses
to help other people with mental health diagnoses. I do not feel
that I would have been able to look at my learned experience
and use it in such a positive way had I not focused on addressing
my issues with confidence, fear of failure, my tendency to isolate
myself socially and various self destructive behaviours; such as
self-induced vomiting and hitting my head.

I have found attending the courses truly life
changing and now have a quality of life that I
previously did not think I could ever achieve.
I feel it has increased my life expectancy due
to improvements in my health and wellbeing, a
reduction in self-abuse and self-harm and a far
more positive outlook life.
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Sola Arts
Sola Arts delivered art therapy provision for people with psychological vulnerability
or enduring mental health difficulties from BME and disadvantaged backgrounds.
Their project ran over three years and in year three involved five staff, 15 volunteers
and 170 participants and their outcomes included:.

90% of participants stated they
had reduced GP visits

10% of participants were supported
to access mental health assessments
or reviewed medication regimes
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98% reduced A&E visits due to
mental health related issues

95% of participants stated that
they had reduced the support they
needed from mental health services

100% of participants stated they felt
more self-confident and able
to engage socially
99% of participants stated they
understood their mental health
better and triggers that lead to
distress symptoms

100% of participants stated they
had never used art therapy before
for improved mental wellbeing of
coping
Of people referred who acted out
self-harm, 100% reported reduced
need to self-harm and 90% were able
to control urges significantly better
than prior to referral with 75% totally
stopping self-harm during their time
in art-therapy
100% of participants stated they
felt more socially involved and
integrated as a result of their
engagement

Mersey Care - Talk Liverpool, CMHT and Community
Development Workers were main referral agencies into the
programme. The other referral avenues were word of mouth/selfreferral, British Red Cross, City Hearts and Solicitors. Mersey Care
does not provide for or have expertise or capacity in working
with Art Psychotherapy, PTSD or longer-term intensive therapy
which is particularly needed for this client group. Many referrals
were through CMHT and Talk Liverpool and we found that certain
Counsellors or RMN/CPN teams would refer more than others
due to personal knowledge of art therapy or open mindedness
about the approach, recognising that non-verbal therapy using
creativity is needed for people with difficulties using verbal
communication, or for people whose trauma is deep seated and
difficult to disclose or work with.
Sola Arts
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After one year of delivery, a deep-dive analysis was carried out with four
sample projects to explore the full benefits and social value achieved.
The four projects were Squash Nutrition, People First, Tom Harrison House and
Genie in the Gutter. All are referenced in this report and the detailed workings
are presented for three projects.
Details of the methodology for this approach are in Appendix 2.
Unfortunately the programme did not have the capacity to undertake such
detailed analysis across the whole programme, however the indications are
that the benefits aggregated across the programme were significant.
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Across the four projects we identified:

Direct NHS
cost saving

£85,910
Improved
mental health

32% reduction in
attendances at A&E

The four projects cost

£112,011

15%

reduction in
avoidable emergency
hospital admissions

7% had reductions
in prescriptions

Reductions

in substance
misuse/increased
level of abstention

Total NHS cost
avoidance was

£197,921

Genie in the Gutter
deep dive analysis
Genie in the Gutter worked with 416 people with multiple complex needs to support
them to take control of their own health and wellbeing. The deep dive study was
undertaken after the first year of their project.

91% of participants reported an
improvement of wellbeing (an
increase of three or more) through
answering the WEBWMS questions
within 1:1s with their Genie Support
Worker

55% (101 out of 183 who attended)
of participants reduced the amount
they smoked as a result of the
health education sessions that was
delivered as part of ‘Learn Something
New’, and 41% (75 out of 183 who
attended) of participants switched to
an e-cigarette, with a view to quitting
completely within 3-6 months
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96% of participants reported an
increase in the physical activity they
had undertaken
93% (179 out of 193 who completed
Health MOTs) of participants
displayed improvements in their
fitness levels at the end of the
programme compared with when
they joined the programme

100% of participants in the cookery
and nutrition workshops reported
that they ‘were eating healthier’,
‘drinking more water’ and ‘less
caffeinated drinks’ as a result of the
workshops, and many reporting that
they had been sharing their recipes
with their friends and family

Before I got caught up in addiction I used to volunteer at a dogs
home and I never thought I would be able to go back. While on the
programme I was able to reduce my drug and alcohol use, I started
eating better and started walking instead of taking the bus.
My confidence grew and I felt like I was becoming the person I
once was. Someone suggested reaching back out the dogs home
to see if I could volunteer again and they accepted! I love being
back there and I am always meeting new people.
Gwen

Estimated Social Value
Created: £1,435,732
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A Participant’s Story:
Genie in the Gutter
Reduction in A&E
attendances, from 47 to 1
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CF was referred to the project by Waves of Hope Intensive Support Service,
presenting with multiple complex problems. These included problematic
drinking, cannabis use, dissocial personality disorder, self-harm, some deep
seated disruptive behavioural issues, and a gambling problem. He also has
epilepsy, angina and the possibility of a mild learning difficulty. Supported by
his Community Psychiatric Nurse, housing support worker and Waves Of Hope
support worker, CF was also on MAPPA Level 2 monitoring. He had presented
at Royal Liverpool University Hospital A&E 47 times in the 6 months leading up
to him being referred to Genie.
CF has been attending the programme 5 days a week for 6 months, engaging
in sessions, including; drama, yoga, cookery, personal training, powerwalks,
psychosocial groups, group training, and cultural visits to local landmarks and
museums. He finds the community cooking activity rewarding as he is able to
connect with others and develop new knowledge and skills, and reports feeling
the fitness benefits from the twice-weekly personal training sessions, which he
says have helped him to find motivation, and gain some clarity with his thoughts
as he no longer hears voices as often.
Since engaging with the programme CF has ceased all cannabis use, and has
reduced his alcohol consumption significantly to two days a week, and has been
attending weekly Gamblers Anonymous meetings. He was reduced to MAPPA
Level 1 on the last meeting based on the significant improvements he’s made.
CF’s disruptive behaviour has improved significantly, he’s become an active
member of his community within the programme and has become a peer to
support newcomers. CF has only presented at Royal Liverpool University Hospital
A&E once since engaging with the programme. CF reports feeling happier in
general and aims to become trained as a chef.

I’ve never seen CF so calm and settled, I’m really happy with
the significant progress he’s made since joining Genie.
Policeman Constable overseeing CF
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Genie in the Gutter
Funding year 1: £24,000

Citizens supported year 1: 52

Types of participant: Complex needs including drug,
alcohol and mental health issues
Outputs/Outcomes

Estimated NHS
Cost avoidance:
£92,992

Estimated Social
Value created:
£523,361
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95%

+

with improved
wellbeing

77%

Problem
Presenting

Alcohol and
other substence
misuse 37%

reduction
in housing
related issues

92%

reduction in
criminal justice
contact

Ages

65+
2%
56-65
30%

Alcohol only
23%

Methadone and
other substence
misuse 23%

Alcohol,
Methadone and
other substence
misuse 2%

= £616,353

73%
		
of those

on methadone now
on a reduction plan

Methadone
Only 4%

subutex 4%

40-55
71%

Other
substance
misuse 8%

82%

reduction in
representing
to A&E

25-40
17%
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Tom Harrison House
deep dive analysis
Tom Harrison House (THH) trained 46 ex-service personnel, who were in recovery
following community based treatment for addiction at THH, as volunteers offering
peer support and advocacy for addicted veterans. The volunteers went on to
support people into treatment and to remain abstinent and to support family
members.
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The Recovery Advocate Military Peer Support (RAMPS) volunteers facilitated
easy and fast access to information and support for those seeking help to combat
their addiction. Over three years they supported 152 veterans into treatment. All
veterans were given support from a volunteer on the same day as making
their initial enquiry.

On-site or off-site pre-assessment appointments were booked
within 24 hours, allowing for extremely responsive and pro-active
engagement with vulnerable clients, and in many cases a seamless,
well-supported admission to the THH programme. Hand-holding
vulnerable clients to GP appointments, benefit-related interviews,
therapeutic sessions and detox units have been also been available via
RAMPS, and has further enhanced the seamless and responsive nature
of the project... We saw a significant improvement in the health and
wellbeing of our client group over Year 3, based on analysis of selfreporting tools (5 Ways to Wellbeing and Outcome Star Charts) from
the start and end of their time with us.
THH
Approximately 82% of clients
supported by the volunteers, reported
a significant improvement in their
overall health and wellbeing, with an
Of those admitted, 43 clients have
overall improvement of approximately since moved on, with 33 clients
19% across all measured metrics
(77%) remaining abstinent and
successfully exiting the programme
During year 3, 76 clients were
in a planned way
supported pre-admission. Of
these, 67% were helped to become
The national success rate at THH far
abstinent and were subsequently
exceeded the national average of
admitted to the main programme
34% in each year of the programme
After the first year of delivery, LCCG worked with THH on a deep dive to explore
the costs and savings associated with their programme.
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Tom Harrison House
Funding year 1: £27,372 		Citizens supported: 36
Types of participant: Military Veterans with addiction
83% reduction in emergency
hospital admissions

57% of participants had reduction
in medication prescriptions

67% reduction in attendances in A&E

68% of participants with improved
emotional health
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83% reduction in number
of attendees at GP

87% of participants abstinent
on completion

Outputs/Outcomes

Estimated NHS
Cost avoidance:
£58,502

Estimated Social
Value created:
£444,005

+

16
veterans in

Alcohol
Misuse 50%

Other substence
misuse 11%

= £502,507

recovery trained
as volunteers

Problem
Presenting

Alcohol and
other substence
misuse 39%

2x

		
graduate volunteers
with jobs

35

		
veterans supported
in addiction services

68%

improved
emotional
health

56%

		
with improved
relationships
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Squash Nutrition
deep dive analysis

Squah Nutrition used growing and cooking food as a tool for community
development. They found that many of the volunteers attending the weekly sessions
have lived with challenging physical or mental health problems for many years.

22% of our regular volunteers say that since attending the
projects, visits to their GP have lessened. Since attending the
project, many have said that gardening and community food
growing has been especially beneficial to them. Many have
reported a reduction in their symptoms stating the sessions have
introduced them to a way of life that improves their wellbeing.

One person began attending Squash food growing sessions as a
service user in 2011 and became a volunteer in 2013. He is now a
cooking sessions leader, a key member of the Toxteth Food Central
Community Design Team and interested in joining the Toxteth Foods
community shop sub-committee. This summer he was signed off from
weekly visits to his G.P. after 26 years, who cited that much of his
new found wellbeing was down to his volunteer experiences at the
Grapes Community Food Garden.
Squash Nutrition
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A Participants Story:
Squash Nutrition
Managing health
with nutrition
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The Grapes has done
so, so much for my
mental health, it gives
me hope, a future.

I’d never grown anything before, I’d only mowed a lawn. I’d heard about the
cooking & growing courses through a leaflet handed into the office in the place
where I live. I thought I’d give it a try. It was something new and it’s nice to learn
new stuff.
I wasn’t well for many years. I lived down South and life went a bit crazy. I had
a break down, ended up drinking and living on the streets for a long, long time.
I haven’t been on the streets for years but I still used to get really stressed out
before coming to the Grapes. I thought I had no future. There was nothing to
look forward to and I felt like I’d be isolated for the rest of my life. Coming here
feels familiar and safe; I don’t feel alone.
The Grapes has done so, so much for my mental health, it gives me hope, a future.
The project is growing and I feel I’m expanding with it. I’m so grateful to have
this on my door step. I feel good about myself again. I’ve not worked since 1990.
Coming here every Friday and then popping in during the week to water the
gardens feels like I’ve got a part time job, a purpose and it gives me responsibility.
I love growing and cooking.
I have type 2 Diabetes. I loved anything sugary and used to crave it. Since I started
growing food and cooking it with the group, I think a lot more about what I eat.
I’m eating a lot better now and am more conscious of my health. Instead of
burgers and pies, I pick what I’ve grown and cook it for myself.
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I’ve learnt how to make snacks without sugar and so will eat those instead of
chocolate. The doctor thinks it’s great. I had one of the onions we have been
growing the other day and it tasted like an onion should. The ones from Tesco
don’t taste that way!
Growing occupies my mind. If I was to sit at home day after day or go the pub,
I think I’d deteriorate. The future frightens me sometimes but doing what I do here
makes it easier. I worry that this will close and I don’t know what I’d do then. I’m
learning all the time. I can save seeds and know which seeds are from what plant
and all sorts of stuff. I’m dead proud of myself.
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When I first started coming I was frightened, I didn’t know anything or anyone but
people here are lovely and happy and patient. I don’t need to keep asking what’s
this and how do you do that anymore, I just know it myself now. It’s amazing to
be able to make friends and share a hobby of growing as well. I lived on my own
for 2 years and never saw anyone. Before I became ill I had happy memories of
this community. Joining the Grapes group feels like coming home.
I’ve loved our community cafes. It’s great to be able to show off what we’ve done
together to other people. It’s really sociable, it’s not just our space, it’s for other
people and there’s loads more people interested in joining us now. I did a lot of
the food prep and cooking and loved it. Being around that many people who I
don’t know and having to talk to them would have freaked me out before I started
the Grapes. It’s too easy sometimes to walk away from things that frighten you
but I’ve got a load more confidence now to stick with it.

Squash Nutrition

Funding year 1: £35,637			
Citizens supported: 30
Types of participant: Social isolation and mental health issues
10% with reduction in medication

Increase in wellbeing of 25.46%

57% with increased physical activity

69% with reduced social isolation

78% with improved mental wellbeing

17 volunteers engaged in delivery

Outputs/Outcomes

Estimated NHS
Cost avoidance:
£29,006
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+

Estimated Social
Value created:
£267,773

= £296,779
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How the outcomes were
achieved
Person-centred approaches
and asset-based community
development
This community development programme engaged and supported communities
in creating healthier futures. It took an asset-based, wellbeing approach as core
principles of project delivery16 and its effectiveness is demonstrated in this report.
The examples throughout and below show how projects find person-centred
approaches to responding to people’s strengths and abilities and support them
to remove the barriers they are experiencing to living fulfilling lives, to recognise
their potential, and in turn to support others to do so. The programme recognised
that communities have the skills to find their own solutions, and created the
resources, time and space to enable this to happen.
16 The Health Foundation, Head Hands and Heart; Asset-based approaches in Healthcare, April 2015
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Adult drama group perform in the
first ever Liverpool Fringe Festival
Adult inspired to create a musical
based on her experience of
domestic violence
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12 adults took acoustic guitar
lessons, three adults took drum
lessons, six adults took music
technology lessons

My dog is ill so I stopped going out walking – now I walk
to the theatre every week for my art exhibition.
Participant
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Valley Community Theatre

Al-Ghazali Multicultural Centr-

Valley Community Theatre worked with 345 people in Netherley who had never
engaged with community activity, who face severe disadvantage and were dealing
with issues such as post-traumatic stress disorder (PTSD) and domestic violence.
79% of participants increased their levels of regular physical activity, 100% reported
an increase in their knowledge to self care and 100% reported feeling less socially
isolated and more connected. They also involved 21 volunteers. The project
outcomes though go beyond this. Investing in communities enables groups and
individuals to flourish. The following are examples Valley Community Theatre
gave of how their project enabled people to grow.

Al Ghazali Multicultural Centre worked with BME women and elders to increase
awareness of health issues affecting them and involvement in healthy activities.

Wheelchair user with poor mental &
physical health manages to network
with a musician signed to Capital
records in the USA to mentor young
musicians at Valley
Local disabled community member
and his carer ran a pilot healthy
food cafe at the theatre, cooking
fresh food cooked from scratch
daily; offered to participants at a
very low cost

15 local pensioners set up their own
weekly ballroom dancing sessions
Choir members regularly meet up
outside of choir practise
Members joining other groups e.g.
musicians joining drama
66
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16 year old male with Asperger’s
makes the transition from volunteer
theatre technician to paid freelance
position
Musician aged 18 who lost her
mum to substance misuse comes
third in a Merseyside-wide vocal
competition out of 600 people
Adult theatre group found the
confidence to perform in a north
west writers and drama competition
at the Gladstone Theatre in Port
Sunlight
Valley Community Theatre becomes
the furthest venue from the city
centre to be a host venue for the
Liverpool Fringe Festival

Since beginning the health project the amount of work we
can actually deliver and the number of organisations we can work
with has been endless and has exceeded expectations. There is
not one week that goes by where there is nothing to take part
in associated with health. The centre is buzzing with health
activities and information.
Al-Ghazali Multicultural Centre

Neighbourhood Services
Company (NSC)’s
NSC’s family physical activity programme saw:

...that families have taken further steps outside of the exercise
programmes to establish activities of their own. They have
increased motivation, self-esteem, confidence and fundraising
skills to set up their own activities.
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Granby Somali Women’s Group

Kinship Carers

Observations of the first session showed that many participants in the focus
groups were ‘uncomfortable’ when talking about FGM in details. One participant,
a respected elder in the community, believed it was ‘haram’ (against religion to be
talking about it); this participant was a strong personality and affected the group’s
confidence to disagree and debate. The self-esteem of participants increased
during the project as they challenged this participant and even contacted the
local Mosque to prove their point.

Kinship Careres supports families where young people are ‘looked after’ by another
family member due to their parent(s) chaotic lifestyle, death or imprisonment, the
majority of these ‘carers’ being grandparents. These families experience huge loss,
isolation and stigma, they have the same needs as the ‘looked after’ population, but
without relevant support.
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Feedback from the initial questionnaires indicated that 80% of female participants
believed FGM was essential for getting married, compared to 33% of male
participants. The feedback displayed that FGM was not as important to males
as females believed; this was an important aspect as one of the reasons for
performing FGM was to be ‘clean’ for future husbands. Increasingly religion was
cited as a reason, and with increased tension. During focus groups the majority
of female participants who had given birth had experienced difficulties during
childbirth due to FGM, this led to many male participants understanding the
physical effect of FGM on women’s bodies.

I would never have had the
confidence before volunteering
to apply for jobs, I really thought
I wasn’t good enough.
Volunteer

I thought it was just my
wife, but all these women
with the same problems is
shocking.
Male participant

97% of participants felt confident to talk about FGM and the issues surrounding it
while 78% said they would take part in future sessions. The participants became more
confident in the topic and thus in turn in themselves, which could be seen in their
feedback and participation in sessions. Parents that took part as families stated that
they were ‘open’ in talking to their children, with 79% feeling more encouraged to sit
down and talk as a family. Four of the volunteers have continued on volunteering in
additional projects with one volunteer gaining a part time job .

Merseyside Polonia
Merseyside Polonia engaged
1050 Polish people over one
year, working with families to
identify and address health
issues affecting them.
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We could notice the positive changes
within the group of participants,
increasing their confidence and
creating the peer groups.

While we recognise the growing problem of Mental Health,
we also know that only a small proportion of our families engage
with MH services – this is often due to long waiting lists, stigma
and finding it hard to build a relationship with health professions.
We also recognise that lots of our families keep physically and
mentally healthy by peer support and the projects that we
provide – we feel this is the most effective early help intervention.
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Families created a peer mentoring project that enabled them
to be mindful of newer members needs and to support them,
this was written up and delivered as a course to kinship carers
and is in the process of being accredited. We are now using the
peer mentors to engage with a local school to develop their skills,
awareness and knowledge of MH to be able to support each
other more effectively and to do purposeful activities in their
community and to bring in new Kinship Families.

Speke Adventure Playground

Speke Adventure Playground worked with young people and families around
physical activity, cookery and healthy weight. They worked with young people,
many of whom had displayed signs of challenging behaviour, to identify issues and
design the project

They took ownership of the sessions, decided what it was
they wanted to do, planned the sessions, organised themselves
as to who was doing what and when, worked out the budget
for materials etc. and researched what was needed. They were
actively involved from start to finish.
Turning Tides
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We received an email from a teacher who taught one of our Bike
Lads - she had watched the event from a distance and observed her
former pupil’s mechanical skills and public interaction and was
amazed at how well he was doing.

Peloton
Peloton developed a community cycling project, Bike Lad, training young people
to run the project and then supported 212 people in one year to be active in their
everyday lives.
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The best aspect was developing a strong, efficient and unique
service. The three young people who we trained were marginalised;
one by their contact with the criminal justice system, one with a
hidden disability and one classed as homeless. To witness their
development into community centred engineers who, despite their
individual challenges, gained a broad skill base, qualifications and
credibility was very rewarding.
Peloton
All three ‘Bike Lads’ were trained to the national standard in cycle maintenance.
They increased their capacity to risk assess, manage and deliver outreach events
independently and alongside partner organisations; increased their ability to
deal with customers from different backgrounds, ages, abilities and cultures; and
developed their own professional networks.
62% of those who received cycle training and completed a questionnaire
reported an increase in confidence in cycling.
75.5% of those that ‘Bike Lad’ supported (who completed the questionnaire)
reported an increase in cycling after their support from the service. There was
evidence to show that the interventions brought families together through
cycling. ‘Bike Lad’ donated their refurbished bikes to parents so they could
cycle with their children.

This led to her requesting the ‘Bike Lad’ service for a careers day
at the school. Returning to the school was challenging for him but
he returned as an advisor and ambassador which was incredibly
powerful. The second best aspect was the gratitude of those who
received the service. To give bikes to those who don’t have one,
to take those who have bikes and get them cycling again and to
enhance the experience of cycling for those who do cycle already
felt like special work.
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The Bike Lads are all members of the cooperative and still have
regular work with us. One has started his own workshop and
the other is supervising our first outreach hub based in north
Liverpool. They are all continuing their studies by following their
cycling qualification with an NVQ in engineering. Their appreciation
is clear in their commitment to developing as individuals and their
attitude towards our mission to make Liverpool healthier through
the development of a real cycling culture.
Peloton

...two of the ‘Bike Lads’ have developed their own workshop
and bike revival project since completion. This would not have
happened without the skills they have gained on the programme.
Peloton
The service has continued through the development of cycling hubs alongside
partnerships acquired through the programme’s events. This is an indication of
demand and usefulness of the service.
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Mpower People
Mpower People ran a digital inclusion project backed up by fully person-centred
approaches which supported people in removing the barriers to their growth.

Do you know that you are the first person to actually sit and
listen to me? You are the only one that has given me your time
and shown me step by step what I need to do in order to not
be sanctioned. Now I have this knowledge I will be back next
week to gain more computer experience.
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I can’t believe it’s took someone like you to help me.
People just look at me and see me as a druggie and can’t
wait to get away, it’s nice to be treated as a real person for
a change regardless of my lifestyle.
Participant
Mpower People also connected those suffering from alcohol or substance misuse
with rehabilitation and other support networks.

T
F
A
R
D

Feedback from community
organisations involved
NHS Liverpool CCG Social Value and Engagement team worked closely with
the 88 organisations involved in the programme and also commissioned capacity
building support from RLK Partnerships who provided in-depth advice to
organisations throughout, mainly regarding evaluation and business development.
Regular events were held for all organisations throughout the programme to share
experience, learning and build knowledge and relationships.
As part of project evaluation and through anonymous survey, the community
organisations described what they had found helpful and what could be improved.
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The following were the most valued aspects and
those to build on in future:Opportunities to develop partnerships with other VCFSEs through the events
and communications with participating organisations. Survey feedback
on partnership working showed that many had increased the number of
organisations they worked with (78%) and had contact with (73%). Many also
cited partnering with organisations with complementary skills and expertise
as really useful growth. 91% of organisations who responded to the survey
said that their partnership working with NHS Liverpool CCG had improved,
and 100% that their understanding of the work of the CCG had improved.
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Funding which enabled staff resources for delivery.

Being able to design and adapt projects in response to community interaction
and develop truly person-centred approaches.
The opportunity to engage with NHS Liverpool CCG directly.

Ongoing, supportive, open dialogue, understanding and helpful approach of
Social Value and Engagement team.
Being able to access capacity support from RLK Partnerships and the quality
of that support. There was >90% satisfaction with the quality of the service
received with 88% saying they had increased their skills, and 92% increasing
their knowledge and 87% increasing their confidence to deliver effective
health programmes, and 90% reporting increased confidence in measuring
outcomes.
Support with evaluation with many organisations using the tools adopted in
the programme going forward.
Being able to use working with the CCG to draw in other partners, funding,
volunteers and collaborators.
Strengthening the health outcomes of the community work.
For those funded over multiple years, the ability to develop their approach
and commit fully to planning and achieving maximum outcomes.

The whole team have been very supportive, and quick to
respond. We genuinely feel we are part of a wider team.
Annoymous
74
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What organisations felt were the best aspects of
the programme:
Liverpool Irish Centre

“Workshops by CCG were informative and gave a lot to think about in terms
of making project more effective and working with other community groups.
The collaboration with SLC, ICC and LIC has been a huge success and has been
able to reach a wider audience, which in turn has seen an increase in demand
for the project with sections of harder to reach members of the Irish and Irish
Traveller communities becoming involved.”
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North End Writers

“The opportunity to meet other organisations involved in the programme.
The offer of additional help and advice. The sense that we were part of a
larger network aiming to improve health and wellbeing in Liverpool.”

Valley Community Theatre

“The best aspect of the programme by far was having the freedom to tailor
session lengths /art forms/ group sizes to meet people’s needs. This bespoke
person centred method had a hugely positive effect on our results.. We have
been encouraged to feedback what has not worked and we have enjoyed
collecting honest, hard, statistical data to give a true reflection of our intervention.”

Family Refugee Support Programme

“We felt supported and that we learned from other projects on the days we got
together. The level of understanding and appreciation of small organisations
work in the local area was excellent. It was stimulating and humbling to see and
understand the great work being done by other projects locally with very small
amounts of money, but big commitment.”

Catalyst

“The freedom we had to use the funding to make sure we delivered exactly what
the participants needed (person centred). Being able to develop programmes
and expertise and then seek further funding to develop programmes.
It has been so progressive to have the support of LCCG and this support has
gone on to help us gain further partnerships/ commissions/ grants to keep
improving the health of those most disadvantaged and excluded.”

Open the Door

“This programme has been, without doubt or question, the best scheme
we have, in our twelve years of operation, ever applied to.”
Turning Tides
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First Take

“It was incredibly well organised and great the way it brought people together
who had been backed by the programme, we could network and had the
opportunity to discuss our projects with each other in a supportive environment.
..It was a friendly approachable team with the necessary skills to address any
problem we had.”

When asked about further or future support at the end of the programme, the
largest request was support to work further with the NHS – there is enthusiasm
and willingness to do so among community organisations.
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Areas where organisations felt there could have
been improvement were:Reducing the paperwork – many organisations found the evaluation work
very time consuming and identified ways in which it could be simplified.
Referrals from NHS – many organisations found it difficult either to engage
with GP practices, or to get GP practices to refer patients to them, despite
support from NHS Liverpool CCG and the assurances of having conducted
due diligence with LCCG regarding issues such as safeguarding.
Conversely many organisations reported patients being referred to them from
Mersey Care services although a number of difficulties were identified in how
this took place. There were many examples given of referrals where patients
hadn’t responded to talking therapy, or needed a longer period of support
than they were offered, or where patients were being discharged and needed
additional support. Organisations also described supporting people following
treatment where no onward referral or support had been put in place and
supporting people in ways which complemented their clinical treatment.
Some organisations felt more regular site visits from the team would have
been useful.
Many organisations felt the lack of onward funding and/or discussions about
future commissioning models were disappointing (NHS Liverpool CCG
withdrew significant funding from VCFSE partners in 2017 and in 2016 the
final year of this programme was closed to new applicants).
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Conclusions

The programme had significant reach and
impact for relatively small investment.

The outcomes are clear and compelling. This report, and those of the
organisations which inform it, have only touched the surface of the social value
derived from the original investment. It is not possible to convey the rich data
and stories conveyed in the reports of all the organisations in this summary.
Neither was there capacity to conduct a more detailed return on investment
analysis of every project and the outcomes achieved. This report however,
provides valuable evidence to inform delivery of One Liverpool, to improve
community engagement, increasing preventative health measures, reducing
demand on NHS services and supporting communities in asset-based
approaches to improving health and reducing inequalities.
Turning Tides
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The programme has been able to
evidence it was successful in:

Tackling health inequalities
Engaging communities experiencing health
inequalities, at a large scale
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Improving mental health

Improving people’s wellbeing and mental health

Increasing skills & knowledge
Raising employment, qualifications, skills and
knowledge among participants and volunteers

Promoting healthier lives
Improving individual and community capacity
for living healthier lives

Improving healthy behaviours
Improving health and healthy behaviours

Reducing social isolation
Reducing social isolation and increasing
social capital

Improving community
leadership
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Improving community organisation capacity
for leading healthier communities

Improving partnerships
Improving partnerships and collaborations
among VCFSE partners

Improving relationships
between partners
Improving relationships between VCFSE and
NHS Liverpool CCG and other partners

Some of the key reasons for the success were:
Providing resources and structure which enabled person
centred, asset-based community activity and the capacity
to deliver it.
 he culture of programme management fostered
T
collaboration, respect and mutual learning.

The commitment, expertise and will of project partners.
 he energy, kindness, talents and resilience of the people
T
who are Liverpool’s communities.
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Recommendations
One Liverpool partners across the NHS, VCFSE and Liverpool City Council
and other partners come together to discuss the learning from the
programme, and specifically
Engage people, partners and VCFSEs in designing relevant aspects
of the delivery of One Liverpool
Identify how asset-based working can be integrated into the
commissioning cycle using a social value approach
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Identify how referrals between partners could be improved and facilitated
to achieve better outcomes
Identify what investment models for delivering One Liverpool objectives
for more prevention work and healthier communities might be needed
Review how funding for link workers and social prescribing relates to
learning from this programme and partnerships with VCFSEs and can be
co-ordinated
Explore how the learning from this work can inform the developing social
innovation approach of the Liverpool Provider Alliance
Develop measures aligned to NHS outcomes and social value

Consider an interim programme and funding to support the development
of approaches, frameworks, evaluation, partnerships and governance
with VCFSEs and providers, in transitioning to strategic, outcomes based
commissioning
Track population level wellbeing measure

Bring forward proposals in response to these discussions in summer 2020.
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Glossary, appendices and
project delivery partners
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Glossary
Wellbeing
Wellbeing exists in two dimensions, subjective and objective. It comprises an
individual’s experience of their life as well as a comparison of life circumstances
with social norms and values. Examples of life circumstance include health,
education, work, social relationships, built and natural environments, security,
civic engagement and governance, housing and work-life balance. Subjective
experiences include a person’s overall sense of wellbeing, psychological
functioning and affective states. (World Health Organisation)
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Health inequalities

Health inequalities are the preventable, unfair and unjust differences in health
status between groups, populations or individuals that arise from the unequal
distribution of social, environmental and economic conditions within societies,
which determine the risk of people getting ill, their ability to prevent sickness,
or opportunities to take action and access treatment when ill health occurs.For
some people in England there are still unfair and avoidable inequalities in their
health and in their access to and experiences of NHS services.
There are also actions that can be taken on the social determinants of health
which can reduce these health inequalities, for example education, employment
and housing. (NHSE and PHE)

Social determinants

Social determinants of health are the conditions in which people are born, grow,
live, work and age. These circumstances are shaped by the distribution of money,
power and resources at global, national and local levels. The social determinants
of health are mostly responsible for health inequities. (World Health Organisation)

Social Value
Social Value describes the social, economic and environmental wellbeing
derived from an investment, policy or action. Social value measures are the
quantification of the relative importance that people place on the changes
they experience in their lives.
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Social Capital

Social relations that bring benefits, the value of social networks.

Asset-based community development

Asset-based community development builds on the assets that are found
in the community and mobilises individuals, associations, and institutions
to come together to realise and develop their strengths.

CCG

NHS Clinical Commissioning Groups are responsible for planning and buying
health care services for an area.

VCFSE

Voluntary, Community, Faith and Social Enterprise organisations.

Liverpool Provider Alliance

Liverpool Provider Alliance represents all Liverpool NHS Trusts, GPs, Liverpool
City Council in its role as a provider, members of the voluntary and community
sector, care homes and housing.

One Liverpool

Five Year strategy for health and care partners in Liverpool.

Cheshire and Merseyside Health and Care Partnership
Brings together NHS organisations, local authorities, public health leads and
the voluntary, community, faith and social enterprise (VCFSE) sector from
across Cheshire and Merseyside to deliver real improvements to the health
and wellbeing of local people.
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Appendix 1

Appendix 2
Methodology for evaluations

Process for projects
Applications were invited from smaller Liverpool community organisations that wanted to
improve health and wellbeing in ways relevant to their community.
An application form and clear score criteria were used to assess proposals, and guidance
explaining LCCG’s approach, was provided. All applicants were required to provide assurance
regarding eligibility criteria and information relating to their plans and their community.
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A panel of CCG staff and Governing Body members assessed and scored applications. Key
issues assessed included whether the community experienced health inequalities, how the
community had been involved in developing the proposals or how demand for the approach
was known, the experience of the organisation and its personnel and the rationale for why the
project would address need and be effective.

1.

At the outset all projects completed a Project Planning and Evaluation template
provided by LCCG, setting out their outcomes, indicators, evaluation approach and
baseline data. This ensured all projects were structured to incorporate the five ways to
wellbeing and that the approach for evaluation was agreed at the outset. A variety of
quantitative and qualitative approaches were used by the projects. Each year, projects
submitted an interim progress report and an evaluation report.
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LCCG’s Business Intelligence team aggregated the project reported data relating to
outcomes to create a framework for the whole programme from year one, and analysed
wellbeing data across three years. LCCG Social Value and Engagement team analysed
outputs, outcome evidence and qualitative data.

All successful projects signed contracts with formal terms and conditions for compliance and
were required to submit key documentation for due diligence checks and to provide appropriate
assurance to LCCG. These included safeguarding, financial controls, equality and diversity policies
and organisational form. Support was provided to improve processes if appropriate.

In addition, RLK partnerships surveyed participating organisations about their
experiences and also analysed four projects in depth to explore cost savings, project
data relating to individual participants baseline and post participation data.

Support Capactiy

Healthy Liverpool Community Investment
Programme Partners: Project level
reporting on activity, outcomes and before
and after data for participants.

As part of the programme capacity building support was commissioned from RLK
Partnerships. The service aim was:

To develop capacity with relevant VCSE organisations to enable health improvement
and to create healthier communities
Support delivered fell into these categories:
One-to-one support
Delivered on a flexible and
demand-led basis.

Event and Engagement support
Both on the Community Grant and
Engagement programmes

Workshop support
Both planning and delivering
workshops, and supporting in
CCG-led workshops

Completion of deep dive case studies
and evaluation on samples of projects

In evaluating the support participating organisations were sent a survey
90% of survey respondents said that
the support had been beneficial to
their organisation
95% said that the support had been a
worthwhile investment of their time

92% said that the support had
increased their knowledge
87% said their confidence in
delivery had increased

Following the first two years of the project, NHS Liverpool CCG did not proceed with the
third year call for new projects as part of financial savings. Projects which had a contract
for 3 years of funding continued to deliver for the full three years.
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The findings in this report are drawn from the following:-

NHS Liverpool CCG (LCCG)
Business Intelligence Team:
Analysis of all project level data from
evaluation reports, year 1 outcomes
framework and 3 years wellbeing data.

RLK Partnerships surveys of participating
organisations and analysis of data from 4
projects to provide in depth case studies
showing cost avoidance and social value
achieved
Analysis of survey responses from projects
about their experience of the programme
and the support they received

2. Wellbeing data

The concept of wellbeing comprises two main elements: feeling good and functioning
well. Feelings of happiness, contentment, enjoyment, curiosity and engagement are
characteristic of someone who has a positive experience of their life. Equally important
for wellbeing is our functioning in the world. Experiencing positive relationships, having
some control over one’s life and having a sense of purpose are all important attributes
of wellbeing.
The Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS) is a tool developed to
assess positive mental wellbeing via a 14-item scale. It has been validated for use in
face-to-face interviews. The tool covers aspects of positive mental health including:
Positive affect (feelings of optimism, cheerfulness, and relaxation)
Satisfying interpersonal relationships
Positive functioning (energy, clear thinking, self-acceptance, personal development,
mastery & autonomy)

Turning Tides
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A shorter, seven-item version has been developed as a practical alternative to the
full version of WEMWBS. While the shorter version offers a more limited assessment,
it has other advantages and has proved to be a valid and robust tool.
The seven-item WEMWBS (SWEMWBS) uses a five-point Likert scoring system, with
responses ranging from ‘none of the time’ (1) through to ‘all of the time’ (5). A score
is attributed to each response for each of the items in the scale. The score for each
response is summed, thus a respondent can score between 7 and 35. If ‘don’t know’
is selected then the respondent is excluded from analysis.
The seven items are
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I’ve been feeling optimistic
about the future
I’ve been feeling useful

I’ve been feeling relaxed

I’ve been thinking clearly

I’ve been feeling close to other people
I’ve been able to make up my
own mind about things

I’ve been dealing with problems well

Most projects stated at the start of the programme they would use SWEMWBS
wellbeing cards to measure the impact on participant’s wellbeing score. However, for
many projects the tool was difficult to administer given the design of their approach or
the nature of their participants. The data relating to WEMWBS reflects that gathered by
67% of projects (59) who used SWEMBS. The North West and Liverpool data is from the
2012 study, using WEMWBS and is provided for general not direct comparison.

3. Five Ways to Wellbeing

Intelligence and other sources are described below. Each projects before and after
data (for example how many times a person was admitted to A&E in the year prior to
participation in the project compared to during the project) was then used to calculate
cost avoidance. Other factors were assessed to produce an indication of the social value
generated by the projects. This calculation does not reflect the full principles of a Social
Return On Investment assessment, and has attributed effects for participants directly to
the project. This is in line with reporting practice for clinical interventions.
In many cases the projects had additional anecdotal evidence. This has not been
included in calculations, only incidences where baseline and follow up data had been
recorded. The figures are therefore likely to be higher. In all cases RLK erred on the side
of caution, and used simple, broad figures. The final costs represent, for instance,
a single course of alcohol treatment avoided, where, in fact an individual may have
needed several before becoming abstinent. In addition, results for one project reflect
only six months work.
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In addition, overarching data relating to the Social Value derived from volunteering was
calculated at the end of year 3 and the same data values were used for consistency.
In addition to the case studies, LCCG also surveyed all projects to ask for anonymous
feedback regarding their participation in the programme, the support they had received
and their understanding of and relationship with LCCG and Healthy Liverpool. Results of
this survey are included in the report.
Calculations, data sources and more information on the methodology for the case
studies is provided below.

Cost avoidance underlying figures and assumptions

The Five Ways to Wellbeing is a set of evidence based actions which promote people’s
wellbeing. These were identified when the New Economics Foundation (NEF) was
commissioned by the Government’s Foresight project on Mental Capital and Wellbeing
to develop a set of evidence-based actions to improve personal wellbeing.

Genie: 28 people had reduced attendances at A&E, and the average number of
attendances per person in the previous year was 7.7, so this equates to 217 instances
of attendance reduced. it is assumed that 10% of attendances at A&E led to admissions,
so a reduction in attendances led to reduced admissions.

In the report, NEF presents the evidence and rationale between each of the actions,
drawing on a wealth of psychological and economic literature. The 2008 Mental Capital
and Wellbeing Project analysed the most important drivers of mental capital and
wellbeing to develop a long-term vision for maximising mental capital and wellbeing in
the UK for the benefits of society and the individual.

Data for Genie reflects the first six months of the project, only, due to timing of the deep
dive analysis.

The Five Ways to Wellbeing are Connect, Be Active, Take Notice, Keep Learning and Give.

Note to tables
There would also be costs associated with community team involvement. Average
national cost to support one patient in a community team for one year = £2,800 (NHS
Benchmarking network 2014-15), but this has not been added, and the lower figure has
been used, giving a more conservative estimate.

4. Deep dive case study and cost benefit analysis
RLK partnerships conducted an in depth assessment with a sample of projects after year
one in order to explore how possible it would be to ascertain cost benefits associated
with certain projects.
The methodology for this was also agreed with LCCG business intelligence team. A data
sheet was prepared by LCCG and RLK partnerships to request additional data from
the projects. Projects then provided baseline and follow up data relating to individual
participants and for their project. NHS cost information was provided by Business
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38

Those with
improved
wellbeing

17

20

26

16

No.

Social
Value
No.

Social
Value

No.

22

Reduction in
contacts with
criminal justice
(police, court
appearances
etc.)

£523,361

£14,586

£200,593

20

Those with
improvement
in housing/
accommodation

20

14

3

7

Those moving
from NFA to
homed

£160,380

2

Participants
moving into
voluntary roles
following the
project

£147,807

2

Total

Social
Value

Tom Harrison
House RAMPS

£6,744

£65,347

£48,705

£24,800

£46,098

£41,456

Social
Value

£15,736

£48,765

£31,000

£56,736

£44,047

Social
Value

No.

Social
Value

Squash Food
Farmacy

14

17

25

32

17

No.

Squash Food
Farmacy

No.

64

22

82

99

118

48

No.

Social
Value

All

£71,936

£65,347

£234.930

£122,760

£209,214

£124,368

Social
Value

All

Social
Value
Amount

£1,124

£2,970

£2,865

£1,240

£1,773

£2,591

Social
Value
Amount

£444,005

£13,260

£112,266

£64,203

£5,182

£15,944

3

8

£267,773

£7,773

£63,776

42

34

10

5

10

£1,435,732

£272,646

£272,646

£214,010

£12,955

£79,720

£8,019

£8,019

£21,401

£2,591

£7,972

Notes

Value of course
of CBT to build
psychological
resilience and
self-esteem as a
proxy for increasing
wellbeing

Source

Source Data

Notes

Some have gone on
to more structural
HACT Value
training, this lower
Calculator
values has been
used

Global
Value
Exchange

Uplifted to 2015
prices. Applies
to alcohol only,
but used for all
substance misuse,
in absence of other
data

Value of frequent
mild exercise. Some
participants have
HACT Value
increased beyond
Calculator
mild exercise, but
the lower value has
been used

Big Lottery
Fund: Guide
to Social
return on
investment

Value of regular
HACT Value attendance at
Calculator voluntary or local
organisation

Value of regular
HACT Value attendance at
Calculator voluntary or local
organisation

Source

Source Data

New
Fiscal and economic
Economy
benefit from a workless
Unit Costs
claiment entering work
Database

Crime - average cost
per incident of crime,
New
across all types of crime
Economy
(fiscal, economic and
Unit Costs
social values) - used as a
Database
proxy for each incident
of crime reduction

Value of moving
from temporary
accommodation to
HACT
secure housing (no
Value
dependant children) Calculator
figures for those with no
dependant children used
as no data available

Value of moving from
rough sleeping to secure
HACT
housing (no dependant
Value
children) - figures for
Calculator those with no dependant
children used as no data
available

HACT
Value of regular
Value
voluntering
Calculator
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Those employed
following the
project

No.

People First
Health First

Genie
5 Ways in 5
Days

£49,4456

6

£137,520

19,840

£35,460

£7,773

Social
Value

Those who have
undertaken
training or
education

48

16

20

3

No.

Tom Harrison
House RAMPS

22

£47,120

£70,920

£31,092

Social
Value

People First
Health First

Those with
a reduction
in substance
misuse/
abstention

44

40

Number
regularly
attending a
project

Those with
increased
physical activity

12

Volunteers
engaged in
delivering the
programmes

No.

Genie
5 Ways in 5
Days
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Notes

References

To give a conservative estimate, not all possible aspects of social value have been estimated
(e.g. the number of people employed because of the projects, benefits to employees such
as training, any environmental factors, other benefits to participants, knock-on benefits to
participants’ families).

DoH Reference costs 2014-15
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/477919/201415_Reference_costs_publication.pdf

This calculation does not reflect the full principles of a SROI assessment, and has ascribed
all effects for participants directly to the project.
Furthermore, according to Alcohol Concern, for every £1 invested in specialist alcohol
treatment, £5 is saved on health, welfare and crime costs.
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Cost

NHS Costs

Emergency admissions

Emergency admissions MH (including substance
misuse)
A&E attendance
A&E attendance

Typical prescription cost
Prescription costs per
consultation
Cost per bed day

Cost per DNA:

£1,873

Source

LCCG provided costs

£1,437

LCCG provided costs

£62

LCCG provided costs

£132

DoH Reference costs
2014-15

£7.80

Average number of
PSSRU Unit costs of Health
prescriptions per GP
and Social care 2015
consultation is 2.86 (PSSRU)

£595.40

PSSRU Unit costs of Health Reducation assumed for 26
and Social care 2015
consultations at £22.90

£721

DoH Reference costs
2014-15

Outpatient visit

£114

DoH Reference costs
2014-15

GP Visit

£45

PSSRU Unit costs Health
and Social care 2015

Cost of counselling
services (talking
therapies)

£1,088.80 LCCG provided costs

Average alcohol- related
healthcare costs for high
risk and increasing high
risk drinkers

£316.23
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Comment

IAPT reference unit cost
= £108.88 per session average of 10 sessions
assumed

PSSRU: Unit costs of Health and Social care 2015,
http://www.pssru.ac.uk/project-pages/unit-costs/2015/index.php
Alcohol Concern, Harm Map
http://www.alcoholconcern.org.uk/training/alcohol-harm-map/#_blank
IAPT reference unit cost, counselling services (talking therapies): £108.88 per session
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Datasource

Total Activity

Total Cost

Average Cost

A&E attendance (0-17)

Aristotle

56,285

£3,699,487

£66

A&E attendance (18+)

Aristotle

254,180

£15,864,313

£62

A&E admissions (0-17)

SUS

5,945

£8,152,488

£1,371

A&E admissions (18+)

SUS

54,225

£101,539,940

£1,873

A&E admissions (0-17) MH Diagnosis*

SUS

239

£159,817

£669

A&E admissions (18+) MH Diagnosis*

SUS

2,738

£3,934,591

£1,437

*Diagnoses included as Mental Health Admission:
F00 - F99 Mental and behavioural disorders
G30 Alzheimer disease with early onset

T36-T50 Poisoning by drugs, medicaments and biological substances
T51 Toxic effect of alcohol

Alcohol Concern,
Harm Map
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Cost
Social Value
Value of course of CBT to
build psychological resilience
and self esteem
The average harmful drinker
costs society annually

Source

£1,240

Big Lottery Fund: Guide
to social return on
investment

£2,970.30

Global Value Exchange

Value of regular volunteering

£2,591

HACT Value Calculator

Value of regular attendance
at voluntary or local
organisation

£1,773

HACT Value Calculator

£1,124

HACT Value Calculator

Value of moving from rough
sleeping to secure housing
(no dependent children)

£21,401

HACT Value Calculator

Value of moving from
temporary accommodation
to secure housing (no
dependent children)

£8,019

HACT Value Calculator

Fiscal and economic benefit
from a work-less claimant
entering work

£7,972

New Economy Unit
Costs Database

Value of frequent mild
exercise

£2,865

HACT Value Calculator

Crime - average cost per
incident of crime, across
all types of crime (fiscal,
economic and social values)
Value of self-employment

£663

£11,588

Delivery Partner Organisations
Organisation

Uplifted to 2015
prices
AfroCaribbean
Lunch Club

T
F
A
R
D

Value of vocational training

References

Comment

Some have gone on
to more structured
training, this lower
value has been used
Agent
Academy CIC

Al-Ghazali
Multicultural
Centre

New Economy Unit
Costs Database

HACT Value Calculator

Used to reflect value
of new businesses
set up
ASC
Inclusion CIC

Big Lottery Fund Social Investment Guidance
https://www.biglotteryfund.org.uk/search?lang=en-GB&amp;q=social+return+on+investment&
amp;type=All&amp;order=r

People
worked with

New Economy Unit Costs Database
http://neweconomymanchester.com/our-work/research-evaluation-cost-benefit-analysis/costbenefit-analysis/unit-cost-database
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Austin
Rawlinson

Duration

To provide a twice weekly lunch club, providing
nutritious well balanced cultural diets and a range
BME / Older
of health and wellbeing enhancing activities
People /
to help prevent illnesses experienced by older
inter-community
people in particular black and minority ethnic
links
elders. The project aims to improve physical and
mental health of older people
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3 years

Children &
Young People

Agent Academy CIC worked with a group of
young people to research, design and co-produce
a social marketing campaign to raise awareness
of online abuse amongst young people. Cocreated by the young people, the campaign gave
practical advice and guidance on how to stay
safe online to protect their mental and physical
health and wellbeing. Provided young people with
routes into training and employment

1 year

BME women

Increase involvement of healthy activities and
awareness in health issues affecting them
to improve the health and wellbeing of BME
women and elders in Picton, Princes Park and
Kensington. Religion culture language and gender
make it difficult for some women to engage,
to disseminate information and get culturally
appropriate services.

3 years

Children

The project helped children on the Autistic
spectrum learn and develop their social skills
by using Lego therapy, a scientific evidence
based approach, which is proven to have a very
good success with helping bridge social skills
deficits. Children on the ASD spectrum who
attend mainstream school will be grouped with
positive peers from their class/year and together
will complete a Lego therapy programme, which
utilises constructive application with adult
facilitation to help the children develop their
emotional intelligence to reach their full potential.

1 year

Delivered a mixture of traditional and nontraditional sports along with, educational
workshops, fun play, vital life skills and
opportunities to socialise with each other in a
safe and fun environment. The timetable will
offer different and innovative ways of fulfilling
daily exercise routines for young people as
recommended by the NHS including moderate/
high energy/muscle strengthening/bone
strengthening activities.

1 year

Global Value Exchange
http://www.globalvaluexchange.org/
HACT Value Calculator
http://www.hact.org.uk/value-calculator

Outline of Project

Children <16’s
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Organisation

Beatitude
Ad Vitam

Big Love
Sista

Bridge
Community
Centre

Bronte Youth
& Community
Centre

Catalyst
Performing
Arts

Choose Life
The Prisoners
Initiative
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People
worked with

Outline of Project

Adults and
Families
from a wide
demographic

Target areas of high deprivation, identifying
members of communities with low levels of
wellbeing and delivering salutogenic coaching
to identify their individual skills and strengths,
focussing on the Five Ways to Wellbeing and how
these can be built into their lives. We will deliver
this training in a range of community settings –
taking it to where people are. We then recruit a
proportion of people following this intervention to
train as peer mentors, support these individuals
to develop sustainable wellbeing initiatives
in communities and other settings, utilising
community assets and promoting cohesion and
social networks
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Adults with
mental health
issues/distress

Elderly physical
disability
and learning
difficulties
groups
Children with
ASD
Parents of
children with
ASD

2 years

People in
recovery from
addiction and
young people

Support and train volunteers who are in
recovery from drugs/alcohol and train to use
their experiential knowledge in education
establishments to educate young people and
professionals on the issues of addiction.

1 year

3 years

2 years

Outline of Project

Duration

Fir Tree Community Grower and Rice Lane City
Farm will offer expert mentoring and training
in sustainable food and wellbeing activities to
residents across Liverpool who encounter ill
health. This will be in the form of free workshops
and volunteering activities either at RLCF or
venues identified by communities in need.

1 year

BME female
carers of
sufferers of
mental illness

Crafty Carers engages female BME carers of
sufferers of mental illness in creative making
sessions which aim to lower stress, alleviate
feelings of isolation, provide respite, safeguard
against the risk of stress related illnesses, and to
develop an ongoing support network.

1 year

Older people

Live and Learn is a year long creative project which
will offer older people the chance to take part in
physical activities; explore issues relating to health
and lifestyles; reduce isolation amongst older people
in the community and in care homes and will foster
positive relationships between older people in the
community and the rest of the community.

1 year

Engage Young People through media,
performance and drama to become socially &
actively aware. We empower them to become
a creative team enabling them to devise &
create socially dynamic engaging film/theatre
pieces that speak for their generation & their
communities on topics relevant to them.

1 year

People with personal experience of mental
health will be empowered and encouraged to
come together and share their experience with
people in the community who have no experience
of mental health in the form of conversations
during formal workshops, meetings and other
community events.

1 year

Work with people whose lives have been affected by
domestic abuse, enabling them to regain confidence
Women, men
and empowerment, to change their life situations. This
Crossing
and young
is achieved through safety planning, risk assessing
Point
people affected and programmes tailored to the individual’s needs
Domestic
by domestic
and delivered within a group setting or individually
Abuse Service
abuse
as required. Working with 2 schools delivering our
prevention programme also involved with Royal
Hospital referring men and women.

1 year

Implement and develop The Age Integration
Plus project and home support services for
disadvantaged older people in and around the
Croxteth & Gilmoss Areas of Liverpool. We will
provide a range of services that reach out to older
people and improve their physical and mental
wellbeing. The Croxteth ward includes areas of
multiple deprivations in the worst 1% of England

1 year

Cohiba
Productions

Run a range of projects and activities aimed at
breaking down social isolation and promoting
healthy lifestyles for the elderly and people with
physical disability and learning difficulties.

Young people
aged 12-25 and
their families

People
worked with

All with ill
health

1 years

3 years

Created specific opportunities for autistic and
non typical ASD children from across the City.
including positive play and early intervention
activities/workshops to enhance and support the
children’s individual development especially ASD
children. The project will offer specific workshops
that will combine activities, dance and exercise in
a fun way for all of the participants.

Organisation

Climate
Friendly Food
CIC

Raised health & wellbeing through a high
profile Big Love Sista arts initiative in a touring
“magical women’s tent” to inspire the whole city
and beyond. Engaging individuals in a magical
expressive enterprise, creating inspiring resources
and an exhibition which can be used by GPs,
health workers and communities.

Improve the mental health and wellbeing of
young people from across the Liverpool area and
involve very diverse participants from different
cultures and communities, refugees, people
with autism/Asperger’s, sight problems and
their families,to learn how to create and record
music or dance, building confidence, self-esteem
and community cohesion and to explore life
opportunities.

Turning Tides

Duration

Collective
Encounters

Copperwood
Media

Crawford
House

Croxteth
and Gillmoss
Community
Council

T
F
A
R
D
Children &
young people

Mental Health

Older people

Turning Tides
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Organisation

Croxteth
Gems
Community
Association

Daisy
Inclusive UK

Dare to Care
Ltd

Deaf Active

Diverse
Active CIC

Diverse Road
Safety CIC
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260

People
worked with

Outline of Project

Children and
Young People
in area

Deliver activities that bring together children &
their parents along with the whole community.
We will offer a programme of sporting activities,
healthy eating, provide one to one support to
children with additional needs allowing them
to take part in mainstream provision. We will
build and sustain healthy relationships between
communities, creating an environment free from
harm and discrimination.

2 years

The SMILE initiative is a strategy created to
help disabled and vulnerable people from
deprived and disadvantaged communities within
Liverpool bringing them from isolation into a
more inclusive and productive members of our
community. To gain social readiness through our
six weeks self-motivation, inclusive learning and
empowerment initiative.

3 years

T
F
A
R
D
Disabled &
vulnerable

All ages

Dare to Care is a registered charity set up to
promote health and wellbeing for the benefit
of the community. We work with and support
residents of all ages and cultures to develop
opportunities that bring about positive and social
change that meets the needs and helps transform
the lives of those deemed disadvantaged. In
practice this is achieved by working in partnership
with key partners. We aim to provide Holistic
therapies, free at the point of need.

Fully accessible traditional and non-traditional
sporting and wellbeing activities that will
Children, young
encourage participants to identify that physical
people and
activity is an essential component of everyday
adults
life. Provide information and activities essential to
combating obesity and in promoting healthy and
fulfilled lifestyles.
Mother and
Babies

Offer 6 week and Mamafit Mother & Baby - 4
week exercise and lifestyle courses, providing
practical help and support to stay fit, healthy and
active during pregnancy and after birth.

Older people

Provide driver training and advocacy for people
who are returning to driving after an illness (e.g.
stroke/amputation) or for older people to update
their skills to make sure they are safe and not a
danger to themselves or others whilst maintaining
their independence.

Turning Tides

Duration

Organisation

Edge Hill
Youth Club

Emmanuel
Westly

1 year
Family
Refugee
Support
Project

2 years
First Take

1 year

1 year

Foundation
School of
Martial Arts
Limited

People
worked with

Outline of Project

Children and
Young people

Delivering health and sport activities including
football, dodge ball, skipping, team-based
games etc. The youth workers will work with
small groups of young people who have been
informally identified by the staff as not usually
participating in any physical activity. However,
every member will take part in preliminary
questionnaires and bleep tests to identify
members for engagement in the project. The
Youth workers will introduce them to a healthy
lifestyle through a range of different physical
activities in conjunction with healthy eating
workshops. There will also be weekend residential
trips to take part in healthy walks and swimming,
healthy eating and cooking skills.

1 year

Young Women

Project aimed at young women, between the
age of 18-35, who have come from a leaving
care background, or have been brought up
by relatives other than mother and father due
to being orphaned, cope with their sense of
abandonment and find a focus in life and
community through creativity.

1 year

Duration

T
F
A
R
D
Refugee &
asylum

Young people

children,
families in
crisis, children
with neurodevelopmental
conditions, and
those who are
social isolated

Peer mentors will run weekly men’s and
women’s groups for project families, helping
vulnerable parents to draw strength from
sharing concerns with others who had similar
traumatic experiences. Peer mentors will also lead
awareness-raising community events and liaise
with other service providers to promote access to
mainstream services for families.

3 years

Work with young people and professionals
to create a series of filmed drama scenarios
surrounding positive healthy mind techniques as
well as common issues effecting mental health
in young people. These films will be accessed
via Augmented Reality and on a website with
supporting information and links.

1 year

Foundation is a community focussed martial arts
school aiming to build better families and young
people through traditional and modern martial
arts. Our aim is to use the discipline, respect
and culture that exists around martial arts to
help foster a better attitude in Liverpool families
towards health, diet and fitness while also helping
to improve confidence, self-esteem, mental health
and ultimately building stronger relationships
within families.

1 year

Turning Tides

97

Organisation

People
worked with

Friends of
Everton Park

Garston
Adventure
Playground

Genie in the
Gutter Ltd

Granby
Somali
Women’s
Group

Greenbank
Cycling Club

Healing Space

Healthy
Stadia CIC
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All ages

Outline of Project
“Get Going Everton” aims to motivate young
people, mums, families and older residents to
get involved, get active, volunteer and become
leaders. We will do this by bringing Everton Park’s
fitness trails, 321route, heritage trail and Nature
Garden to life through running, buggy fitness,
Nordic walking, heritage walks and rambles.
This project will support the playground in
broadening its reach into the community through
demonstrating the health benefits of outdoor
play and exercise for children, young people
and their families. This will be achieved through
forging stronger links with other agencies such as
schools, church groups and children’s centres.

T
F
A
R
D
Children/YP
Families

Vulnerable
adults

Help people with multiple complex needs take
control of their own health and wellbeing.

Duration

1 year

1 year

All ages and
people with
disabilities

Improve people’s health & wellbeing by providing
a cycling session that will be designed to
incorporate all members of the community.

3 years

Woman

Working in partnership with local community
groups and women from Kensington experiencing
mental or emotional distress, stress, depression
or anxiety or isolation; Over 8 weeks the
programme introduces to the women a range of
complementary approaches to wellbeing which
equips them with the knowledge and practical
skills to increase their wellbeing and self –esteem
and resilience so they are empowered to improve
and manage their mental and emotional health
and wellbeing.

C&YP, Young
offenders 16-21

Turning Tides

HOTA-Health
On the
Agenda

Unemployed/
socially
isolated/
suffer from ill
health, children,
single mums,
grandparents,
older people

In Trust
Merseyside

Kaalmo Youth
Development
2 years

This project will improve the health, self-esteem
and prospects of young people (16-21) in
Liverpool who have recently been released from
young offenders institutions. The intervention
will use the power of sport and sports coaches
to improve levels of health literacy and change
behaviours relating to physical activity, diet,
smoking and alcohol.

People
worked with

2 years

Bringing together men, women and families, to
understand, learn, to increase their knowledge
and awareness of the practise of Female Genital
Mutilation, its health implications and the UK
legality. Improved participant’s emotional
wellbeing by increasing their self-esteem and selfconfidence.

BME families in
Princess Park
area

Organisation

Kensington
Vision CIC

Kindred
Minds CIO

1 year
Kinship
Carers

Leaps and
Bounds
3 tyears

Outline of Project

Duration

Introduce members of North Liverpool
Community to digital technology. We will help
them tell their story of health and well being
through story animation and video. The subject
matter will be directed by the community as to
what they wish to make a comment about and
inform the community in the style they want to.

1 year

Transgender
patients

‘Liverpool TransHealth Check’ project engaged
trans communities in peer-led interventions to
improve health outcomes and reduce health
inequalities. A range of innovative health
improvement activities enable Liverpool trans
communities to strengthen resilience to health
problems, increase social capital, improve and
maintain mental wellbeing and develop the
confidence and skills to mentor their peers.

3 years

Somalia and
East African
communities

Action for Health is a community-led project to
tackle drug use and inactive lifestyles in Somalia
and East African communities.

2 years

Older people

The Digital Way will be a pilot project working
with residents of Sheltered Housing Schemes, and
people from the Community. Workshops aimed
at the specific needs of people over the age of 55
in relation to learning understanding and using
digital/IT and the internet.

1 year

Mental Health

Create ‘Blog Yourself Well’ a collaborative online
mental health and wellbeing resource focused on
what keeps people well in Liverpool. Provide a
space where people can contribute information,
stories, pictures or films about places/activities
in Liverpool which help maintain their wellbeing.
Promoting positive mental health.

2 years

Children and
young people
who are carers
& families

Support families and young people who are
‘looked after’ by another family member due
to their parent(s) chaotic lifestyle, death or
imprisonment.

3 yeasr

Children &
young people
with a range
of profound
and multiple
learning
difficulties.

Encourage all children and their families,
regardless of disability, come together to learn
about independence, self-belief and forming
social relationships with others with similar
difficulties. We aspire to provide physical activity
as well as a chance to fulfil sensory needs.

1 tyear

T
F
A
R
D

Turning Tides
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Organisation

Liverpool
Arabic
Centre

Liverpool
Care Home
Partnership

Liverpool
Carnival

Liverpool
Community
Spirit

Liverpool
Friends of the
Earth

Liverpool
Lions

Liverpool
World Centre
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People
worked with

Arabic/Muslim
Men

Outline of Project
Project will take a multi-faceted approached
tailored to increase the emotional, mental and
physical wellbeing of members of Liverpool’s
Arabic/Muslim Communities, developing a greater
understanding of personal health and increasing
the level of early intervention and prevention of
poor health through increased participation and
access to statutory health services.

T
F
A
R
D

Duration

1 year

Healthy Together will bring together socially
isolated older people to have lunch, take part in
social activities, and mix with similar people in a
friendly, open and safe environment, in order to
reduce social exclusion, loneliness and enhance
their health and wellbeing.

1 year

All ages

Workshops, with skilled workshop leaders, using a
range of arts, music, dance, percussion and crafts
to enable people to engage in new activities,
learn new skills and take part in new experiences.

1 year

Unemployed
adult learners

Personal development programme (combining
faith/cultural awareness, horticulture, cooking
healthy, locally harvested foods, woodcrafts,
storytelling and life-reflections) for small groups
of disadvantaged, marginalised unemployed adult
learners (combinations of addictions, behavioural
and mental health issues) from across the city.

Older people

Adults

Children

Children with
behaviour,
social and
emotional
difficulties

100 Turning Tides

People
worked with

Merseyside
Arts
Foundation

Disadvantaged
Young People
aged 16-24

Merseyside
Domestic
Violence
Services

Improve the health and wellbeing of victims /
survivors of domestic violence/abuse through the
Women whose
provision of a holistic, educational, empowerment
lives have been
program and develop stronger links with health
affected by DV
professionals in order to offer more protection to
this vulnerable group.

1 year

Polish
community

Improving health and reducing health inequalities
among the Polish community. Address access
to primary care for new arrivals, navigation
through the UK health system and improving the
services to meet the new community’s needs
through patient engagement to identify need and
opportunity.

1 year

Asylum seeker
and refugees

A partnership project with a practical and
customised approach which aims to improve
health literacy, enhance access to mainstream
health services, engage and empower asylum
seeker and refugee communities through
interventions/activities which promote wellbeing,
healthy lifestyles and prevent ill health utilising the
5 Ways to Wellbeing model.

3 years

Merseyside
Polonia

3 years

Provide citizens with greater insight into air
quality for their local area, using a “citizen
science” approach that actively involves
volunteers in the process. Volunteers carry air
pollutant sensors on their regular journeys. The
Air Quality data captured helps to inform travel
choices to enhance health.

1 year

Promoting healthy eating and lifestyle whilst
providing physical activity to help improve
the general health and fitness of the children
participating. Secondly, enhance community
and social cohesion, children mixing from all
over the city but especially in Norris Green and
Croxteth, coming together as a team, reducing
the influence of gangs, guns and crime, and
teaching the children the “Respect” code which is
fundamental to Rugby..

1 year

Improve the wellbeing of young people with
challenging behaviour, particularly those not
eligible for CAMHS/ social service support. Use
a combination of group and individual work
to examine the benefits of Dramatherapy in
restoring self- esteem and strengthening mental
health.

Organisation

Merseyside
Refugee
Support
Network

Merseyside
Somali and
Community
Association

Methodist
Youth Centre

1 year

Moving on
With Life and
Learning

Outline of Project

Duration

Provide personal and artistic development
support to young people aged 16-24 to attain a
Bronze Level Arts Award and take the next step
of the journey into creative industry.

T
F
A
R
D
Promote health, support better lifestyle and
wellbeing choices and provide pathways to
accessing health services; to maximise capabilities
and the control BME residents have over their
Adults/children/
lives to enjoy the best physical and mental
elders/BME
wellbeing they can. Group based and one-to-one
residents/
weekly advice and mentoring sessions including
refugees
diet, fitness and activity, health check-ups and
social lifestyles, diabetes, dementia and other
mental health conditions, stoke and smoking
cessation.

Children &
young people

Improve community health and wellbeing
promoting healthy lifestyles, increasing health
literacy, physical activity and healthy eating,
providing a support programme that is
informative, fun and most of all engaging.

Learning
disabilities and
mental health

Keys4Health is a programme providing a
wide and varied menu of accessible, culturally
appropriate and interactive health and wellbeing
workshops for adults with learning disabilities
and mental health issues. Keys4Health will be
delivered by qualified facilitators, therapists,
practitioners and university nursing and dental
students.

1 year

1 year

1 year

3 tyears

Turning Tides
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Organisation

People
worked with

Mpower
People CIC

Norris Green
Community
Alliance

North End
Writers

NSC Training

One Latin
Culture

Open the
door (theatre
in education)
CIC
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All ages

Outline of Project
Delivery of digital inclusion activities to improve
learners IT skills, self-confidence and knowledge
of online resources and how to utilise them
to support their healthy living – working in
collaboration with partners to also deliver
Community Health Events around specific health
issues or topics.

Families,
children, lone
parents and
young and
old people
All ages local
community

The project will work across the community,
promoting healthy lifestyles and ill health
prevention through regular activities that
increase physical activity, improve wellbeing and
encourage healthy habits and lifestyle changes.

People
experiencing
loss, mental
distress,
depression,
anxiety or
isolation

A writing and wellbeing project for 16 core
participants to explore personal experiences
of loss and separation, through facilitated
engagement with literature (reading and
writing), poetry, music, film and song. To foster
a supportive community whose creative outputs
can be shared with others through a range of
events and media.

Children &
young people
(3-7yrs)

Whole family gym where children aged 3 to 7
years can exercise alongside their parents/carers,
under professional sports coach supervision,
utilising a range of specialised equipment.
Whole family exercise classes e.g. Family Yoga,
Family Zumba and whole family sports activities
e.g. Kwik, Cricket, Football, Rounders, Family
mini Olympics. Instil the benefits of exercise to
children and inspire parents/carers to continue
lifelong exercise regimes for improved health and
wellbeing benefits, and build family cohesion.

T
F
A
R
D
Older people

Children &
young people

102 Turning Tides

Bring together the Latin American community
and elder members of the local community
in deprived Liverpool wards for an innovative
project, using Latin American culture to deliver
free access workshops, culminating in a unique
public show that brings participants together,
tackling isolation, inactivity and celebrating their
lives.

Year 9 pupils in six Liverpool schools attend
performances of “Just “Ave One”, “Cheesy Feet
and Toe Jam” and “Up In Smoke” they would also
participate in each plays corresponding education
materials.

Duration

2 years

Organisation

Orrell Park
CA

Osun Arts
Foundation
3 years
Pakistan
Association
Liverpool
1 year

Peloton
Liverpool

People First
3 years

Perspective
Theatre
2 years

1 year

Pinehurst
Community
Green

People
worked with

Outline of Project

Duration

Adults

Based in the Warbreck ward and offer local
residents a variety of health and wellbeing activities
in an inclusive and supportive environment that can
provide the first steps into healthy life style options.

Adults

Bodies In Harmony is a therapeutic project that
focuses on health and wellbeing, in order to
address the problems of poor diet, sedentary
lifestyles and obesity in adults. This consists of
sessional based activities in community centres:
dance, nutritional information, practical dietary
advice and therapeutic activity.

2 years

Increasing the number and variety of sports
activities and health services being run at the
centre, especially for BME women, elders and
young people. Health awareness and medical
services for people and targeted visits to people’s
homes on health issues e.g. elderly.

3 years

T
F
A
R
D
BME all ages

All community
members

Train and develop young disadvantaged people
as mobile mechanics who will operate under the
umbrella ‘Bike lad’ and encourage and enable
people to begin or return to cycling.

To enable people with a learning disability or
difficulty (Health Champions) to improve their
Learning
health and wellbeing by increasing levels of
Disabled
knowledge and awareness amongst the LD
people, families community; encouraging and enabling people
and carers
to make healthy lifestyle choices; and improving
access to services to prevent ill health and
maintain good health.

1 year

1 year

3 years

Offender
support for
issues of
dependency
and
homelessness

Drama workshops working with people with
drug/alcohol dependency at bail hostels,
probation programmes, homeless/rehabilitation
hostels to improve confidence, wellbeing and
recovery. Stimulation of interest in non-drug/
alcohol (ie healthy) pursuits/pass-times/interests
and the means to access them to deflect from
addictive-leaning ones.

1 year

Adults

The Allotment Project led by Pinehurst Community
Association volunteers and supported by partnersHousing Associations Police, Age Concern, local
GPs and Ward Councillors to address issues
around health and wellbeing and social exclusion
for Pinehurst residents. This will be done through
project planning and growing produce, workshops,
producing planters/hanging baskets, social events
and activities as well as study visits. Community
Cohesion will be developed by recruiting local
volunteers working alongside partner agencies for
the benefit of the whole neighbourhood. Increase
the health and wellbeing of local residents as well
as help decrease levels of social isolation.

1 year
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People
worked with

Outline of Project

Porchfield
Community
Centre

Older people

Programme of activities that are designed
specifically for older/ disabled people, so that we
can reach more hard to reach socially isolated
people and to encourage them to play an active
role in their community, improving their health,
wellbeing and quality of life.

Praxis

BME families
with children
with Special
Educational
Needs and
Disability

Through community and social networks identify
and engage families who have children with
SEND within targeted BME communities. We
will both develop peer support networks within
each community and establish links to existing
groups and organisations. Raise awareness
and understanding about SEND within these
communities.

Organisation

Sola Arts

T
F
A
R
D
Delivery of a community based 3-year Art
Therapy provision for people with psychological
vulnerability or enduring mental health difficulties
BME and
from BME and disadvantaged backgrounds.
Refugee and
Asylum seekers Mixed and gender focused groups and individual
therapy using a non-pharmaceutical non-clinical
with MH
approach. Training of professionals about
problems
wellbeing and mental health through Art Therapy
awareness.

Duration

1 year

1 year

3 years

All ages

Children &
Young people

Provide a consistent and continued approach
to address the health and wellbeing of
disadvantages families from Speke who
statistically suffer from poorer health. A
programme of complementary interventions
delivered by a qualified sports coach and healthy
eating projects will target the whole family by
raising awareness and increasing opportunity.

3 years

Squash
Nutrition

Focusing on the power of food as a tool to
improve health, ‘Food Farmacy’ will enthuse and
empower L8 residents to take positive wellbeing
LT unemployed action. A complimentary programme including
and BME adults street food surgeries, urban food growing,
health cafes and nutritional training will support
participants to improve their physical, mental and
social health and happiness!.

3 years

St Cyril’s
Children &
Youth Project

Children, young Facilitate qualified sports sessions to encourage
people and
children and young people to be more physically
families
active, and improve wellbeing.

1 year

Speke Adv
Playground/
Childrens Env
Committee
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Outline of Project

Mental Health

To test the feasibility of establishing a partnership
between our organisation and local GP practices
to deliver mindfulness courses for the treatment of
low level depression and anxiety in this deprived
area of Liverpool; and to explore the viability of
this approach as a cost-effective alternative to
prescribed medication.

1 year

Engage with isolated and vulnerable people from
the Irish and Irish Traveller community who suffer
from poor physical and mental health. Liverpool
Irish Centre (LIC) formerly St. Michael’s Irish
Centre (SMIC) will employ a full-time project
worker to co-ordinate health and wellbeing
activities.

2 years

St Michaels
Bring together socially isolated people, both to
and Lark Lane
engage in appropriate physical activity and to
Socially isolated
work as a team to make significant improvements
Community
to the local environment (horticulture project).
Association

2 years

Males aged
15-85, Mental
Health

Deliver a comedy-based workshop programme
and monthly ‘Coffee Moanings’ to encourage
communities to address social and health
issues around mental health and wellbeing and
improving health literacy. Laughter is proven to
break down barriers and can be used as a coping
mechanism to address difficult topics. We will
use comedy and humour to encourage people to
communicate more.

3 year

Families,
children and
parents

Deliver a fitness and healthy eating programme
for parents and children combined. Fully qualified
trainers will concentrate on dietary needs and
simple cooking sessions alongside physical
training to encourage a ‘healthy lifestyle’ – by
encouraging parents to attend alongside their
children, to promote health and wellbeing in the
family as a whole.

1 year

This Is My Story (TIMS) take a strength-based
approach to address issues around mental health
and wellbeing to support participants to become
more self-aware, self-reliant and have better
life chances. Deliver a personal development
programme for young people to enable them to
explore their aspirations, options, and to realise
their dreams. Includes developing personal
goals and action plans in respect of education,
employment, training or volunteer work in the
community. They will get to know each other well
and form a natural peer mentoring and support
group.

1 year

St Dunstans
Church

Liverpool
Irish Centre
(formerly St
Michael’s)

The Comedy
Trust

Project with Yemeni community and local GP’s
at Sefton Park, Princes Park and Picton Health
Centre to develop a health related bi-lingual
animated comic which can be on visual display in
waiting areas and used by the Yemeni community
groups to promote healthier lifestyles/behaviours.

SPARC

People
worked with

Organisation

1 year

The New
Belve
Youth and
Community
Sports Centre

This is My
Story

Duration

T
F
A
R
D
50% Irish & Irish
Traveller adults
30% children
20% local
community

Young People
14 – 24 year
olds
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Organisation

Tom Harrison
House (THH)

Triple C

Valley
Community
Theatre

People
worked with

Veterans

Outline of Project
Deliver an Asset-based Community Development
approach to supporting addicted military
veterans into community based treatment at Tom
Harrison House by supporting visible role models
who are ex-service personnel, who have been
through THH and are now in recovery themselves
to support others.
Through training, active participation and
partnership working deliver tailored mental, social
and physical health awareness interventions to the
community of Liverpool 11, mostly Norris Green.
This would be delivered at the church community
centre, which is in the heart of the community and
is the base for Triple C.

T
F
A
R
D
All ages

Music and singing activities will be offered in
our uniquely housed professional recording
studios based in our theatre, in the heart of
our community. We will improve the physical
Illness, physical and mental health of residents in the Netherley
disabilities, and and Belle Vale area, engaging and developing
mental health the community with exciting, creative, fun and
challenging opportunities to be healthier, learn,
grow and achieve via singing (both solo and a
choir), music production, live music events and
professional music recordings.

Duration

3 years

Acknowledgements

1 year

3 years

PWeekly drop-in sessions for South Asian women
to participate in 45 minutes exercise and to
talk about how culture, tradition and religion
influence’s their participation in physical/ outdoor
activities.

Women Reach
Women CIC

Working
Relationships
CIC

265

South Asian
Women

Children &
Young people

106 Turning Tides

Explore ideas on how South Asian Women can
build physical activities into their everyday lives
to customise or create a ‘norm’ in sustaining and
maintaining an active lifestyle. The volunteers will
produce a drama event on raising awareness of
the importance of physical activity.
During summer 10 small family sports events
will be arranged in the local greenspaces to
encourage South Asian families to be more active
in greenspaces.

Supporting young men aged 14-15, to enjoy better
and healthier relationships with themselves and
those around them, now and in the future. The
project supports young men in understanding
the relationships and challenge the miseducation
gained through use of social miseducation,
pornography or inappropriate role models.

1 year

T
F
A
R
D

Huge thanks go to all the partner organisations
involved, their staff, the volunteers and the
people who participated for their inspiration,
talent, dedication and skill and for sharing their
experiences with us and each other.

Thanks to RLK partnerships for helpful capacity
support and advice throughout. Thanks to
NHS Liverpool CCG colleagues in the Business
Intelligence team for supporting data analysis
including Danielle Wilson, Helen Duckworth,
Andrea Hutchinson and Kate Hodgkiss and in
the Social Value and Engagement team Sarbjit
Heer, Helen Wilkie, Danielle Oakford and Kelly
Jones for supporting the projects with delivery
and reporting, and Helen Wilkie for analysing and
reporting the programme’s data.

2 years

Turning Tides 107

T
F
A
R
D
Contact
Sarah Dewar
Social Value Lead, NHS Liverpool CCG
sarah.dewar@liverpoolccg.nhs.uk
0151 295 8604
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Report no: GB 10-20
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 14 JANUARY 2019
Title of Report
Lead Governor

Governing Body Assurance Framework Progress
Report: January 2020
Dr Fiona Lemmens (Chair)

Senior Management Jan Ledward, Chief Officer
Team Lead
Report Author
Joanne Davies, Corporate Services Manager
Sallyanne Hunter, Deputy Head of Corporate Services
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Summary
The purpose of this paper is to present the CCG’s
Governing Body Assurance Framework (GBAF) for
2019/20 and highlight the key mitigations against risks
to the delivery of the CCG’s strategic objectives for the
financial year 2019/20.
Recommendation
That the Governing Body:
 Agrees that the 2019/20 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
standards/targets

The Health and Social Care Act states that:
“The main function of the governing body will be to
ensure that CCGs have appropriate arrangements in
place to ensure they exercise their functions effectively,
efficiently and economically and in accordance with any
generally accepted principles of good governance that
are relevant to it.”
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GOVERNING BODY ASSURANCE FRAMEWORK PROGRESS
REPORT: JANUARY 2020
1.

PURPOSE
The purpose of this paper is to present the CCG Governing Body
Assurance Framework (GBAF) for 2019/2020 and highlight the
progress made against mitigating the key risks to the delivery of the
CCG’s strategic objectives for the financial year 2019/20.

2.

RECOMMENDATIONS
That the Governing Body:
 Agrees that the 2019/20 GBAF 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 2019/20 sets out the principal risks to delivery of our strategic
objectives and describes how NHS Liverpool CCG intends to mitigate
against those risks. 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.

THE 2019/20 GBAF UPDATE PROCESS AND STRATEGIC RISKS
The GBAF has been updated through engagement with the respective
leads and was presented to the Senior Leadership Team on 23rd
December 2019. All updates to the GBAF are highlighted in blue text.
During this recent review, there has been no change to residual risk
scores.

4.1

External Assurances
External assurances received for the year end 2018/19 (for example,
the Head of Internal Audit Opinion) have been incorporated into the
revised 2019/20 GBAF (where appropriate) to provide a baseline
assessment of the effectiveness of the CCG’s internal systems of
control. Further ‘external assurances’ will be added to the GBAF
throughout the financial year based on the outcomes of internal audit
reviews (as per the annual audit plan) and other external assessments
such as NHS England’s CCG Improvement and Assessment
Framework (CCG IAF) ratings for 2018/19.

5.

Next Steps
At the October Governing Body Development Session it was agreed
that the members of Governing Body are to take ownership for the
content of the GBAF. Responsibilities for GBAF risks at committee
level will be determined once the ‘new’ Governing Body committee
structure has been fully implemented, although the current established
committees will continue to be tasked with providing assurances where
GBAF risks are clearly aligned to their respective work plans. The
planned revision to the CCG’s Risk Management and Assurance
Strategy (also dependent on the implementation of the new committee
structures) will formalise a structured timetable for the planning of the
2020/2021 GBAF to ensure that strategic objectives are agreed and
risks to achievement are identified before the start of the financial year.

6.

STATUTORY REQUIREMENTS
(only applicable to strategy & commissioning papers)
This section is not applicable.
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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 2019/20 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.

8.

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 is (and should continue to be
treated as) a ‘live’ document which enables the Governing Body to
demonstrate and evidence that it is discharging its overall responsibility
for internal control.
There are no inherent legal implications associated with the Governing
Body Assurance Framework in January 2020.

Joanne Davies
Corporate Services Manager
19th December 2019
Ends
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NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Jan 2020 Update for Governing Body

GBAF01 Strategic Objective: Commissioning for better health outcomes
Relevant CCG IAF Domains:
Better Health - all (102a - 108a)
Links to Corporate Risk Register

Risk ref

Risk Owner

GBAF01

Jan
Ledward

Current
RAG

Current
Trend

Next
Review
Date

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

01/02/2020

Limited

Limited

Limited

Assurance
Rating Q4

Strategic risk description (and likely impact)
The priorities of local system stakeholders do not align impacting on the CCG's ability to secure the best health outcomes for its population.

L

4

Inherent Risk Score
C
Rating

4
Existing Controls

16

1. 'One Liverpool' CCG strategic plan (single plan
across city for commissioners and providers)
refreshed and goes to Governing Body in January
2020..

L

2

Residual Risk Score
C
Rating

Target Risk (Risk Tolerance)
Trend

3
6
Existing Assurances

2

1. 'One Liverpool Strategy' approved by CCG Governing Body in March
2018. (Internal)
2. 'One Liverpool' 2019/20 Operational Plan approved by Governing
Body in May 2019 (Internal)

2. 'One Liverpool' Operational Plan 2019/20 includes
further implementation of 'risk assured' contracts with 3. Revised Section 75 Agreement reviewed and approved by CCG
providers for 2019/20 ('Acting as One') and key priority Governing Body. (Internal)
areas for delivery.
4. 'Liverpool Provider Alliance Plan' established as mechanism to
support the delivery of the 'One Liverpool Plan' through collaboration and
3. CCG representation at Liverpool Health and
system integration. (Internal)
Wellbeing Board to influence strategy and priority
setting.
5. Minutes of North Mersey Joint Committee received by LCCG
Governing Body. Established governance structure in place for receiving
4. Integrated Care Partnership Group established feedback from future NM Joint Committee meetings. (Internal)
CCG representation included in membership.
5. Revised Section 75 Agreement in place between
LCCG and Liverpool City Council.
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L

6. Liverpool City Council Cabinet Member for Health & Social Care and
Cabinet Member for Children's Health & Social Care 'non voting / invited'
members of CCG Governing Body. (External)
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C

3
Gaps In Control

Rating

Target Date

6

31-Mar-20

1. New CCG governance/committee structure not yet
in place. Revised CCG Constitution necessary to
match 2018 NHSE Model and align SoRD to new
CCG management and committee structure.

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

2. Engagement Strategy which describes how CCG 2. Refresh of 'One Liverpool' Strategy
will engage with those external stakeholders who do to be signed off by Governing body
not agree with (and may actively oppose) the CCG's January 2020
commissioning plans and intentions. This will be
presented to the CCG GB in either January or March
2020.
3. OD Strategy and plan developed. Director of
Organisational and People Development now in post.

NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Existing Controls

Existing Assurances

Gaps In Control

6. Internal prioritisation process fully established for
investment.

7. System Capability Programme concluded with agreement to align with
'One Liverpool' strategy. Revised structure now being implemented.

7. Review of Urgent Care services in city underway
with aim to present options appraisal to Governing
Body in Q2 2019/20.

8. Internal Audit review of Stakeholder Engagement Systems &
Processes gave 'Substantial' assurance.

8. North Mersey Joint Committee formally convened
with agreed Terms of Reference and work plan for
2019/20.

Jan 2020 Update for Governing Body

Gaps in Assurance

9. System capability programme and ongoing system development
through the LICPG.
10. Board minutes agreeing the One Liverpool Strategy

9. Programme Director in post for Provider Alliance
from April 2019 with remit to ensure alignment with
commissioner strategy and common priority areas for
delivery in 2019/20.
10. One Liverpool Strategy refresh involved all
providers and Liverpool City Council. Going to
respective Boards between December 2019 and
January 2020

Action

Due Date Assigned to

CCG Engagement Strategy requires review and
alignment with 'One Liverpool' plan / joint approach to
engagement with Local Authority.

Q2 2019/20

Director of
Strategy,
Comms &
Integration

Schedule of Governing Body Development Sessions in
2019/20 to address specific development needs, roles
and responsibilities.

Ongoing
2019/20

Chief Officer

Revision to CCG Constitution required to meet NHSE
2018 model and reflect proposed changes to committee
structures, SoRD and process of engagement with
member practices for variations.

30th Sept
2019

Head of
Corporate
Services &
Governance

Latest Update

Status

Revised Engagement Strategy in process of being
drafted.

Work is ongoing via monthly Governing Body
Development Sessions.
Governing Body away day February 2020
Final draft with GB members for agreement and final
amendments. Goes to membership in December 2019
for sign off. Then will be sent to NHSE for approval.



In progress



In progress



In progress

Progress
Q2 - overall risk score reduced due to re-assessment of consequence score (reduced from '4' to '3'). Governing Body sign-off of refreshed 'One Liverpool' plan scheduled for
November 2019 meeting.
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NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Jan 2020 Update for Governing Body

19/12/2019 - System Task and Finish Group established to inform the Engagement Strategy
19/12/2019 - Review of relationship and processes with health and care scrutiny has been undertaken by the CCG Director of Strategy, Integration and Communications and the
Chair of the Scrutiny Committee
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NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Jan 2020 Update for Governing Body

GBAF02 Strategic Objective: Ensure commissioning of high quality, safe and responsive health services
Relevant CCG IAF Domains:
Better Care - all (121a - 132a)
Links to Corporate Risk Register

Risk ref

Risk Owner

GBAF02

Jane
Lunt

Current
RAG

Trend

Next
Review
Date

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

01/02/2020

Limited

Limited

Limited

Assurance
Rating Q4

Strategic risk description (and likely impact)
CCG is unable to influence or assure the quality of care due to insufficient internal capacity/ineffective internal systems to monitor quality and drive change.
Consequence that CCG fails to meet expected 2019/20 commissioning aims and fails statutory commitment to quality under NHS Constitution.
Inherent Risk Score

Residual Risk Score

L

C

Rating

L

4

4
Existing Controls

16

3

C

Rating

Target Risk (Risk Tolerance)
Trend

L



2

3
9
Existing Assurances

1. Quality, Safety & Outcomes Committee (QSOC) as 1. QSOC bi-monthly exception reporting of risks and issues to Governing
committee of Governing Body sets the strategy for the Body via feedback from committees template. (Internal)
system in terms of quality. QSOC has oversight of the
shared quality improvement agenda,
2. Patient experience data gathered from a number of sources including
Healthwatch reports, Complaints, claims and issues report presented
2. Corporate Performance Report and Chief Nurse
regularly to Governing Body. (Internal)
Report presented at each Governing Body to give
oversight of patient access, quality and safety issues / 3. CCG 'Freedom to Speak Up Guardian' in post (named Governing
risks and mitigating actions.
Body Lay Member). (Internal)
3. Clinical Quality & Performance Groups (CQPG) in
place for all city providers- each CQPG reporting to
QSOC, with clear terms of reference and membership.
Mini Quality Surveillance Group (QSG) established to
triangulate information and intelligence about potential
quality risks in commissioned services
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C

4
Gaps In Control

Rating

Target Date

8

31-Mar-20

Gaps in Assurance

1. Formal CCG response/action plan in relation to
learning from Kirkup Review 2018 and CCG
commissioned 'Look Back' exercise into LCH quality
issues.

1. Governing Body developmental
progress towards effectively assessing
'Organisational Health' of providers.
(Internal)

2. Revised CCG Quality Strategy required to act as
main driver for standards and improvement.

2. Governing Body 'Feedback from
Committees' template requires revision
in light of new committee structure and
delegated responsibilities (to ensure
Governing Body is appropriately
sighted on assurances and risks at
committee level). (Internal)

3. Lack of effective 'triangulation' of quality themes
and risks between contracting, finance and quality.

4. 'Non Executive Nurse' Governing Body Member in post (in addition to
4. CCG Estates Strategy required to act as
Chief Nurse role) to provide challenge and oversight. (Internal)
mechanism to influence 'place based' care options
and understand estate needs for 'One Liverpool Plan' 3. Quality Strategy still in draft
5. Liverpool City Council & Liverpool CCG Quality Assurance Group
ambitions
(QAG) acts as collaborative quality governance and assurance
mechanism for care home sector. (Internal)
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Governing Body Assurance Framework 2019/20

Existing Controls
4. CQC Inspection regime of providers (including
primary care) - summaries of reports included in
Corporate Performance Report.
5. CQC Action Plans (specific to provider) have review
and oversight via CQPGs. Collaborative
Commissioning arrangements in place for trusts with
multiple commissioners, established terms of
reference and membership in place.

Existing Assurances

Gaps In Control

Jan 2020 Update for Governing Body

Gaps in Assurance

6. Individual Care Quality Commission (CQC) and Ofsted Inspection
reports/notices provide both positive and negative assurance.
7. Local safeguarding Children Board (LSCB) and Merseyside
Safeguarding Adults Board (MSAB) have system oversight of
safeguarding within health and care providers.
8. CCG membership of Quality Assurance Group (QAG) led by LCC
ASC regarding quality of provision in non NHS orgs.

6. Cheshire & Merseyside Quality Surveillance Group
forms another opportunity for triangulation of data and
intelligence about trusts from other agencies such as
Health Education England, Public Health England and
Specialised commissioning- supporting the early
warning approach.

9. Newly formed LUH FT (merger of Aintree and Royal Liverpool) under
enhanced surveillance and outstanding quality issues have oversight
until resolved.

mechanism for Care Homes.

11. Improved triangulation of themes and risks between contracting,
performance, quality and finance evidenced in the new approach in
combined CQPGs and CRMs for commissioned services with effect from
December 2019.

10. Active participation in the Cheshire & Mersey Quality Surveillance
Group as a means of triangulation and escalation for NHS North

Action

Due Date Assigned to

Latest Update

Status

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

Sep-19

Chief Nurse

Revised Quality Strategy will be presented to Governing Body for
approval in Q2 of 2019/20.



Delayed

Results of CCG commissioned 'Look Back' exercise re: LCH to be fed
into development plans.

Ongoing 2019/20

Chief Officer

Results of exercise and actions discussed at June 2019 Governing Body
Development Session.



In progress

Revision of committee feedback template following implementation of
new committee structure.

Nov-19



In progress

Head of Corporate Review of committee reporting template currently underway.
Services

Progress
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NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Jan 2020 Update for Governing Body

GBAF03 Strategic Objective: Reduce health inequalities
Relevant CCG IAF Domains:
Better Health: 102a, 106a, 108a
Better Care: 122 (b,c) 123a, 125d
Links to Corporate Risk Register

Risk ref

Risk Owner

GBAF03

Jan
Ledward

RAG

Trend

Next
Review
Date

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

01/02/2020

Limited

Limited

Limited

Assurance
Rating Q4

Strategic risk description (and likely impact)
Not all partners in the system aligned to reducing health inequalities

L

4

Inherent Risk Score
C
Rating

4
Existing Controls

16

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 and
reduction of avoidable spending on 'downstream' NHS
and social care services.
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. Programme Director in post for Provider Alliance
from April 2019 with remit to ensure alignment with
commissioner strategy and common priority areas for
delivery in 2019/20.
4. LCCG & City Council jointly led 'Physical Activity
Programme' in place with aim to get more people in
Liverpool active.
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L

3

Residual Risk Score
C
Rating

Target Risk (Risk Tolerance)
Trend

L



2

4
12
Existing Assurances

C

4
Gaps In Control

Rating

Target Date

8

31-Mar-20

1. One Liverpool Strategy details CCG's sets out aims for 'prevention at 1. Engagement Strategy requires a refresh to align
scale' (reflecting the 2018 JSNA) - plan signed off by Governing Body in with 'One Liverpool' Plan. (Internal)
March 2018 and Health & Wellbeing Board in June 2018.
2. Formal mechanism to establish align the newly
2. Memorandum of Understanding (MOU) in place between Public Health established 11 primary care networks /
and LCCG which enables CCG access to Public Health Consultant
neighbourhood placement & roles to One Liverpool
advice (2 days p/w). MoU approved at September 2018 Governing Body objectives and goals. Nationally defined role of
meeting.
networks may not align with community needs and /
or One Liverpool.
3. Established and effective clinical leadership in place at Governing
Body level to champion and promote physical activity across the city.
3. Develop joint commissioning with local authority including Adults & Children's Social Care & Public
4. Liverpool Director of Public Health non-voting member of CCG
Health.
Governing Body - DoPH update report standing agenda item at each
Governing Body meeting.
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.
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Governing Body Assurance Framework 2019/20

Existing Controls

Existing Assurances

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

6. Liverpool Mayoral Inclusive Growth Plan (March 2018) acts as driver
for change for city to break cycle of disadvantage - LCCG 'One Liverpool'
Plan aligned to/integrated with the ambitions and aims of Inclusive
Growth Plan in terms of prevention, early intervention and 'universal
proportionality'.

Jan 2020 Update for Governing Body

Gaps In Control

Gaps in Assurance

6. CCG Review of Urgent Care commenced in
November 2018 - expected options appraisal in Q2 of 7. One Liverpool refreshed strategy and has reducing health inequalities
2019.
as one of the key 4 objectives, with identified critical actions for the
system to deliver collectively.
7. LCCG and CAB 'Advice on Prescription: Ways to
Wellbeing Liverpool' programme in place to offer
practical advice and support to GP registered patients
(age 16+) and offering wide range of wellbeing
resources, information and activities.
8. CCG Accountable Officer member of new Local
Strategic Partnership aimed at tackling wider
determinants of health.
9. One Liverpool Strategy to be Health & Care Chapter
of Liverpool City Strategy

Action
Definition of Primary Care Networks' roles in delivery and
priorities for 2019/20.

Due Date Assigned to
Sep-19

CCG Chair /
Chief Officer

Latest Update
Engagement with Clinical Leads for established Networks
ongoing.

Progress
19/12/2019 - 2020 / 2021 One Liverpool Plan setting out next year's priorities will be agreed March 2020 including priorities to reduce health inequalities.
19/12/2019 - Training on statutory duties regarding inequalities took place with the CCG Board in October / November 2019

277

Page 7

Status



In progress

NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Jan 2020 Update for Governing Body

GBAF04a Strategic Objective: Ensure maximum value from available resources
Relevant CCG IAF Domains:
Risk ref

Risk Owner

GBAF04a

Mark
Bakewell

Better Health: 102a, 106a, 108a
Corporate Risk Register related refs

RAG

Trend

Next
Review
Date

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

u

01/02/2020

Significant

Significant

Significant

Assurance
Rating Q4

Strategic risk description (and likely impact)
Complying with NHS Business Rules may inhibit our ability to deliver maximum value
L

4

Inherent Risk Score
C
Rating

4
Existing Controls

16

L

2

Residual Risk Score
C
Rating

Target Risk (Risk Tolerance)
Trend

L



1

4
8
Existing Assurances

1. Robust internal systems of financial control in 1. Governing Body receives regular reporting on activity spend
against NHS E tolerance levels through the Finance Report and
place for General Ledger, Accounts Payable,
Accounts Receivable, Treasury Management
Corporate Performance Report. (Internal)
and Budgetary Control (including QIPP).
2. Audit, Risk & Scrutiny Committee (ARSC) receives annual
assurances from statutory/non-statutory Governing Body
2. Finance, Procurement & Contracting
Committee sighted on progress against 2019/20 Committees on discharge of functions and delivery of committee
work plans. (Internal)
Financial Plan. Delivery of financial duties and
NHSE Business rules included as a specific risk
3. External Audit 'Value for Money' statement in Annual Report &
on FPCC Risk Register and is therefore
Accounts 2018/19 used as benchmark for 2019/20. (External)
monitored / assured at committee level.
4. Internal Audit Opinion for 2018/19 Financial Systems Key
3. Finance Update report a standing agenda
item at Governing Body (presented by CFO) to Controls gave 'High Assurance' rating across all scope areas.
assure robust financial management and budget (External)
control.
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C

4
Gaps In Control

Rating

Target Date

4

31-Mar-20

1. Unpredictable demand for continuing
healthcare / packages of care and prescribing
of high cost drugs which could exceed planning
assumptions for 2019/20.
2. CCG contingency of 0.5% may not mitigate
impact of worsening financial position of the
North Mersey system (including local acute
trusts' position and impact of significantly
reduced local authority budgets / spend on
patient demand).

Gaps in Assurance
1. Number of outstanding internal
audit recommendations in relation
to financial systems which are in
process of being implemented (all
low risk).

NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Existing Controls

Existing Assurances

Gaps In Control

Jan 2020 Update for Governing Body

Gaps in Assurance

4. CRES Targets built into existing budgets for
2019/20.
5. 'Acting as One' fixed price contractual
agreements in place for 2019/20 to share risk of
managing increased demand.

Action

Due Date Assigned to

Latest Update

Status

Progress
No changes / updates to be reported November 2019
16/12/2019:
- The CCG is still on track to deliver the forecast financial position.
- Action Plan in place for CHC payments has been presented to Audit Committee.
- FROG meeting has been re-established internally with an internal focus financial position and recovery. This meeting will link with the Planning and Performance Group in the
future.
- A small group has been established to review high cost drugs and devices.
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Governing Body Assurance Framework 2019/20

Jan 2020 Update for Governing Body

GBAF04b Strategic Objective: Ensure maximum value from available resources
Relevant CCG IAF Domains:
Better Health: 102a, 106a, 108a
Better Care: 122 (b,c) 123a, 125d
Corporate Risk Register related refs

Risk ref

Risk Owner

GBAF04b

Mark
Bakewell

RAG

Trend

Next
Review
Date

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

u

01/02/2020

Limited

Limited

Limited

Assurance
Rating Q4

Strategic risk description (and likely impact)
Financial and Contracting Strategy fails to realign to system based outcomes and the achievement of value

L

4

Inherent Risk Score
C
Rating

4
Existing Controls

16

L

3

Residual Risk Score
C
Rating

Target Risk (Risk Tolerance)
Trend

L



2

4
12
Existing Assurances

C

4
Gaps In Control

Rating

Target Date

8

31-Mar-20

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

1. Results of public consultations on alignment of secondary
care/tertiary care services presented to formal Governing Body
meetings.

2. Finance, Procurement & Contracting
Committee receives routine comparable
benchmarking data against 'RightCare' Core
Cities.

2. Liverpool Mayoral Inclusive Growth Plan (March 2018) acts as
driver to maximise value of the 'Liverpool Pound'. LCCG 'One
2. No long term system wide financial plan in
Liverpool' Plan aligned to/integrated with the ambitions and aims place.
of Inclusive Growth Plan.
3. NHSE/I deal with separate organisations
rather than the system based approach in order
2. Results of public consultations on alignment of
to achieve best value from system resources.

3. 'One Liverpool' Plan prioritisation process in
place at programme level: enables proposed
outcomes of interventions and associated
impact and cost to be articulated and use of
'RightCare' peer benchmarking.
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secondary care/tertiary care services presented to formal
Governing Body meetings.
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1. CCG Engagement Strategy requires refresh
to align with 'One Liverpool' Plan and ensure
alignment with 'City' conversation as part of the
Mayoral Inclusive Growth Plan.

Gaps in Assurance

NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Existing Controls
4. 'Acting as One' fixed price contractual
agreements in place for 2019/20 to share risk of
managing increased demand. outcomes of
interventions and associated act and cost to be
articulated and use of 'RightCare' peer
benchmarking.

Existing Assurances

Gaps In Control

Jan 2020 Update for Governing Body

Gaps in Assurance

3. Audit, Risk & Scrutiny Committee (ARSC) receives annual
assurances from statutory/non-statutory Governing Body
Committees on discharge of functions and delivery of committee
work plans.
4. External Audit 'Value for Money' statement in Annual Report &
Accounts 2017/18 used as benchmark for 2018/19.

5. Finance Update report a standing agenda
item at Governing Body (presented by CFO) to 5. Liverpool Mayoral Inclusive Growth Plan (March 2018) acts as
assure robust financial management and budget driver to maximise value of the 'Liverpool Pound' LCCG 'One
Liverpool' Plan aligned to/integrated with the ambitions and aims
control.
of Inclusive Growth Plan.
6. Robust internal processes in place to assess
risk regarding engagement, consultation,
equalities responsibilities and service
reconfiguration.

Action
Refresh of CCG Engagement Strategy for 2019/20 to be
conducted as priority.

Due Date Assigned to
Sep-19

Director of
Strategy

Latest Update
In progress.

Status



Progress
No changes / updates to be reported November 2019
16/12/2019:
- Internal group meeting to review and reflect on the outcomes based contracting approach.
- Reports and papers have been submitted to FPCC with regards to respiratory and cardiology to determine if a different contracting approach can be taken.
- Currently reviewing Acting As One contracts for 2021. Looking for more of a system and outcome approach to be part of the contracts.
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NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Jan 2020 Update for Governing Body

GBAF05 Strategic Objective: Decisions that are evidence-based and evaluated for maximum impact.
Relevant CCG IAF Domains:
Better Health: 102a, 106a, 108a
Better Care: 122 (b,c) 123a, 125d
Corporate Risk Register related refs

Risk ref

Risk Owner

GBAF05

Jan
Ledward

RAG

Trend

Next
Review
Date

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

u

01/02/2020

Limited

Limited

Limited

Assurance
Rating Q4

Strategic risk description (and likely impact)
CCG does not appropriately use evidence base to make decisions

L

4

Inherent Risk Score
C
Rating

4
Existing Controls

16

1. Joint Strategic Needs Assessment (JSNA)
with Liverpool City Council refreshed for
2019/20.

L

2

Residual Risk Score
C
Rating

Target Risk (Risk Tolerance)
Trend

L



1

4
8
Existing Assurances

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

C

4
Gaps In Control

Rating

Target Date

4

31-Mar-20

1. Current committee structures are not yet in
place and not aligned to CCG's strategic plan
or future decision making requirements. New
committee structure requires formalisation and
should be reflected in revised LCCG
Constitution (and SoRD)

2. 'One Liverpool' Strategy and 'One Liverpool' 2. Performance against NHS Constitutional/public health/
Operational Plan 2019/20 sets out how CCG will primary care and CCG IAF measures reported to Governing
meet challenges of demand, reducing health
Body via Corporate Performance Report. (Internal)
inequalities and variation.
2. CCG has not fully defined its 'risk appetite' in
3. CCG IAF sets out NHS England's key 'clinical priority areas'
the context of the Governing Body or proposed
3. 'One Liverpool' Strategy prioritisation process and expectations for commissioners in supporting transformation new committee structure.
in place at programme level: includes
of local health and care systems. CCG performance is assessed
'RightCare' peer benchmarking to support focus quarterly against clinical priority areas and impact on population
on outcomes and target resources accordingly. health.
4. 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)

282

4. 'Form 0' and 'Form 1' employed to support decision making,
prioritisation and project management.

Page 12

Gaps in Assurance
1. Revised Applied Research
Collaboration North West Coast
(ARC NWC) bid yet to be
approved in order to implement
findings from existing CLAHRC
projects.

NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

2018).
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NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Existing Controls

Existing Assurances

Gaps In Control

Jan 2020 Update for Governing Body

Gaps in Assurance

5. 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'.

Action
Implementation of new committee structures and agreed terms
of reference for each committee.
Review of ARC NW research priorities to establish alignment
with CCG objectives.

Due Date Assigned to
Sep-19
Sep-19

Chief Officer

Progress
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Latest Update

Draft Terms of Reference circulated to Governing Body
members and CCG Senior Leadership Team for comment.
Head of
Scoping exercise underway as part of review of research and
Transformation development function.
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In progress



In progress

NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Jan 2020 Update for Governing Body

GBAF06 Strategic Objective: Maintain the CCG's Reputation and Safeguard Public Confidence
Relevant CCG IAF Domains:
Corporate Risk Register related refs

Risk ref

Risk Owner

GBAF06

Jan
Ledward

RAG

Trend

Review
Date

Assurance
Rating Q1

Assurance
Rating Q2

Assurance
Rating Q3

01/02/2020

Substantial

Substantial

Substantial

Assurance
Rating Q4

Strategic risk description (and likely impact)
Inadequate adherence to principles of good governance, openness and probity damages the organisation's reputation and leads to loss of public confidence in the
CCG's ability to meet statutory duties and/or loss of operating licence.
Inherent Risk Score
Residual Risk Score
Target Risk (Risk Tolerance)
L

C

Rating

L

4

4
Existing Controls

16

2

1. CCG Constitution approved by NHS England
(constructed on NHSE model constitution)

C

Rating

Trend

4
8
Existing Assurances

1. CCG's Audit, Risk & Scrutiny Committee provides continued
oversight and assurance of GGG's governance arrangements,
internal systems of control and delivery of annual audit plan.
(Internal)

2. Agreed Scheme of Reservation and
Delegation (SoRD) outlines matters reserved for
2. Governing Body has continued oversight of Corporate Risk
membership and Governing Body.
Register, Issues Log and Governing Body Assurance
3. Robust internal systems of control in place to Framework (GBAF) as standing agenda item at each meeting
held in public.(Internal)
manage operational and strategic risk (i.e.
Corporate Risk Register, Governing Body
3. Four Governing Body Lay Members in post with individual
Assurance Framework and Issues Log) which
responsibility for Audit, Governance, Financial Management and
are subject to regular review by the Governing
Patient & Public Engagement. Lay Member for Governance acts
Body.
as Conflicts of Interest Guardian and Freedom to Speak Up
4. Annual internal audit cycle in place (including Guardian. (Internal)
audit of CCG's Counter-Fraud Plan and local
4. Head of Internal Audit Opinion for 2018/19 found no
counter fraud activities) with governance
significant control issues and provided 'substantial assurance'.
framework embedded to track CCG actions in
response to internal audit recommendations.
(External)
5. Revised structure being implemented to strengthen patient &
public involvement.
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L

2

C

4
Gaps In Control

Rating

8

1.MiAA Governance Review of Primary Care
Commissioning & Contracting 2018/19
highlighted that Primary Care Commissioning
Committee had insufficient oversight of a
number of aspects of primary care (e.g. issues
arising as a result of contract reviews).
2. Closer monitoring of uptake of statutory
NHSE Conflicts of Interest e-learning required
to ensure compliance with mandated
requirement.

Target Date
31-Mar-20

Gaps in Assurance
1. Conflicts of Interest training
compliance data not routinely
reported to CCG Governing Body.
(Internal)
2. Decision made by NHSE/I to
not recommission CCG 360 °
Stakeholder Survey for 2019/20.
CCG Governing Body still needs
to be sighted (and assured) on the
health of its key stakeholder
relationships. (Internal & External)

3. Internal audit review found some
weaknesses identified in CCG's governance
3. CCG Improvement &
arrangements to ensure declarations of interest Assessment Framework (CCG
are made within 28 days.
IAF) end of year rating not
available until Q2 2019/20.
4. Revision to CCG Constitution required to
(External)
meet 2018 NHSE Model and reflect new
committee structures / SoRD.

NHS Liverpool CCG

Governing Body Assurance Framework 2019/20

Existing Controls
5. Policy and systems in place to manage
conflicts of interest, gifts & hospitality and set
expected standards of business conduct in line
with statutory guidance.

Existing Assurances

Gaps In Control

6. M&C Overview & Scrutiny Committee minutes

Jan 2020 Update for Governing Body

Gaps in Assurance

5. Gap in terms of induction information for new
starters in relation to standards of business
conduct and conflicts of interest management.

6. CCG's Register of Interest, Register of Gifts &
Hospitality and Register of Procurement
Decisions routinely updated and published on
CCG's website for public scrutiny. Registers are
also reviewed as standing agenda item at Audit
Committee.
7. Regular attendance of AO and Chair at M&C
Overview & Scrutiny Committee
8. Investment in additional Comms and
engagement capacity as part of restructure
9. Revising approach to GBAF and risk
management within the CCG
10. New approaches to public and patient
engagement developed and embedded

Action
Production of summary document for all staff (including new
starters) outlining CCG expectations and key policy
requirements for standards of business conduct (including
gifts/hospitality and conflicts of interest.

Due Date Assigned to
Nov-19

Head of
Corporate
Services

Latest Update
Work still underway to produce 'bite sized' version of key policy
areas as part of induction booklet and 'staff handbook'.
Expected to be in place by November 2019.

Progress
Q2 -due date for summary document extended to Nov 2019 from Sept 2019.

19/12/2019 - Embedding learning and development regarding statutory duties with the CCG Board.
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Report no: GB 11-20
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 14 JANUARY 2020
Title of Report

Corporate Risk Register Update (January 2020)

Lead Governor

Dr Fiona Lemmens, Chair

Senior
Management
Team Lead
Report Author

Stephen Hendry, Head of Corporate Services &
Governance

Summary

The purpose of this paper is to update the Governing
on the changes to the Corporate Risk Register for
January 2020.

Recommendation

That the Governing Body:
 Satisfies itself that current control measures and
the progress of action plans provide
reasonable/significant internal assurances of
mitigation,
 Agrees that the risk scores accurately reflect the
level of risk that the CCG is exposed to given
current controls and assurances, and;
 Agrees the addition of Risk Ref CO81 to the
Corporate Risk Register

Relevant
standards/targets

The Health and Social Care Act states that:

Joanne Davies, Corporate Services & Governance
Manager

“The main function of the governing body will be to
ensure that CCGs have appropriate arrangements in
place to ensure they exercise their functions effectively,
efficiently and economically and in accordance with any
generally accepted principles of good governance that
are relevant to it.”
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CORPORATE RISK REGISTER UPDATE (NOVEMBER 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
2019/20 and risks carried over from the financial year 2018/19.

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,
 Agrees that the risk scores accurately reflect the level of risk that the
CCG is exposed to given current controls and assurances, and;
 Agrees the addition of Risk Ref CO81 to the Corporate Risk Register.

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.

Page 2 of 5
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4. OVERVIEW OF THE CORPORATE RISK REGISTER: JANUARY 2020
4.1

2019/20 CORPORATE RISK REGISTER)
The Corporate Risk Register has been updated by the respective leads
and has been presented to the Senior Leadership Team on 23rd
December 2019.
As at 19th December 2019 a total of 6 risks are included in the CCG’s
Corporate Risk Register. The CCG’s risk profile (low – extreme) is
summarised below:
Risk
Category

Score Range

Total
Risks

Change
+/-

Extreme
High
Moderate
Low

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

1
4
1
0

-1
+1
+1
0

Analysis of the direction of travel for risks since the last Governing Body
update in September 2019 can be summarised as follows:
▲
▼
►

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

Total
0
1
5
0
6

ANALYSIS OF ‘EXTREME’ AND ‘STATIC’ RISKS AS AT 19TH DEC
2019
One risk currently carries a residual score of 16, placing it in the
‘Extreme’ category:
CO36 – System capacity and capability is unable to meet
increased urgent care demand
Residual Risk Score Trajectory ►
Review Date: Feb 2020
16
'Extreme 'winter' pressures encountered much earlier than anticipated,
including severe outbreaks of flu and D&V which is significantly
impacting the whole system. All system partners have responded to the
escalation and demand and continue to do so. It is recognised that
Page 3 of 5
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Community teams, in particular, have been extremely responsive. All
system winter plans have been implemented and all escalation
measures in place. Winter Plans and high priority areas continue to be
monitored via AEDB Sub Group with an established UEC dashboard in
place to ensure that benefits and impact of plans can be monitored for
future planning. LCCG UEC Team continue to liaise with system
partners to monitor the situation daily which is currently at full capacity.
RISKS RECOMMENDED FOR REMOVAL FROM THE 2019/20
CORPORATE RISK REGISTER
As at 19th December 2019 there is one risk recommended for removal
from the Corporate Risk Register.
CO80 – Failure to agree an EU Exit Deal resulting in an impact on
health services
Residual Risk
Trajectory ▼
Review Date: Dec 2019
Score 10
The residual risk score for risk ref CO80 has decreased (from 20 to 10).
The recommendation for removal comes following the result of the
December 2019 General Election and subsequent progress of the
Withdrawal Agreement Bill (WAB) in Parliament. Prior to the General
Election, the specific focus of all NHS organisations was to mitigate
against the potential impacts of the UK leaving the EU without a deal in
place. Pending European Parliament approval, the UK will formally
leave the EU on 31 January (with a withdrawal deal); entering into a
transitional phase (until 31st December 2020) during which the UK’s
future relationship with the EU will be negotiated.
NEW RISKS ADDED TO THE 2019/20 CORPORATE RISK
REGISTER
As at 19th December 2019, one new risk has been escalated to the
Corporate Risk Register.
CO81 – Standalone status of LWH creates challenges in terms of
delivering high quality, safe services due to environmental
issues and lack of certain clinical facilities.
Trajectory New Risk Review Date: Feb 2020
Residual Risk
Score 9
To address quality and safety risks associated with the Liverpool
Women’s Hospital, a Single Item Quality Surveillance Group (SIQSG)
was held in October 2019 with NHSE/I, other local CCGs and all
Page 4 of 5
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providers in Liverpool to determine risks and how they could be further
mitigated by 'mutual aid'.
A combined monthly Clinical Quality Performance Group (CPQG) /
Contract Review Meeting (CRM) will be in place from January 2020 for
quality, performance and contractual oversight. The Chair of CCG has
elected to chair the CQPG / CRM to support CCG oversight.
This risk is a system priority with the One Liverpool Strategy to find a
long term solution to address clinical risks.
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 2019/20 Financial Plan.

7.

CONCLUSION
The Corporate Risk Register continues to be monitored on a monthly
basis. Action plans 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 Leadership
Team on a bi-monthly basis. There are no inherent legal implications
associated with the Corporate Risk Register in January 2020.
Joanne Davies
Corporate Services Manager (Governance)
19th December 2019
Ends
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LIVERPOOL CCG CORPORATE RISK REGISTER 2019/20 - Jan 2020
Risk Ref
includes date
added to CRR

Relevant CCG
Objective

Risk Description
Risk Owner
Lead Committee

Version: V2.1
Inherent
Risk
Score

Cause and potential
impact/consequence of risk
Why could this risk occur and what
would be the effects if the risk

L

Existing Mitigation/Controls

Assurance/Evidence

How are we managing this risk? What are the key controls
in place to prevent this risk from occurring?

Who/where can we gain evidence that
these controls are working effectively?
All assurances are 'positive' unless
stated otherwise.
Is assurance internal or external?

(without
controls)

C

materialised?

L

C

Trend
Residual
Planned Actions/Updates
Movement Is this action to address a gap in Control (C)
Risk
since last
or a gap in Assurance (A)
Score
update &
(Current) date last
reviewed

Progress On Actions

Target
Risk
Score

What stage are planned current actions at?
Are Implementation Dates on track?
How will this impact on Residual Risk?

L

Must include 'Action Owner' and
Implementation Date

C

(risk
tolerance)

COMMISSIONING
CO80
Deliver high quality, Risk Description:
Failure to agree an EU Exit
01/05/2019 safe and responsive Negative impact on Health Deal resulting in an impact
health services
on health services
Services should the UK
exit the EU with 'no deal' in
place.

4

5

20

Internal EU Exit Planning & Response
Group in place. LCCG attends Liverpool
City Council EU Exit group.

Reporting to NHS England
via established 'Command &
Control' structure.

Internal communication and command &
control structures in place

Oversight by CCG Governing
Body via exception reporting
and risk stratification.

Risk Owner:
Chief Operating Officer

Existing structures in place at MLCSU

Lead Committee:
Governing Body

NHSE daily SitRep reporting
CCG specific EPRR plans reviewed and in commenced on 21st Oct
place.
2019.

2

5

10

▼

Additional on-call support and
resilience to be implemented.

NHSE Regional workshop and
exercise attended 11/09/2019

Action Owner:
Head of Corporate Services &
Governance

National guidance monitored daily
with appropriate actions as required

Deadline: 31 Oct 2019

Cheshire & Merseyside wide tested
command and control structures in place.

The CCG planning and
response arrangements remain
in place and are kept in a state
of readiness pending progress
and clarification of the national
position. Ongoing watching brief
by lead CCG officers.

Internal self assessment completed and
BCM exercise conducted 10/10/2019

Action Owner:
Chief Operating Officer

Existing on-call arrangements

Deadline: Ongoing

SYSTEM RESILIENCE
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Update from Chief Operating
Officer: 10/10/2019
Daily national sitreps currently
suspended; background planning
and monitoring of potential impact
continues; intend to review position
in December 2019.
Update from Chief Operating
Officer: 21/11/2019
Recommended for removal from
Corporate Risk Register due to
progress of Withdrawal Agreement
Bill (WAB) and confirmed EU exit
on 31st Jan 2020 with WAB in
place.

2

5

10

LIVERPOOL CCG CORPORATE RISK REGISTER 2019/20 - Jan 2020
Risk Ref
includes date
added to CRR

Relevant CCG
Objective

Risk Description
Risk Owner
Lead Committee

Version: V2.1
Inherent
Risk
Score

Cause and potential
impact/consequence of risk
Why could this risk occur and what
would be the effects if the risk

L

Existing Mitigation/Controls

Assurance/Evidence

How are we managing this risk? What are the key controls
in place to prevent this risk from occurring?

Who/where can we gain evidence that
these controls are working effectively?
All assurances are 'positive' unless
stated otherwise.
Is assurance internal or external?

(without
controls)

C

materialised?

CO36
Deliver high quality, Risk Description:
13/10/2014 safe and responsive System capacity and
health services
capability is unable to
meet increased urgent
care demand.
Risk Owner:
Head of Transformation &
Programmes
Lead Committee:
AED Delivery Board

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

5

4

20

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

L

Oversight of the plans via the 4
CCG Urgent & Emergency
Care Team, North Mersey &
Southport AED Delivery subgroup and AED Delivery
Escalation Management System (EMS) is Board.
now embedded within CCG to support realtime escalation reporting and alert system Governing Body oversight of
partners to any requests for mutual aid.
performance reports at each
formal meeting.
Service performance and delivery
monitored through A&E Delivery Sub
Weekly teleconferences in
group for North Mersey.
place with all system
partners prior to NHSE/I
EMS Event held to revise action cards and weekly assurance calls along
expectations of submissions and
with monthly performance
reporting.
calls.
Urgent Care Review has now progressed
towards Phase 2 - Clinical Model
Development to be led by the Provider
Alliance which will form specification
development.

Governing Body oversight of
city-wide Urgent &
Emergency Care Review initial engagement
completed.

C

4

Trend
Residual
Planned Actions/Updates
Movement Is this action to address a gap in Control (C)
Risk
since last
or a gap in Assurance (A)
Score
update &
(Current) date last
reviewed

16

►

Extreme 'winter' pressures
encountered much earlier than
anticipated, including severe
outbreaks of flu and D&V which is
significantly impacting the whole
system. All system partners have
responded to the escalation and
demand and continue to do so. It is
recognised that Community teams,
in particular, have been extremely
responsive. All system winter plans
have been implemented and all
escalation measures in place.
Winter Plans and high priority areas
continue to be monitored via AEDB
Sub Group with an established UEC
dashboard in place to ensure that
benefits and impact of plans can be
monitored for future planning.
LCCG UEC Team continue to liaise
with system partners to monitor the
situation daily which is currently at
full capacity.
Action Owner: Urgent Care
Programme Delivery Lead

Target
Risk
Score
L

Must include 'Action Owner' and
Implementation Date

Deadline: January 2020

296

Progress On Actions
What stage are planned current actions at?
Are Implementation Dates on track?
How will this impact on Residual Risk?

3
AED Delivery Board is reviewing
system priorities for action in 2019/20
alongside AEDB Sub Group.
Update from Urgent Care
Programme Delivery Lead:
21/11/2019

C

4

(risk
tolerance)

12

LIVERPOOL CCG CORPORATE RISK REGISTER 2019/20 - Jan 2020
Risk Ref
includes date
added to CRR

Relevant CCG
Objective

Risk Description
Risk Owner
Lead Committee

Version: V2.1
Inherent
Risk
Score

Cause and potential
impact/consequence of risk
Why could this risk occur and what
would be the effects if the risk

L

C

Existing Mitigation/Controls

Assurance/Evidence

How are we managing this risk? What are the key controls
in place to prevent this risk from occurring?

Who/where can we gain evidence that
these controls are working effectively?
All assurances are 'positive' unless
stated otherwise.
Is assurance internal or external?

(without
controls)

materialised?

L

C

Trend
Residual
Planned Actions/Updates
Movement Is this action to address a gap in Control (C)
Risk
since last
or a gap in Assurance (A)
Score
update &
(Current) date last
reviewed

Progress On Actions

Target
Risk
Score

What stage are planned current actions at?
Are Implementation Dates on track?
How will this impact on Residual Risk?

L

Must include 'Action Owner' and
Implementation Date

C

(risk
tolerance)

QUALITY
CO77
Deliver high quality, Risk Description:
11/06/2018 safe and responsive Financial and reputational
health services
risk to the CCG due to
PUPOC cases not being
progressed in a timely
manner.
Risk Owner:
Chief Nurse

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.

4

4

16

Lead Committee:
QSOC

Case 'tracking system' in place at MLCSU
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
throughout 2018/19 for
oversight at Governing Body
level.

Advice received from CCG's Legal
Partners on organisation's statutory duty to
complete reviews for cases post 31st
March 2013. Legal advice reviewed in
light of revised framework in October 2018
to ensure it reflects current guidance.

Oversight and assurance of
effectiveness of current
assessment process
monitored via monthly
operational meeting with
MLCSU.

2

4

8

►

4

8

Acute Sustainability Group in
The Governing Body is to be updated 2
place (as part of Cheshire &
at each meeting.
Merseyside Health & Care
Partnership) has a role to play in
advocating a solution and
ensuring continued delivery of
high quality care.

3

6

Revised CHC Framework
October 2018, implemented
locally. CCG linked to NHSE
Lead and associated meetings
to inform CCG's approach and
to remain aware of policy and
guidance, changes and
associated implementation.

Further paper prepared for
January 2020 Governing
Body with a draft PuPOC
Policy to determine CCG
approach.

Work continues to reduce the backlog
of received PUPOC cases.

2

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.

Action Owner: Chief Nurse
Deadline: Ongoing

14 cases have been closed for various
reasons including cases already
having been assessed, or there being
insufficient information to be able to
proceed. 7 cases have been
completed and all have been
recommended as not eligible. Of the
remaining 14 open cases, 4 of these
involve patients in residential homes
and these are considered to be low
risk of being eligible.
Continued work has allowed the CCG
to revise down the financial impact
based on recent cases.
A paper is being presented to the CCG
Governing Body at the meeting on
14th January 2020 with a copy of the
PUPOC Policy.
Update from Director of Quality,
Outcomes and Improvement:
18/12/2019

CO81
Deliver high quality, Risk Description:
Potential risk of harm or
18/12/2019 safe and responsive Standalone status of LWH poor quality services and
health services
poor patient experience.
creates challenges in
terms of delivering high
quality, safe services due
to environmental issues
and lack of certain clinical
facilities. This is further
exacerbated by the current
national payment
mechanism for some
services e.g. maternity
Risk Owner:
Director of Quality,
Outcomes and
Improvement
Lead Committee:
Single Item Quality
Surveillance Group
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3

4

12

Single Item Quality Surveillance Group
(SIQSG) held in October 2019 with
NHSE/I, CCGs and all providers in
Liverpool to determine risks and how they
could be further mitigated by 'mutual aid'

Regular reports via Chief
Nurses report to Quality,
Safety and Outcomes
Committee (QSOC).

Regular updates to Quality
Combined monthly Clinical Quality
Surveillance Group (QSG).
Performance Group (CPQG) / Contract
Review Meeting (CRM) in place from
SIQSG will have regular
January 2020 for quality, performance and oversight of potential issues.
contractual oversight.
Chair of CCG has elected to chair the
CQPG / CRM to support CCG oversight.
This risk is a system priority with the One
Liverpool Strategy to find a long term
solution to address clinical risks.

3

3

9

NEW
RISK

LIVERPOOL CCG CORPORATE RISK REGISTER 2019/20 - Jan 2020
Risk Ref
includes date
added to CRR

Relevant CCG
Objective

Risk Description
Risk Owner
Lead Committee

Version: V2.1
Inherent
Risk
Score

Cause and potential
impact/consequence of risk
Why could this risk occur and what
would be the effects if the risk

L

C

Existing Mitigation/Controls

Assurance/Evidence

How are we managing this risk? What are the key controls
in place to prevent this risk from occurring?

Who/where can we gain evidence that
these controls are working effectively?
All assurances are 'positive' unless
stated otherwise.
Is assurance internal or external?

(without
controls)

materialised?

L

C

Trend
Residual
Planned Actions/Updates
Movement Is this action to address a gap in Control (C)
Risk
since last
or a gap in Assurance (A)
Score
update &
(Current) date last
reviewed

Progress On Actions

Target
Risk
Score

What stage are planned current actions at?
Are Implementation Dates on track?
How will this impact on Residual Risk?

L

Must include 'Action Owner' and
Implementation Date

C

(risk
tolerance)

ONE LIVERPOOL PROGRAMME
CO54
Deliver high quality, Risk Description:
01/02/2016 safe and responsive Service and financial risks
health services
associated with inability to
secure capital investment
will undermine the
sustainable delivery of
services provided by LWH

Health economy aims and
ambitions for safe and
effective services for
women's health and
neonates will not be
realised.
Tertiary services could be
lost to the city.

3

4

12

The content of the PCBC is refreshed on a
regular basis to reflect current position
and assumptions regarding activity,
finance etc.
The programme is overseen by the North
Mersey Committees in Common and the
Joint Committee.

Risk Owner:
Director of Strategy and
Integration

Assurance updates to NHS England.
Risk based engagement and equalities
frameworks adopted and overseen by
QSOC

Lead Committee: North
Mersey Joint Committee

Regular oversight and
progress reports provided to
the North Mersey
Committees in Common.
Updates provided monthly to
NHS England for the North
West 'reconfiguration grid'.

3

4

12

►

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

A readiness assessment has been
completed to inform plans.

2

4

8

1

4

4

The refreshed One Liverpool
Strategy, which includes a whole
system support and commitment to
Refresh to pre-consultation case.
Refreshed programme plans. The for the proposal, was endorsed by
the Liverpool Integrated Care
refreshed One Liverpool Plan will
Partnership Group on 4th October
reflect the whole system
commitment to achieving a positive 2019. The strategy has been
outcome for this proposal.
endorsed by every Liverpool NHS
trust board and will be presented to
Proactive stakeholder management the Health and Wellbeing Board on
to ensure all key influencers are
4th January 2020.

A commitment to a solution
to address the sustainability
of LWH is contained within
the One Liverpool Strategy
endorsed by all partners.

informed and aware of risks and
issues.

Proactive stakeholder management
strategy.

Re-established Programme Board
(from January 2020) and Clinical
Reference Group (from February
2020)

Pre-consultation business case has been
refreshed to reflect the current position,
risks and options.

The Communication and
Engagement Strategy is to be
confirmed in January 2020.

Alignment with Operational Planning
process to translate strategy into delivery
for the system.

NHSE Assurance meeting to set out
challenges and future actions took
place in November. An update from
this was provided to the Committees
in Common on 13th December 2019.
Update from Director of Strategy,
Integration & Communications
19/12/2019

Action Owner: Director of
Strategy and Integration
Deadline: Ongoing

CO56
Deliver high quality, Risk Description:
30/03/2016 safe and responsive CCG fails to gain
health services
consensus from providers
and system partners in the
development of proposals
for change and is unable
to deliver major service
change programmes as
set out in the One
Liverpool Strategy.

CCG does not meet
statutory duties with regard
to design and decisionmaking processes for
service reconfiguration,
involvement and equalities,
which could lead to
challenges to decisions,
including Judicial Review.

Risks to quality, safety and
sustainability if service
Risk Owner:
change proposals are not
Director of Strategy and
progressed or are delayed.
Integration
Reputational damage for the
CCG and the health and
Lead Committee:
care system.
North Mersey
Committees in Common Financial risks if service
change proposals intended
and the NM Joint
to improve financial
Committee
sustainability or to rebalance the allocation of
resources do not succeed.
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3

4

12

One Liverpool System Capability
Programme involving all health and social
care partners, to build a shared vision,
purpose and consensus on strategy. in
delivery of system change proposals.
Liverpool Integrated Partnership group
established to oversee system development
strategy and planning.
Liverpool Provider Alliance established,
ensuring provider alignment .
Robust internal processes in place to
assess risk regarding engagement,
consultation, equalities responsibilities and
service reconfiguration.
Director of Strategy & Integration in post
with clear responsibility for managing risks
around involvement and stakeholder
management.

Internal audit of engagement 2
infrastructure and process.
Evidence trail from statutory
committees and forums.
External evidence from
interaction with Liverpool
Adult Social Care and Health
Select Committee (OSC) and
the Health & Wellbeing
Board.

4

8

►

Refresh of One Liverpool Strategy completed
and set out explicit commitment from system
partners demonstrating consensus around
priorities and plans for major service change.
All Provider Boards, LCC Cabinet have given
formal support to the One Liverpool Strategy,
which sets out pipeline of local major service
change proposals.
Joint Commissioning Development Programme
to define commissioning approach for Health &
Care in Liverpool
CCG Board learning and development
programme regarding equalities and
participation in statutory duties training has
been delivered.

Evidence from Liverpool
Integrated Partnership Group
and Liverpool Provider
Alliance notes and actions.

Proactive stakeholder management strategy for
all service change programmes.

Pipeline of major service
change proposals overseen
by the Committees in
Common.

Assurance meeting and update to NHSE on all
pipeline major services changes took place in
November 2019. Currently awaiting Stage 1
Assurance Response from NHSE.

North Mersey Joint Committee and
Committees in Common overseeing major
programmes of change across the North
NHS England Assurance
Mersey footprint. North Mersey Leadership Process
Group established and meeting regularly.
Brings together all CEOs to manage cross
dependencies.

The One Liverpool Strategy is to be formally
approved at the Health and Wellbeing Board
that is taking place on the 3rd January 2020.

Action Owner: Director of Strategy and
Integration
Deadline: Ongoing

Plan, milestone and timescales for the
One Liverpool refresh agreed by
Liverpool Integrated Care Partnership
Group.
Structured joint commissioning
development programme in progress,
through which a proposal for health and
care commissioning will be agreed.
Joint Commissioning intentions for
2019/20 to feed in to a joint planning
process. Implementation for this will be
from April 2020.
Single item QSG took place in November
with all system partners coming together
to agree short, medium and long term
measures to address the clinical risk and
patient safety at LWH.
One Liverpool 2020 / 2021 priorities are
in development.
Briefing on major service change is to be
delivered to key stakeholders in January
2020.
Update from Director of Strategy,
Integration & Communications
19/12/2019

LIVERPOOL CCG CORPORATE RISK REGISTER 2019/20 - Jan 2020
Risk Ref
includes date
added to CRR

Relevant CCG
Objective

Risk Description
Risk Owner
Lead Committee

►
▲
▼

Risk Unchanged
Risk increased
Risk decreased
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* denotes new risk

Inherent
Risk
Score

Cause and potential
impact/consequence of risk
Why could this risk occur and what
would be the effects if the risk
materialised?

Updates to
existing risks in
'blue'

Version: V2.1

L

C

(without
controls)

Existing Mitigation/Controls

Assurance/Evidence

How are we managing this risk? What are the key controls
in place to prevent this risk from occurring?

Who/where can we gain evidence that
these controls are working effectively?
All assurances are 'positive' unless
stated otherwise.
Is assurance internal or external?

L

C

Trend
Residual
Planned Actions/Updates
Movement Is this action to address a gap in Control (C)
Risk
since last
or a gap in Assurance (A)
Score
update &
(Current) date last
reviewed

Must include 'Action Owner' and
Implementation Date

Progress On Actions

Target
Risk
Score

What stage are planned current actions at?
Are Implementation Dates on track?
How will this impact on Residual Risk?

L

C

(risk
tolerance)
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Report no: GB 12-20
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 14th JANUARY 2020
Title of Report

CCG Issues Log (January 2020 Update)

Lead Governor

Dr Fiona Lemmens, Chair

Senior
Management
Team Lead
Report Author

Stephen Hendry, Head of Corporate Services &
Governance

Summary
Recommendation

Relevant
standards/targets

Stephen Hendry, Head of Corporate Services &
Governance
The purpose of this paper is to provide a summary of
the CCG Issues Log as at 3rd November 2019.
That the NHS Liverpool CCG Governing Body:
 Notes the entries in the CCG Issues Log as at 3rd
January 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 JANUARY 2020 UPDATE
1.

PURPOSE
The purpose of this paper is to provide a summary of the CCG Issues
Log as at 3rd January 2020.

2.

RECOMMENDATIONS
That the NHS Liverpool CCG Governing Body:
 Notes the entries in the CCG Issues Log as at 3rd January 2020;
 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
The purpose of the CCG Issues Log is to ensure that there is an
appropriate separation of risks (i.e. events that 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 time-frames.
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.

Page 2 of 5
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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.

SUMMARY OF OPERATIONAL ISSUES AS AT 3RD JANUARY 2020
There have been no ‘new’ additions to the CCG’s Issues Log and
therefore the number of issues included in the log remains at five. This
includes three performance related risks transferred from the CCG’s
Corporate Risk Register in December 2018:
 Mental Health - IAPT Recovery & Access Targets;
 Planned Care – Referral To Treatment (RTT) 18-weeks measure;
 Urgent Care – A&E 4hr waiting times.
Page 3 of 5
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A fourth performance issue, added in March 2019 concerned three key
NHS Constitutional waiting times measures relating to cancer waits –
specifically 2 week referral waits, 62 day waiting times and 31 day waits
for surgery.
Although no ‘new’ operational issues have been added since the last
update, each individual entry has been subject to review by the
appropriate ‘issue owner’ following the November 2019 Governing Body
meeting. Updates to narratives and action plans provided in blue font in
the main Issue Log document.
A summary table of current issues included in the log (and progress of
RAG ratings) for January 2020 is provided below:
Issue
Issue type
ID
IL01 Performance – IAPT access &
recovery waits
IL02 Performance – RTT 18 weeks
IL03 Performance – A&E 4hr wait target
IL04 Commissioning – ADHD waiting list
IL05 Performance – Cancer waiting times
(2 weeks, 62 days & 31 days surgery)

6.

Priority

Direction

High

Current
RAG
2

High
High
Med
High

3
3
3
2








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 2019/20 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
Page 4 of 5
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Senior Leadership Team. There are no inherent legal implications with
the CCG Issues Log for the January 2020 update.
Stephen Hendry
Head of Corporate Services & Governance
3rd January 2020
Ends

Page 5 of 5
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GB 12‐20 CCG Issues Log 2019

Issue
ID

Priority

IL01

High

Date
Added

Date of
Last
Update

01/12/2018

Nov-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).
Latest position (Q2 2019):
ACCESS - National data for Q2 19/20 shows
that Liverpool CCG is below the 4.75% local
target with performance at 4.2%. This is decline
in performance on the previous quarter (4.54%).
(National expectation for Q2 is 5.5%)

Actual/Likely Impact on CCG
How is this impacting on CCG objectives,
finances and/or delivery of plans?

Issue
Owner

CCG is underperforming against both Access &
Director of
Recovery quarterly measures and is yet to
Planning &
consistently achieve these NHS Constitutional
Performance
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.

Initial
RAG
Rating
(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
Include action 'owner' and date of expected
completion

Tracking
Status

1. Interim Clinical Pathway piloted in early 2018 which 2. LCCG continues to monitor improved
has been successful in significantly reducing 'inherited' performance via Business Intelligence analysis
waiting list of 3,000+.
(local and national data sets).
2. Transformation Programme in place with clear
priorities.

Action Owner: Director of Planning &
Performance
Due Date: Ongoing 2019/20

Current
RAG
Rating
(after
controls
applied)

2

Next
Review
Date

Mar-20

Direction

Active



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.
7. CCG continued engagement with service for
assurance of delivery and quality as the service
develops links across Primary Care, Community
Services, Physical Health Services and other external
partners.

RECOVERY - National data for the period Q2
2019/20 indicates that Liverpool CCG’s
performance has improved significantly and is
now above the 50% national target with
performance at 51.7%.

8. Formal 'operational review group' remains in place
to provide oversight whilst change and improvements
continue.
9. Recruitment to Programme Delivery Lead (Mental
Health & LD) role completed in August 2019.

IL02

High

01/12/2018

Nov-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).
Latest position
LCCG performance for Nov 2019 (latest data) is
at 85.6%, a slight decline on October 2019
position and below NHSE/I improvement
trajectory for month of November 2019. For
November, 362 patients were waiting over 36
weeks. Liverpool University Hospital
performance was at 85% - at site level Royal
Liverpool was performing above its set
improvement trajectory for October 2019 (84.3%)
whilst Aintree (85.8%) continues to perform
below its NHSE/I improvement trajectory.
Liverpool Women's Hospital also remains
significantly below its improvement trajectory for
October 2019 with performance at 83.1%

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 2019/20 Quality Premium
payment.

3

1. Dermatology Task and Finish group
established a STP level – first meeting held in
November 2019. Relevant feedback from
meetings and actions to be shared for March
2020 update.
2. Roll out of Advice and Guidance continues across key
specialties. Use of Advice & Guidance incorporated into Action Owner: Director of Planning &
Performance / Head of Performance
Liverpool GP Specification with financial incentive.
Due Date: 28th Feb 2020
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.

Direction


Active

3. Additional clinics are being provided in a number of
specialties to reduce wait times.

3. CCG is failing to meet One Liverpool Plan
objective of 'Commissioning for Better Outcomes'.

2. Cheshire & Merseyside Elective Care
Transformation Programme has secured support
4. OPERA anaesthetic model continues to be rolled out
for 100 day Rapid Improvement Event for
at Broadgreen Hospital site.
dermatology. First meeting scheduled for 10th
Jan 2020 to establish test areas for improved
5. Liverpool Women's has secured additional consultant
performance.
capacity with further recruitment expected to be
Action Owner: Director of Planning &
successful. Recovery for RTT has been forecast for Q3
Performance / Head of Performance
2019 (dependent upon Trust maintaining its workforce).
LWH confident that it will recover in line with trajectory in Due Date: Ongoing

4. LCCG is almost certain to fail the standard for
2019/20 which would be the fourth financial year
running.
5. Significant increase in referrals to colposcopy
with 'high grade' changes following the national
campaign (currently showing no signs of
reduction). Increase has impacted on routine
capacity as patients are treated according to
clinical urgency.

Q3 2019/20.
6. Royal Liverpool continues its theatre utilisation work
to improve list efficiency. High volume cataract operating
lists also continuing. Trust completed a 'data cleanse'
exercise of incomplete pathways in June 2019 which
removed approx. 750 patients from the list.
7. All providers continue to manage long waiters via
individual Patient Tracking List (PTL) processes
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Active

Mar-20
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Issue
ID

Priority

IL03

High

Date
Added

Date of
Last
Update

01/12/2018

Nov-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.
Latest Position (November 2019 data)
Liverpool CCG failed the A&E target with
November 2019 performance at 86.1%. Year-todate performance stands at 88.9%. Provider level
performance (all types) shows that Liverpool
University Hospital achieved 83.9%, failing the
95% target for November 2019. At site level, both
the Royal Liverpool Hospital and Aintree Hospital
are below agreed NHSE/I improvement
trajectories for November. Alder Hey* (85.8%)
also failed the standard in November 19.
Liverpool Women’s (99.9%) achieved the 95%
standard.

Actual/Likely Impact on CCG
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 non-delivery
impacts on the CCG's vision and objectives for
Urgent & Emergency Care for the city (as set out
in the 'One Liverpool Plan'.)

Issue
Owner

Head of
Transformation
& Programmes

(when first
entered)

3

Control Measures in Place
What are we doing to prevent further
escalation of the issue?

1. Emergency Care Intensive Support Programme
(ECIST) concordat signed by all system partners commitment by all signatories to support delivery of
improvement work streams.
2. A&E Delivery Board maintains oversight of 'system'
A&E performance, holding providers to account for
delivery.

2. Reputational impact from continued nondelivery of NHS mandated target and from
providing limited assurance to NHSE on
improvement.

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).

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.

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.
8. Recruitment to Programme Delivery Lead (Urgent
Care) completed July 2019.

No 12 hour A&E breaches were reported for the
period.
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Initial
RAG
Rating

9. Move to 'Phase 2' of Urgent Care Review approved
by Joint Committee in July 2019 (i.e. continue to
develop clinical model) .

2

Actions to Reduce Impact or Recover
Position
Include action 'owner' and date of expected
completion

Tracking
Status

1. Ongoing work streams and actions following Newton
Europe diagnostics review with a focus on DToC.
Action Owner: Programme Delivery Lead (Urgent
Care) A&E Delivery Board Sub-Group
Due date: Ongoing 2019/20

(after
controls
applied)

3
Direction

Active
2. Pre-consultation Business Case for UEC
transformation expected to be finalised by April 2020.
Action Owner: Director of Strategy & Integration
Due date: April 2020
3. Formal consultation expected to run between Jun
2020 and Oct 2020
Action Owner: Director of Strategy & Integration
Due date: Nov 2020

Current
RAG
Rating

Active

Active



Next
Review
Date

Mar-20
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Issue
ID

Priority

IL04

Medium

Date
Added

Date of
Last
Update

01/12/2018

Nov-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 currently 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
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.

Issue
Owner

Director of
Planning &
Performance

(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.
2. Contract variation has been completed to include
prescribing and cost/activity model.

Actions to Reduce Impact or Recover
Position
Include action 'owner' and date of expected
completion
1. Contract variation still awaiting sign-off pending
further guidance re: 'additionality'.
Action Owner: Director of Planning & Performance
Deadline: End of Q4 (revised from 05/11/2019)

2. Planning is underway to support increased discharge
of patients from CWP service to primary care (under
3. Transformation programme overseen by dedicated shared care arrangements).
steering group which will identify, monitor and manage Action Owner: Director of Planning & Performance
risks to implementation.
Deadline: ongoing 2019/2020

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.

4.Robust pre-screening conducted on all patients
currently waiting assessment to establish
appropriateness and/or availability for full assessment.
5. Formal adoption of robust KPIs agreed with
provider. Suite will include performance management
indicator of number of patients cleared from waiting list
and reduction of waiting times in days/weeks.

Waiting List as at Nov 2020 (latest available
data)

6. Project Steering Group established to ensure 'real
time' oversight of implementation.

Current caseload for LCCG patients stands at
1,581, with 422 currently in service and the
remaining 1,145 categorised as 'waiting' for a
start date. Average waiting times are currently at
117 weeks.
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Initial
RAG
Rating

7. Additional capacity in Third Sector support has been
fully implemented.
8. Patients are now being assessed as part of their
transition (or discharge) from Alder Hey services,
reporting through the SEND written statement of action
structures.

3

Tracking
Status

Current
RAG
Rating
(after
controls
applied)

3
Active

Active

Direction



Next
Review
Date

Mar-20
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Issue
ID

Priority

IL05

High

Date
Added

Date of
Last
Update

01/03/2019

Nov-19

Issue
Category
(e.g. Finance,
Performance,
Governance)
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.

Actual/Likely Impact on CCG
How is this impacting on CCG objectives,
finances and/or delivery of plans?

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 2-week 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.

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;

Cancer - 2-weeks: Liverpool CCG narrowly
missed the 93% national target with performance
at 91%. Liverpool University Hospital (91.67%) at
The Royal Liverpool site (89.6%) failed the
national standard in October 19 and performance
was also just below the NHSI trajectory for
October (89.7%). All other Liverpool providers
achieved the standard. YTD performance for
Liverpool CCG is 89.5% and is outside the 93%
target

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 additional
activity commences on time so that funding is not
compromised

Cancer - 1st definitive treatment within 62
days: Liverpool CCG achieved 75.4% against a
national target of 85%. Performance improved on
September but remains below the NHSE local
approved plan for October 2019.

Issue
Owner

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.
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1. Urology issues - monthly meetings led by
LCCG with Royal Liverpool, NHSE, NHSI, Cancer
Alliance and associate commissioners to
coordinate actions and monitor progress.

4. Pathway redesign work is being undertaken
regionally (Cheshire & Merseyside Cancer
Alliance Optimal Pathway) and locally with priority
focused work commencing within specialties.
Urology at RLBUHT has received investment
from the Cancer Alliance to fund a Band 7 project
manager (appointed mid-December 2018) to
undertake detailed service improvement with
support and oversight from the CCG as lead
commissioners. Aintree is undertaking a detailed
review of colorectal pathways and head and neck
pathways.

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.

5. LCCG engaging with South Sefton CCG team
regarding Aintree breast performance (in
particular to support and facilitate joint working
between RLUH and Aintree given the merger and
the performance position).
6. Cheshire and Merseyside Cancer Alliance
supporting trusts with National Optimal Pathway
work - additional funding expected to be made
available to trusts through this route (potentially in
the first quarters of 2019). This is likely to support
improvement work such as Cancer Support
Worker recruitment to help facilitate and expedite
patients through pathways more effectively.
7. Submitted CCG improvement trajectory
forecasts delivery of 2ww from Q2 2019/20.

• 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

3

3. The CCG's Business Intelligence team has
developed an extensive dataset shared monthly
with partners.

Priority Scoring guide

Medium

(when first
entered)

Control Measures in Place
What are we doing to prevent further
escalation of the issue?

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;

Subsequent treatment for cancer within 31
days - Liverpool CCG achieved 81.1% against a
target of 94%, failing to meet the national
standard. Liverpool Women’s (30%) failed to
achieve the standard in October 2019. All other
Liverpool providers achieved the national
standard. LCCG is currently underachieving yearto-date with performance at 93.4%.

High

Initial
RAG
Rating

3
2
1
4

Actions to Reduce Impact or Recover
Position
Include action 'owner' and date of expected
completion
1. Re-launch of 2ww referral forms - confirming criteria
for referral and appropriate level of investigative work
required in advance. CCG to monitor & assess impact
on referral waiting times over next three months.
Action Owner: Programme Delivery Lead / Director
of Planning & Performance
Due Date: Ongoing

Tracking
Status

Current
RAG
Rating
(after
controls
applied)
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Summary

The purpose of this paper is to summarise
the main changes proposed to the CCG’s
Constitution and to seek Governing Body
approval for formal application to NHS
England and Improvement for a variation.

Recommendation

That Liverpool CCG Governing Body:
 Note the content of the report; and
 Approve onward (formal) application to
NHS England and Improvement for a
variation to the Constitution.

Relevant
standards/targets

The CCG’s Constitution sets out the way in
which the Group will fulfil its statutory
responsibilities as set out in the 2006 Act and
describes the governing principles, rules and
procedures that the Group will establish to
provide probity and accountability in its
commissioning decisions.

Stephen Hendry, Head of Corporate Services
& Governance
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PROPOSED CHANGES TO LIVERPOOL CCG’S CONSTITUTION
(JANUARY 2020)
1.

PURPOSE

The purpose of this paper is to summarise the main changes proposed
to the CCG’s Constitution and to seek Governing Body approval for
formal application to NHS England and Improvement for a variation.
2.

RECOMMENDATIONS

That Liverpool CCG Governing Body:
 Note the content of the report; and
 Approve onward (formal) application to NHS England and
Improvement for a variation to the Constitution.
3.

BACKGROUND
Every Clinical Commissioning Group (CCG) must have a
Constitution approved by NHS England. It is a key document
underpinning the governance and operation of the CCG. It sets out
various matters including the arrangements to allow the CCG
including its Governing Body to discharge its functions. It includes
details on the CCG’s Member practices, its Governing Body and
relevant committees and includes the CCG’s Standing Orders,
Prime Financial Policies and Scheme of Reservation and
Delegation.
The CCG’s current Constitution was based on the model
Constitution produced by NHS England in 2013. The 2013 version
of the Constitution was prepared at the time of CCG’s being
established, however since then a number of changes to the health
and social care landscape have taken place and NHS England
published a new model Constitution for CCGs which represents the
first update since the original version was issued in 2013. The new
NHS England model constitution presents CCGs with a number of
‘optional’ inclusions, which are intended to easier reflect local
practice and enable swift changes to governance arrangements
when required.
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The new model takes account of the significant changes
implemented across health and social care but also seeks to ‘future
proof’ and facilitate a greater degree of flexibility for CCGs (whilst
retaining the same high levels of transparency and accountability
from previous iterations).
4.

SUMMARY OF PROPOSED CHANGES
The new model constitution is a significantly shortened document,
which provides several ‘optional clauses’ for CCGs to consider
including when applying for a variation. Engagement and
consultation with Member Practices and the Local Medical
Committee took place in December 2019 with the aim of seeking
agreement on the following amendments:
 Removal of non-statutory committees and Scheme of Reservation
& Delegation (SoRD) from main Constitution document for
inclusion in new Governance Handbook;
 Enable Chief Officer to propose minor / non-material changes to
the Constitution (with appropriate safeguards in place for decisions
to be consulted upon with membership and Governing Body);
 Inclusion of several ‘optional’ clauses in relation to liability and
indemnity of members, members’ rights and frequency of meetings
of membership;
 Chair’s Term of Office to commence from date of appointment to
role as opposed to concurrently with GP Director Term of Office
(whilst not exceeding maximum nine years Term of Office);
 Removal of provision for reduced Term of Office of two years for
GP Directors elected with least number of votes.
Attached to this report is the draft new Liverpool CCG Constitution,
where proposed changes and additional/optional clauses are
highlighted in green. Also attached is the draft ‘Governance
Handbook’ which details the proposed new CCG Committee
Structure and revised Scheme of Reservation and Delegation
(SoRD).
Page 3 of 5
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Appendix 1 of this paper provides a more detailed overview of the
proposed changes and references to the relevant sections/page
numbers.
4.1

Feedback from Member Practices
Member Practices were asked to provide their feedback and
comments on the proposed changes by 7th January 2020. The
letter to practices sent in December 2019 stated clearly that if no
comments were received by this date, it would be taken that
members are in agreement with the suggested amendments and
that the CCG could then proceed with the application to NHS
England and Improvement for a variation. Although a very small
number
of
comments
were
raised
highlighting
inaccuracies/outdated information in relation to GP practices, no
objections were received during this period and it is therefore
assumed that members are in agreement.

4.2

Next Steps
Should the Governing Body be satisfied that the consultation and
engagement with member practices has been conducted
appropriately, and formally endorses the amendments to the
Constitution, the application to NHS England and Improvement will
be sent on 15th January 2020 with a decision expected in around
four weeks of NHSE/I receipt.

5.

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

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Effective and robust decision-making and governance
arrangements, including up-to-date Standing Financial Instructions
and Scheme of Reservation and Delegation, are key elements of
the CCG’s Constitution, which underpins the CCG’s delivery of
statutory Financial Duties and the annual Financial Plan.
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7.

CONCLUSION

The NHS England new model constitution provides a document, which is
more flexible, concise, adaptable and responsive to a rapidly changing
health and social care environment where new collaborative working and
joint decision making arrangements require swift changes to existing
governance structures. The proposed new model also presents the
opportunity to reduce the burden on administration for CCGs where
members agree which provisions are ‘material’ and which changes
require Membership approval before they are made.
Stephen Hendry
Head of Corporate Services and Governance
2nd January 2020
Ends
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APPENDIX 1

LIVERPOOL CCG NEW MODEL CONSTITUTION 2020
1.

Background
The CCG’s current Constitution was based on the model Constitution
produced by NHS England in 2012. NHS England has since prepared a
new model Constitution upon which CCGs may base individual
constitutions and represents the first update since the original version was
issued in 2012. The new model template has been positively received as it
is widely considered to be more flexible and ‘less cumbersome’ in its
content and layout. Unnecessary and outdated content has been removed,
resulting in a leaner, more ‘user-friendly’ and adaptable document.
Whilst not compulsory, NHS England has recommended that CCGs adopt
the new model constitution wording for any ‘new’ applications for variation.
The new NHS England model constitution also presents CCGs with a
number of ‘optional’ inclusions which are aimed to make it easier to reflect
local practice and enable swift changes to governance arrangements
when required (particularly useful for collaborative or joint working).

2.

Summary Of Proposed Changes to Liverpool CCG’s Constitution
The new model constitution is a significantly shortened document. One of
the key objectives throughout the review process was to ensure that the
new version supported CCGs in developing integrated or collaborative
working arrangements.

2.1

Remove non-statutory committees from main document and produce
a ‘Governance Handbook’
The new model constitution provides the option for the CCG to describe its
committee structure outside of the main constitution document (with the
exception of our statutory committees of Audit, Remuneration and Primary
Care Commissioning). This essentially means that CCGs will not be
required to enter into the formal NHS England approval process should it
choose to set up (or stand down) committees based on organisational
need. Where this approach is adopted, a ‘Governance Handbook’ (or
equivalent) must be maintained and published on the CCG’s website to
ensure accountability and transparency

1
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2.2

Remove Scheme of Reservation & Delegation
(SoRD from main document to include in Governance Handbook
The CCG’s Scheme of Reservation and Delegation (SoRD) is no longer
required to be part of the Constitution, enabling updates without having
to seek NHS England approval (as part of the formal variation request
process). It is proposed that the SoRD be included in the CCG’s
‘Governance Handbook’, which would be regularly maintained and
published on the CCG’s website.
The table (below) summarises the entirety of changes proposed for
Liverpool CCG to adopt (as per NHS England guidance):
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Page(s)
7

Para
1.4.2

8, 18

1.6.1 (a)
5.1.1

319

Proposed Change
Member practice approval - enables
Governing Body / Chief Officer to propose
‘minor’ amendments to the Constitution
unless:
 Changes are thought to have a material
impact;
 Changes are proposed to the reserved
powers of members;
 At least 30% of all Governing Body
Members formally request that
amendments be put to the membership
for approval.
Requirement to publish CCG Governance
Handbook if option to remove nonstatutory committees and Scheme of
Reservation and Delegation (SoRD) from
Constitution is adopted.

Rationale
Simplifies the process for making minor/nonmaterial changes but provides adequate safeguards
to ensure that decisions on any amendments are
still overseen and/or by the Governing Body.

CCGs now have the option to set out its committee
structure outside of the main constitution document
(with the exception of our statutory committees of
Audit,
Remuneration
and
Primary
Care
Commissioning). This essentially means that CCGs
will not be required to enter into the formal NHS
England approval process should it choose to set
up (or stand down) ‘non-statutory committees’
based on organisational need. Where this approach
is adopted, a ‘Governance Handbook’ (draft copy
enclosed) must be maintained and published on the
CCG’s website to ensure accountability and
transparency.

Page(s)
10

Para
1.7

14

3.3

15

3.4

16

3.5

16

3.6.3

16

4.1.2

320

Proposed Change
* New* Inclusion of NHSE model ‘optional
clause’ setting out CCG’s position on
liability and indemnity of members, former
members,
member
practice
representatives or any officer or employee
* New* Inclusion of NHSE model ‘optional
clause’ setting out Members’ rights in
relation to giving personal views as long
as it is made clear those views do not
necessarily representative of the CCG.
* New* Inclusion of NHSE model ‘optional
clause’ setting out Members’ rights in
relation to engagement, involvement and
support for the CCG.
* New* Inclusion of NHSE model ‘optional
clause’ setting out frequency of meetings
of Membership and AGM
Removal of specific reference to ‘Nurse
Representative’ role
* New* Inclusion of NHSE model wording
to describe good governance principles.

Rationale
Clause determines that all financial or legal liability
for decisions made by CCG resides with the CCG
as a statutory body and not with its member
practices.
Provides members with clarity that the CCG
Constitution does not inhibit or prevent making
protected disclosures under Employment Rights Act
(as amended).
Recommended NHSE optional clause.

Recommended NHSE optional clause.
Role was disestablished in 2018.
Recommended
material).

NHSE

optional

clause

(non-

Page(s)
18

Para
4.1.4

19

5.4.2

21

5.5.3

60

2.2.2 (d)

61

2.2.3 (c)
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Proposed Change
Member practice approval - enables
Governing Body / Chief Officer to propose
‘minor’ amendments to the SoRD unless:
Changes are thought to have a material
impact; Changes are proposed to the
reserved powers of members; At least
30% of all Governing Body Members
formally request that amendments be put
to the membership for approval.
* New* Inclusion of NHSE model wording
on list of delegated functions to the
Governing Body as set out in SoRD and
exercised via Standing Orders / SFIs
Inclusion of new ‘Non-Executive Nurse’
role on Governing Body
Sets out Term of Office for Governing
Body Chair which shall start from date of
appointment to role (as opposed to
present arrangement where term runs
concurrently with GP Director Term of
Office)
Removal of paragraph which states that
GP Directors elected with least number of
votes will serve a reduced term of office of
2 years.

Rationale
Simplifies the process for making minor/nonmaterial changes but provides adequate safeguards
to ensure that decisions on any amendments are
still overseen and/or by the Governing Body.

Model NHSE wording to replace original (2012)
model.
Reflective of recent recruitment to Non-Executive
nurse role.
Material change: Current arrangements in the CCG
Constitution state that the Chair’s term of office
must run concurrently with their term of office as a
GP Member. It is proposed for the revision that the
Chair’s term of office commences from the date of
their appointment and not their GP Director term of
office. Maintains that no term of office will usually
exceed 9 years served concurrently as safeguard.
Mitigates against risk of inconsistent Terms of
Office of GP Directors (and unnecessary turnover of
GP Directors).
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1

Introduction

1.1

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

1.2

Statutory Framework

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)
b)
c)
d)
e)
f)

Acting in a way that promotes the NHS Constitution (section 14P of
the 2006 Act);
Exercising its functions effectively, efficiently and economically
(section 14Q of the 2006 Act);
Financial duties (under sections 223G-K of the 2006 Act);
Child safeguarding (under the Children Acts 2004,1989);
Equality, including the public-sector equality duty (under the Equality
Act 2010); and
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 Constitution

1.3.1

This CCG was first authorised on 6th March 2013.

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.liverpoolccg.nhs.uk

1.4

Amendment and Variation of this Constitution

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

Member Practice Approval of Proposed Constitution
Changes
The Accountable Officer may periodically propose amendments to the
constitution which shall be considered and approved by the Governing
Body unless:




Changes are thought to have a material impact
Changes are proposed to the reserved powers of the members;
At least 30% of all Governing Body Members formally request that
the amendments be put before the membership for approval.

At each Annual General Meeting of the CCG the membership will be
asked to confirm the current version of the constitution and the
membership’s satisfaction with the arrangements for proposed changes.

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:
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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.
d) Standing Financial Instructions – which set out the delegated limits
for financial commitments on behalf of the CCG.
e) The CCG Governance Handbook – which includes:






Committee terms of reference;
Scheme of Reservation & Delegation (SoRD);
Arrangements for the admission and removal of member
Current Composition of the Governing Body;

The CCG’s Governance Handbook will be routinely updated and
published on Liverpool CCG’s website www.liverpoolccg.nhs.uk for
transparency and ease of access for public, staff and member
practices alike.

1.6

Accountability and transparency

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:





CCG Governance Handbook;
Registers of Interest;
Registers of Gifts and Hospitality;
Procurement Register.

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);
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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 strategic
plan, associated operational plans and engagement strategies.

h) When discharging its duties under section 14Z2, the CCG will ensure
that it follows the principles of openness; early and active
involvement; fairness and non-discrimination;
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) disseminating appropriate information to its members and local
population on a regular basis;
b) holding engagement events to present and discuss service
commissioning proposals with the public (as appropriate); and
c) on-going engagement with stakeholders.
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1.7

Liability and Indemnity

1.7.1

The CCG is a body corporate established and existing under the 2006
Act. All financial or legal liability for decisions or actions of the CCG
resides with the CCG as a public statutory body and not with its Member
practices.

1.7.2

No Member or former Member, nor any person who is at any time a
proprietor, officer or employee of any Member or former Member, shall be
liable (whether as a Member or as an individual) for the debts, liabilities,
acts or omissions, howsoever caused by the CCG in discharging its
statutory functions.

1.7.3

No Member or former Member, nor any person who is at any time a
proprietor, officer or employee of any Member of former Member, shall be
liable on any winding-up or dissolution of the CCG to contribute to the
assets of the CCG, whether for the payment of its debts and liabilities or
the expenses of its winding-up or otherwise.

1.7.4

The CCG may indemnify any Member practice representative or other
officer or individual exercising powers or duties on behalf of the CCG in
respect of any civil liability incurred in the exercise of the CCGs’ business,
provided that the person indemnified shall not have acted recklessly or
with gross negligence.
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2

Area Covered by the CCG

2.1.1

The geographical area covered by NHS Liverpool CCG is the City of
Liverpool.

3

Membership Matters

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 86 practices which make up the membership of the CCG are listed
below:

Liverpool Central Locality
Practice Name

Practice Address

Abercromby Health Centre (Dr. Vithlani)
Benim Medical Centre (Dr. Gupta)

Grove Street
2 Penvalley Crescent

L7 7HG
L6 3BY

Bigham Rd Medical Centre (Dr.
Ramamoorthy)

Bigham Road

L6 6DW

Brownlow Health @ Marybone (Dr. Exley) Marybone Unit 1, 2 Vauxhall Road

L3 2BG

Brownlow Health (Dr. Gaynor)

L69 3GF

70 Pembroke Place
Branch sites
Ropewalks
26 Argyle Street
L1 5DL
Student Health
University of Liverpool
Peach Street
L69 7ZL
Princes Park Health Centre, Bentley Road

L8 0SY

Kensington Neighbourhood Centre, Jubilee Drive

L7 8SJ

Derby Lane Medical Centre (Dr. Barba)
Dovecot Family Health Centre (Dr. Bayer)

88 Derby Lane
Longreach Road

L13 3DN
L14 0NL

Dunstan Village Group Practice (Dr.
Majeed)

131 Earle Road

L7 6HD

Earle Road Medical Centre (Dr. Noorpuri)

131 Earle Road

L7 6HD

Edge Hill Health Centre (Dr. Binder)
Fairfield General Practice (Dr. Karam)

Kensington Neighbourhood Centre, Jubilee Drive
2 Penvalley Crescent

L7 8SJ
L6 3BY

Green Lane Medical Centre (Dr. Graham)

15 Green Lane

L13 7DY

Brownlow Health @ Princes Park (Dr.
Faint)
Brownlow Health @ Kensington (Dr.
Houghton)

333

NHS Liverpool CCG Constitution Nov 2019 (draft)

11

Liverpool Central Locality (continued)
Practice Name

Practice Address

Hornspit Medical Centre (Dr. Pramanik)

Hornspit Lane

L12 5LT

Knotty Ash Medical Centre (Dr. Mirza)

411 East Prescot Road

L14 2DE

Old Swan Health Centre (Dr. Ho)

Crystal Close

L13 2GA

Park View Medical Centre (Dr Jude)

Park View Medical Centre , Orphan Drive

L6 7UN

Picton Green Medical Centre (Dr.
Dhulipala)

Picton Neighbourhood Health & Children’s Centre, 137
Earle Road

L7 6HD

Rock Court Surgery (Dr. Sherwood)

4 Crystal Close

L13 2GA

Sefton Park Medical Centre (Dr. O’Brien)
St. James' Health Centre (Dr. Chatwin)
Stoneycroft Medical Centre (Dr. Eccles)

Smithdown Road
29 Great George Street
Stoneville Road

L15 2LQ
L1 5DZ
L13 6QD

Vauxhall Health Centre (Dr. McKendrick)
West Derby Medical Centre (Dr Eccles)

Limekiln Lane
3 Winterburn Crescent

L5 8XR
L12 8TQ

Yew Tree Centre (Dr. Razvi)

Berryford Road

L14 4ED

Matchworks (South Locality)
Practice Name

Practice Address

The Ash Surgery (Dr. Johnson)

1 Ashfield Road

L17 0BY

Belle Vale Health Centre (Dr. Allen)

Hedgefield Road

L25 2XE

Dingle Park Practice (Dr. Sutcliffe)

Park Street

L8 6QP

Edge Hill Health @ Mossley Hill Surgery
(Dr. Binder)

73 Queens Drive, Mossley Hill

L18 2DU

The Elms Medical Centre (Dr. Moore)

3 The Elms

L8 3SS

Fulwood Green Medical Centre (Dr.
Bowers)

Jericho Lane

L17 4AR

Garston Family Health Centre (Dr Jude)
Gateacre Brow Surgery (Dr. Caldwell)

South Liverpool Treatment Centre, 32 Church Road

L19 2LW

1 Gateacre Brow

L25 3PA

Branch site
256 Hunts Cross Avenue
Liverpool
Merseyside
L25 8QT
49 Belle Vale Road

L25 2PA

Grassendale General Practice (Dr.
Baxter)

23 Darby Road

L19 9BP

Greenbank Drive Surgery (Dr. O’Connor)

8 Greenbank Drive

L17 1AW

Greenbank Road Surgery (Dr. Barnett)

1B Greenbank Road

L18 1HG

Hunts Cross Health Centre (Dr. Schmidt)

70 Hillfoot Road

Lance Lane Medical Centre (Dr.
Sreeguru)

19 Lance Lane

L25
0ND
L15 6TS

The Margaret Thompson Medical
Centre (Dr. Bremner)

105 East Millwood Road

L24 6TH

Gateacre Medical Centre (Dr. Mittal)
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Matchworks (South Locality - continued)
Practice Name

Practice Address

Mather Avenue Surgery (Dr.
Hargreaves)

584 Mather Avenue

L19 4UG

Netherley Health Centre (Dr Jude)

Netherley Health Centre, Middlemass Hey

L27 7AF

Oak Vale Medical Centre (Dr. Cranney)

215 Childwall Road

L15 6UT

Penny Lane Surgery (Dr. Mullen)

7 Smithdown Place

L15 9EH

Riverside Centre For Health (Dr Hegde
and Jude) – N82646

Park Street
Branch site
Picton Neighbourhood Health & Children’s Centre 137
Earle Road
Park Street

L8 6QP

80 Rocky Lane

L16 1JD

Riverside Centre For Health (Dr Jude) –
N82091
Rocky Lane Surgery (Dr. Artioukh)

Rutherford Medical Centre (Dr. Cuthbert) 1 Rutherford Road

L7 6HD
L8 6QP

L18 0HJ

Sandringham Medical Centre (Dr. Jude)

1a Aigburth Road

L17 4JP

Speke Health Centre (Dr Mangarai)

75 South Parade

L24 2XP

Speke Health Centre (Dr Singh)

75 South Parade

L24 2XP

Speke Health Centre (Dr Thakur)

75 South Parade

L24 2XP

West Speke Health Centre (Dr Jude)

West Speke Health Centre, Blacklock Hall Road

L24 3TY

Storrsdale Medical Centre (Dr.
Murugesh)
The Valley Medical Centre (Dr.
O’Donnell)

1 Storrsdale Road

L18 7YJ

75 Hartsbourne Avenue

L25 1RY

Village Medical Centre (Dr. Nielsen)

20 Quarry Street

L25 5JA

Village Surgery (Dr. Brookes)

South Liverpool NHS Treatment Centre, Church Road

L19 2LW

Woolton House Medical Centre (Dr.
Mulrine)

4/6 Woolton Street

L25 5JA

North Locality
Practice Name

Practice Address

Abingdon Family Health Care
Centre (Dr. El-Sayed)

361 Queens Drive

L4 8SJ

Aintree Park Group Practice (Dr.Bose)

46 Moss Lane

L9 8AL

Albion Surgery (Dr. Keyser)
Anfield Group Practice (Dr. Abdi)

Branch site
Oriel Drive
Aintree
L10 6NJ
45 Everton Road
Townsend Lane Neighbourhood Centre, 98
Townsend Lane

L6 2EH
L6 0BB

Bousfield Health Centre (Dr Jude)
N82077

Westminster Road

L4 4PP

Bousfield Health Centre (Dr. Jude)
N82078

Westminster Road

L4 4PP

Ellergreen Medical Centre (Dr. Shiffman) 24 Carr Lane

L11 2RY

Fir Tree Drive Medical Centre (Dr. Jude)

L12 0JE
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North Locality (continued)
Practice Name

Practice Address

Gilmoss Medical Centre (Dr.
Rastogi)

48 Petherick Road

L11 0AG

Great Homer Street Surgery (Dr.
Abrams)

Mere Lane Neighbourhood Centre, Mere Lane

L5 0QW

Grey Road Surgery (Dr. Bliss)
Islington House Surgery (Dr. O’Connor)

Breeze Hill Neighbourhood Health Centre 1-3 Rice
Lane
45 Everton Road

L9 1AD
L6 2EH

Jubilee Medical Centre (Dr. Foster)
Kirkdale Medical Centre (Dr. Bajaj)

52 Croxteth Hall Lane
14 Waller Close, Kirkdale

L11 4UG
L4 4QJ

Langbank Medical Centre (Dr.
Murugesh)

Broad Lane, Norris Green

L11 1AD

Long Lane Medical Centre (Dr.
Callaghan)

Long Lane, Aintree

L9 6DQ

Mere Lane Practice (Dr. Khan)

Mere Lane Neighbourhood Centre, Mere Lane

L5 0QW

Moss Way Surgery (Dr. Kukaswadia)

53 Moss Way, Croxteth

L11 0BL

Poulter Road Medical Centre (Dr.
Ghose)
Priory Medical Centre (Dr. Connolly)

34 Poulter Road

L9 0HJ

Belmont Grove

L6 4EW

Stopgate Lane Medical Centre (Dr.
Syed)
Stanley Medical Centre (Dr Jude)

6 Stopgate Lane

L9 6AP

Stanley Medical Centre, 60 Stanley Road

L5 2QA

Townsend Medical Centre (Dr. Kumar)

Townsend Lane N’hood Centre, 98 Townsend Lane

L4 8SJ

Walton Medical Centre (Dr. Luck)

Breeze Hill Neighbourhood Health Centre, 1-3 Rice
Lane
172 Walton Village

L9 1AD

Walton Village Medical Centre (Dr.
Razvi)

L4 6TW

Westminster Medical Centre (Dr. Kalyan) Aldams Grove, W estminster Road

L4 3TT

Westmoreland GP Centre (Dr. Cavadino) Aintree Hospital, Lower Lane

L9 7AL

3.2

Nature of Membership and Relationship with CCG

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.

3.2.2

NHS Liverpool CCG recognises Liverpool Local Medical Committee
(LMC) as the responsible body of all GPs working in member practices. In
addition, the CCG appoint Liverpool LMC to administer the election of GP
representatives on its behalf.

3.3

Speaking, Writing or Acting in the Name of the CCG

3.3.1

Members are not restricted from giving personal views on any matter.
However, Members should make it clear that personal views are not
necessarily the view of the CCG.
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3.3.2

Nothing in or referred to in this constitution (including in relation to the
issue of any press release or other public statement or disclosure) will
prevent or inhibit the making of any protected disclosure (as defined in the
Employment Rights Act 1996, as amended by the Public Interest
Disclosure Act 1998) by any member of the CCG, any member of its
Governing Body, any member of any of its Committees or SubCommittees or the Committees or Sub-Committees of its Governing Body,
or any employee of the CCG or of any of its members, nor will it affect the
rights of any worker (as defined in that Act) under that Act.

3.4

Members’ Rights

3.4.1

Member practices’ engagement, involvement and support for the CCG
(with the Governing Body as the mechanism for delivery) are critical.
Without co-operation and delivery from Member Practices, the CCG is
likely to fail as clinical opportunities and influence in the CCG will be
severely compromised. Therefore, it is vital that the CCG’s Members have
the following rights:





The opportunity to be engaged and involved in the working of the
CCG;
Representation of their commissioning interests via Member
Practice Representatives on the Governing Body;
Calling and attending a general meeting of the members;
Submitting a proposal for material amendment to the CCG
Constitution;

3.4.2

Member practices have a responsibility to attend Member’s meetings and
to engage in the work of the CCG by providing an opinion and feedback
on the work of the organisation.

3.4.3

The CCG and its Governing Body will work with its practice members in a
mutually beneficial arrangement which facilitates the achievement of the
CCG’s mission and aims, and in a way that matches the CCG’s values.

3.5

Members’ Meetings

3.5.1

Ordinary meetings of the Membership may be held at regular intervals (at
least twice per year) and at such times and places as the Member
representatives may determine. An Annual General Meeting of the CCG
will be held in public, where Member Representatives will be invited to
attend and speak as appropriate.

3.6

Practice Representatives

3.6.1

Each Member practice has a nominated lead healthcare professional who
represents the practice in the dealings with the CCG.
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3.6.2

Practice Representatives represent their Member Practice’s views and act
on behalf of that Membership Practice in matters relating to the CCG. The
role of each Practice Representative is to:
a) Ensure contribution to the group’s business operations including
decision making processes when required;
b) Act as practice champion with GPs including sessional and locum
GPs, and with other practice staff, to ensure that the views of the
Member Practice as a whole are obtained and played into all
discussions;
c) Attendance at locality, neighbourhood and meetings of the CCG;
d) Be open and willing to challenge current clinical practice;
e) Show that they are willing to work with the group as a whole to
deliver the agreed level of quality service;
f) Promote adherence to agreed pathways and other clinical protocols
and appropriate work to understand the exceptions to these;
g) Take responsibility for their performance and make changes to
improve where necessary.

3.6.3

Other GP and Primary Care Health Professionals
In addition to the Practice Representatives identified in section 3.6.2
above, the CCG may identify a number of other GPs / primary care health
professionals from Member Practices to either support the work of the
CCG and / or represent the CCG rather than represent their own
individual practices. The CCG has identified a nurse representative to
form part of the Governing Body, whose role is to represent the views and
interests of the Nursing Workforce within Member Practices.

4

Arrangements for the Exercise of our Functions.

4.1

Good Governance

4.1.2

The CCG will, at all times, observe generally accepted principles of good
governance. The CCG will adopt and use the following to influence
consistent good governance and behaviour:
a) use of the governance toolkit for CCGs (www.ccggovernance.org);
b) undertaking regular reviews of CCG governance and decision making
structures;
c) the Good Governance Standard for Public Services (2004)
d) proactive promotion of standards and procedures that enable ‘freedom
to speak up’ in the interests of patients or the public;
e) promoting CCG values that include standards of propriety in relation to
the stewardship of public funds, impartiality and integrity;
f) the standards published by the Committee on Standards in Public Life
(1995) known as the ‘Nolan Principles’;
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g) the seven key principles of the NHS Constitution
h) the Equality Act 2010; and;
i) the standards set out in the Professional Standards Authority (health &
social care) published ‘Standards for Members of NHS Boards and
Clinical Commissioning Group Governing Bodies in England'.

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 function
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5

Procedures for Making Decisions

5.1

Scheme of Reservation and Delegation

5.1.1

The CCG has agreed a scheme of reservation and delegation (SoRD)
which is published in full on the CCG’s website www.liverpoolccg.nhs.uk
(within the CCG’s Governance Handbook).

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.

5.1.4

The Accountable Officer may periodically propose amendments to the
CCG’s Scheme of Reservation and Delegation, which shall be considered
and approved by the Governing Body unless:
a) Changes are considered to have a material impact;
b) Changes are proposed to the reserved powers; or
c) At least 30% of all Governing Body member practice representatives
(including the Chair) formally request that the amendments be put
before the membership for approval
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5.2

Standing Orders

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)

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.

5.4
5.4.1

The Governing Body: Its Role and Functions
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
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) leading the setting of vision and strategy;
b) promoting the involvement of patients, their carers and
representatives in regard to decisions about their healthcare;
c) approving and monitoring of commissioning plans developed in
conjunction with member practices;
d) approving and monitoring the Group’s plans to meet the public
sector equality duty;
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e) reviewing and monitoring of arrangements for working in partnership
with the local authority – in particular the development of joint
strategic needs assessments and joint health and wellbeing
strategies;
f) overseeing the management of corporate strategic risks of the CCG,
ensuring regular review of the group’s assurance framework and the
effectiveness of its internal systems of control;
g) ensuring effective arrangements are in place to secure health
services in such a way that promotes awareness of (and has regard
to) the NHS Constitution;
h) overseeing and monitoring performance (including financial
performance) against plans;
i) ensuring good governance and leading a culture of good
governance throughout the CCG;
j) approving any functions of the group that are specified in the
regulations; and
k) exercising any other functions of the group which are not otherwise
reserved or delegated.
The detailed procedures for the Governing Body, including voting
arrangements, are set out in the standing orders.

5.5

Composition of the Governing Body

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 www.liverpoolccgnhsh.uk.

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 (Clinical)
b) The Accountable Officer (who shall be the Chief Officer)
c) The Chief Finance Officer
d) A Secondary Care Specialist;
e) A Registered Nurse;
f)
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5.5.3

one who has qualifications, expertise or experience to enable
them to lead on governance; and another who
has knowledge about the CCG area enabling them to express
an informed view about discharge of the CCG functions (patient
and public participation)

The CCG has agreed the following additional members:
a) Nine GP representatives drawn from member practices and elected
in respect of the three Localities as follows:
 Liverpool Central Locality – 3 GP representatives;
 Matchworks (South Locality) – 3 GP representatives
 North Locality – 3 GP representatives
b)

A Non-Executive Nurse

5.6

Additional Attendees at the Governing Body Meetingsi

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)
b)
c)
d)

The Director of Public Health for Liverpool;
A named representative from the Local Medical Committee (LMC);
The Chief Executive, Liverpool City Council (or nominated deputy);
Representative from Healthwatch Liverpool

5.7

Appointments to the Governing Body

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.
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5.8

Committees and Sub-Committees

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.

5.8.5

Subject to 5.8.4, all members of the Remuneration Committee will be
members of the CCG Governing Body.

5.9

Committees of the Governing Body

5.9.1

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

5.9.2

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

5.9.4

Remuneration & HR 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 Committee chair). Only members of the Governing Body may be
members of the Remuneration Committee.

5.9.6

Primary Care Commissioning Committee: This committee is required
by the terms of the delegation from NHS England in relation to primary
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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.

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 the CCG’s Governance
Handbook which can be found on the CCG’s website
www.liverpoolccg.nhs.uk.

5.10

Collaborative Commissioning Arrangements

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
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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;
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

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 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;
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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;
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.

5.11.4

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.

5.11.5

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.

5.12

Joint Commissioning Arrangements – Other CCGs

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
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Governing Body, except to the extent that they relate to the continuing
liability of the CCG under any joint arrangements.
5.12.3

5.12.4

The CCG may make arrangements with one or more other CCGs in
respect of:
a)

delegating any of the CCG’s commissioning functions to another
CCG;

b)

exercising any of the Commissioning Functions of another CCG; or

c)

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;
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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;
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 5.12.1
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

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.

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
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Governing Body, except to the extent that they relate to the continuing
liability of the CCG under any joint arrangements.
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:

5.13.8
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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;

e)

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

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.
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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

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.

6

Provisions for Conflict of Interest Management and
Standards of Business Conduct

6.1

Conflicts of Interest

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
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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 Lay Member with responsibility for
Governance 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

6.2.1

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

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 (www.liverpoolccg.nhs.uk) 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
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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 Interest

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;
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
Commissioning Group has made appropriate arrangements
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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
Practice

A provider of primary medical services to a registered patient
list, who is a Member of this CCG.
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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
AUDIT AND RISK COMMITTEE TERMS OF REFERENCE
1.0

Introduction

1.1

The Governing Body of Liverpool CCG has established a Committee to be
known as the Audit and Risk Committee (“the Committee”) to carry out the
duties set out at clause 6 of these terms of reference.

1.2

The Committee is authorised by the Governing Body to investigate any
activity within its terms of reference. The Committee can request information,
reports, and assurances from any employee in relation to those areas within
these terms of reference and all employees are directed to cooperate with any
request made by the Committee. The Committee is authorised by the
Governing Body to obtain outside legal or other independent professional
advice, and to secure the attendance of outsiders with relevant experience
and expertise if it considers this necessary. The Committee can commission
reports and/or surveys necessary to fulfil its obligations.

2.0

Membership

2.1

The Committee shall be appointed by the Governing Body in accordance with
the requirements of Audit Committees as set out in the National Health
Service (Clinical Commissioning Group) Regulations 2012 and shall consist of
not less than three members, including:






The lay member with responsibility for Audit (Chair);
The lay member with responsibility for Governance (Deputy Chair);
The lay member with responsibility for Patient and Public Involvement;
The Non-Executive Nurse;
A GP Director.

2.2

The Committee may co-opt additional members to provide specialist skills,
knowledge or experience.

3.0

Attendance

3.1

The following will be expected to attend meetings of the Committee:
 The Chief Finance and Contracting Officer - who is responsible for
supporting the Chair in the management of the Committee’s business and
for drawing the Committee’s attention to best practice, national guidance
and other relevant documents as appropriate;
 Deputy Chief Finance Officer;
 Appropriate internal and external audit representatives;
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 The Head of Corporate Services & Governance, who will support the
Chief Finance and Contracting Officer in the management of the meeting;
 Other directors/managers may be invited to attend from time to time, with
the agreement of the Chair of the Committee, to provide advice or present
key reports in relation to risks or assurances in areas that are the
responsibility of the directors/managers;
 An appropriate representative of the Counter Fraud Service will attend a
minimum of one meeting a year;
 Representatives from other organisations may be invited to attend on
occasion.
3.2

In addition, the Accountable Officer will be invited to attend meetings and
should attend at least annually to discuss the assurances which support the
Annual Governance Statement.

3.3

In addition, the Committee may seek specialist advice from members with
appropriate specialist expertise.

3.4

It is expected that members will normally attend a minimum of 75% of
meetings held per annum.

4.0

Quorum

4.1

The meeting will achieve quorum if at least two members are present, one of
whom must be a lay member.

4.2

Should a member not be able to attend a Committee meeting, apologies in
advance must be provided to the Chair. Deputies can attend on behalf of
officers normally in attendance and any formal acting up status will be
recorded in the minutes.

4.3

Deputising arrangements must be agreed by the Chair of the Committee and
should be on an exceptional basis only.

5.0

Frequency

5.1

The Committee shall meet not less than four times per year; a schedule of
pre-arranged meetings will be distributed to all members on an annual basis
along with a proposed annual calendar of business.

5.2

The Chair of the Committee may arrange extraordinary meetings at his/her
discretion or at the request of Committee members or either the Head of
Internal Audit or the Lead Partner of external audit.

6.0

Duties

6.1

The duties of the Committee are categorised as follows:
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Integrated governance risk management and internal control
6.2

The Committee shall review the establishment and maintenance of an
effective system of integrated governance, risk management and internal
control, across the whole of the Clinical Commissioning Group’s activities.
In particular, the Committee shall review the adequacy and effectiveness of:
 All risk and control related disclosure statements (in particular the Annual
Governance Statement), together with any reports from internal or
external audit or other appropriate independent assurances, before
making recommendations to the Governing Body;
 The underlying assurance processes that indicate the degree of the
achievement of corporate objectives, the effectiveness of the
management of principal risks and the appropriateness of the above
disclosure statements. This could include deep dives into specific
Governing Body Assurance Framework / Corporate Risk Register risks as
required;
 The core assurances that indicate an appropriate, comprehensive
Information Governance framework which complies with national
standards and minimises information risk is in place across the
organisation;
 The policies relating to governance for ensuring compliance with relevant
regulatory, legal and code of conduct requirements and any related
reporting and self-certifications;


6.3

The policies and procedures for all work related to countering fraud,
bribery and corruption as required by the NHS Counter Fraud Authority
(NHS CFA).

The Committee shall also oversee, through an effective work programme: The production of the statement to be included in the annual report
concerning internal controls and risk management.
 Instances where the Clinical Commissioning Group’s Standing Orders and
Prime Financial Policies are waived and investigate those issues that
present a risk to the internal control functions of the CCG.
 A review of the CCG’s register of gifts/hospitality and sponsorship,
registers of declarations of interest for all committees and staff, register of
losses and special payments, register of procurement, and register of
tender waivers. Additionally, the Committee should seek assurance that
declarations of interests are being managed across the Membership as a
whole.
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 The Committee will ensure that the CCG remains compliant with the NHS
England statutory guidance for managing conflicts of interest which
includes the management of gifts and hospitality.

Internal Audit
6.4

The Committee shall ensure there is an effective internal audit function that
meets mandatory NHS Internal Audit Standards (the Handbook refers to
Public Sector Internal Audit Standards 2013) and provides appropriate
independent assurance to the Committee, Accountable Officer and Governing
Body. This will be achieved by:
 Considering and approving the remit of the internal audit function and
ensuring it has adequate resources and appropriate access to information
to enable it to perform its function effectively and in accordance with the
relevant professional standards. The Committee shall also ensure the
function has adequate standing and is free from management or other
restrictions;
 Reviewing and agreeing the internal audit strategy, operational plan and
more detailed programme and scheduling of work, ensuring these are
consistent with the audit needs of the organisation as identified in the
Clinical Commissioning Group’s Assurance Framework;
 Evaluating promptly all reports giving limited or no assurance from the
internal audit along with evaluating progress reports which include
progress against work plan and a summary of work completed where
significant assurance is given;


Assessing and monitoring management’s responses to the findings and
recommendations of internal audit;

 Considering the provision of the internal audit service and the costs
involved and undertaking a review of the effectiveness of the internal audit
service annually;
 The internal auditors will be appointed by the Audit and Risk Committee
with ratification by the Governing Body.
6.5

The Committee shall also meet the Head of Internal Audit at least once a
year, or on request of the Chair of the Committee without management being
present, to discuss their remit and any issues arising from the internal audits
carried out. In addition, the Head of Internal Audit shall be given the right of
direct access to the Chair of the Committee and to the Committee.
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External Audit
6.6

The Committee shall review the work and findings of the external auditors and
consider the implications and management’s responses to their work. This will
be achieved by:
 Consideration of the appointment and performance of the external auditor
and make recommendations to the Governing Body as far as the relevant
regulations permit;
 Discussion and agreement with the external auditor, before the audit
commences, of the nature and scope of the audit as set out in the annual
plan and ensuring co-ordination, as appropriate, with other external
auditors in the local health economy;
 Discussion with the external auditor of their evaluation of audit risks and
assessment of the Clinical Commissioning Group and associated impact
on the audit fee;
 Reviewing all external audit reports, including the report to those charged
with governance, agreement of the annual audit letter (before submission
to the Governing Body) and any work undertaken outside the annual audit
plan, together with the appropriateness of management responses;
 The Audit and Risk Committee lay members will form the Auditor Panel as
and when required. The panel’s functions are to advise the Governing
Body on the selection and appointment of the external auditor.

6.7

The Committee shall also meet the external auditor at least once a year or on
request of the Chair of the Committee, without management being present; to
discuss their remit and any issues arising from the Clinical Commissioning
Group’s audit. In addition, the Lead Partner of the external audit shall be given
the right of direct access to the Chair of the Committee and to the Committee.
Other assurance functions

6.8

The Committee shall review the findings of other significant assurance
functions, both internal and external to the Clinical Commissioning Group, and
make recommendations to the Governing Body on matters affecting the
governance of the Group.

6.9

These will include, but will not be limited to, any reviews by Department of
Health and Social Care arm’s length bodies or regulators/inspectors, and
professional bodies with responsibility for the performance of staff or
functions.

6.10

In addition, the Committee will:
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 Receive an annual report from each of the other committees of the
Governing Body, with the aim of reviewing their effectiveness and
obtaining relevant assurance to the Committee in terms of its own areas
of responsibility. In particular, this will include any governance, quality and
risk management committees that are established.
 Request and review reports and positive assurances from directors and
managers on the overall arrangements for governance, risk management
and internal control, and may request specific reports from individual
functions within the Group as they may be appropriate to the overall
arrangements.
 Review corporate policies in relation to risk management and corporate
governance to ensure they are fit for purpose and accurately reflect best
practise guidance and legislation, making recommendations to the
Governing Body (when required) on areas for improvement.
 Ensure that all conflicts of interest (potential and actual) declared in
meetings of the Committee are managed in accordance with the CCG’s
Managing Conflicts of Interest Policy.
Counter-fraud
6.11

The Committee shall ensure that there is effective review of the work of the
Local Counter Fraud Service as required by the NHS CFA. This will be
achieved by:
 Approval of the appointment of a Local Counter Fraud Specialist either
directly or through the appointment of the internal audit service.
 Review and approval of the Counter Fraud Policy, operational plans and
detailed programme of work ensuring this is considered with the needs of
the Clinical Commissioning Group.
 Ensuring that the Counter Fraud functions are adequately resourced and
have appropriate standing within the Group.
 Receiving assurances that the findings and outcomes of any reactive work
complies with NHS CFA standards. This will be done whilst maintaining
the confidentiality of any individuals involved, therefore investigation
reports will not be received by the Committee, only assurances on the
process and findings.
 Seeking assurance that the Clinical Commissioning Group has adequate
controls in place to ensure it complies with the Bribery Act 2010.
 Undertake a review of the effectiveness of the counter-fraud service
annually.
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6.12

The Committee shall also meet the Counter Fraud Specialist at least once a
year or on request of the Chair of the Committee, without management being
present; to discuss their remit and any issues arising from the Clinical
Commissioning Group. In addition, the Lead Partner of the Counter Fraud
remit shall be given the right of direct access to the Chair of the Committee
and to the Committee.
Whistleblowing

6.13

The Committee shall review the Group’s arrangements for their employees to
raise concerns, in confidence, about possible wrongdoing in financial
reporting, clinical or safety matters or other matters. The Committee shall
ensure that these arrangements allow proportionate and independent
investigation of such matters and appropriate follow up action.

6.14

The role of ‘Freedom to Speak up Guardian’ is held by the lay member for
Governance who is also the CCG vice-chair and a member of the Committee.
The Committee will receive an annual statement from the Freedom to Speak
Up Guardian which summarises any approaches or submissions made during
the financial year and any actions taken as a result.
Financial reporting

6.15

The Committee shall monitor the integrity of the financial statements of the
Clinical Commissioning Group and any formal announcements relating to the
CCGs financial performance.
The Committee should ensure that the systems for financial reporting to the
Governing Body, including those of budgetary control, are subject to review as
to completeness and accuracy of the information provided to the Governing
Body.
The Committee shall review the annual report and financial statements before
submission to the Governing Body, focusing particularly on:

363



The wording in the Annual Governance Statement and other
disclosures relevant to the terms of reference of the Committee;



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



Unadjusted mis-statements in the financial statements;



Significant judgements in preparation of the financial statements;



Significant adjustments resulting from the audit;



Letter of representation;
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Qualitative aspects of financial reporting.

Conflicts of interest
6.16

The Committee will seek assurance that for every interest declared, either in
writing or by oral declaration, arrangements are in place and have been
implemented to manage the conflict of interests or potential conflict of
interests, to ensure the integrity of the Clinical Commissioning Group’s
decision making processes.
The Committee will periodically seek assurances on the review of declarations
of interest against the register of interests and the assessment of risk relating
to interests.
The lay member with responsibility for governance will also hold the role of the
Conflicts of Interest Guardian.
The Committee Chair and CCG Chief Officer will be responsible for the
signing of NHS England quarterly assurance statements and the ‘Annual
Compliance Statement’ for the management of conflicts of interest.

7.0

Reporting

7.1

The minutes of Audit and Risk Committee meetings shall be formally recorded
and submitted to the Governing Body. The Chair of the Committee shall draw
to the attention of the Governing Body any issues that require disclosure to
the full Governing Body or require executive action.

8.0

Administration

8.1

The Committee will be administratively supported by a nominated individual
who shall act as Secretary to the Committee. The Secretary will ensure that
agendas and papers for meetings will be circulated at least 7 calendar days
prior to the meeting.

9.0

Monitoring compliance

9.1

Meetings of the Committee shall be conducted in accordance with the
provisions of the Constitution, Standing Orders, Scheme of Reservation and
Delegation and Prime Financial Policies approved by the Governing Body and
reviewed from time to time.

9.2

The Committee shall submit an annual report to the Governing Body,
incorporating progress, reporting arrangements, frequency of meetings and
membership attendance.

9.3

The Committee will develop an annual calendar of business, and a work plan
with specific objectives which will be reviewed regularly and formally on an
annual basis. The Committee will also review its performance on an annual
basis.
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10.0 Reviewing terms of reference
10.1 The terms of reference of the Committee (including membership) shall be
reviewed and approved by the Governing Body at least annually.
11.0

Status of these terms of reference
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REMUNERATION & HR COMMITTEE TERMS OF REFERENCE
1.0

Introduction

1.1

The CCG’s Governing Body has established the Remuneration & HR
Committee (the Committee) to carry out the duties as set out in section 5.9.4
of the constitution.

1.2

Except as outlined in these Terms of Reference, meetings of the Committee
shall be conducted in accordance with the provisions of Standing Orders,
Reservation and Delegation of Powers and Prime Financial Policies approved
by the Governing Body and reviewed from time to time. The Committee is
authorised by the Governing Body to investigate any activity within its Terms
of Reference which has delegated functions connected with the Governing
Body’s main function.

1.3

The Committee, which is accountable to the CCG’s Governing Body, is
responsible for recommending to the Governing Body the remuneration, fees
and other allowances for employees and for other persons providing services
on behalf of the Clinical Commissioning Group (CCG). The Governing Body
has approved and keeps under review the terms of reference for the
Committee, which includes information on the membership of the Committee.
Following guidance from the Secretary of State for Health, each Committee is
responsible for considering the appropriateness of pay awards,
recommending remuneration packages and redundancy packages for VSM
staff.

1.4

The Committee has responsibility to assure itself and the Governing Body that
the CCG is compliant with NHS England and Department of Health guidance
in reference to Remuneration.

1.5

The Remuneration Committee will provide an opinion to the Governing Body
on the adequacy of controls and assurances available with respect to those
matters set out in the Remuneration Committee’s Terms of Reference.

1.6

The Accountable Officer will be responsible for ensuring that FOI
requirements in relation to the Committee’s minutes and reports are met. The
chair of the committee will seek the advice of the Head of Corporate Services
& Governance in relation to any matters where an exemption as defined within
the Freedom of Information Act 2000 is believed to apply.

1.7

The HR policies of the organisation will be ratified and agreed by this
Committee.
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2.0

Membership

2.1

The Committee shall be appointed by the CCG from amongst the lay
members of its Governing Body Members. The Committee should not include
full time employees.

2.2

The Committee shall consist of the following members:







The lay member with responsibility for Governance (Chair);
The lay member with responsibility for Audit (Deputy Chair);
The Lay Member with responsibility for Finance;
The Secondary Care Consultant;
One GP Director;
Director of Organisation & People Development (non-voting)

2.3

An Independent HR Director will be in regular attendance at the meeting but
will have no voting rights.

2.4

Additional members of the Committee will be appointed at the discretion of the
Governing Body.

2.5

The composition of the Committee will be recorded in the annual report.

3.0

Voting

3.1

Where voting decisions are taken and there is an even split in voting, the
casting vote will be awarded to the Chair.

4.0

Attendance

4.1

Only members of the Committee have the right to attend Committee meetings.
However, other individuals such as the Accountable Officer, appropriate HR
professional, CCG Officers or external advisers may be invited to attend for all
or part of any meeting as and when appropriate.

4.2

No Senior Manager should be present for discussions about their own
remuneration (although it is reasonable for the Chief Finance and Contracting
Officer and other Senior Managers where appropriate, to attend meetings of
the Committee during which the remuneration of other staff is discussed).
Senior Managers are defined as those members of the Senior Leadership
Team and their direct reports.

5.0

Quorum

5.1

Quorum shall be 2 voting members, one of whom must be a lay member.
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5.2

A duly convened meeting of the Committee at which a quorum is present shall
be competent to exercise all or any of the authorities, powers and discretions
vested in or exercisable by the Committee on behalf of the Governing Body.

6.0

Frequency and Notice

6.1

The Committee shall normally meet quarterly but where additional meetings
are required the Chair will be advised in advance. The Chair may also request
that a meeting to be convened.

6.2

Unless otherwise agreed, notice of each meeting confirming the venue, time
and date together with an agenda of items to be discussed, shall be forwarded
to each member of the Committee, and other persons required to attend no
later than five working days before the date of the meeting. Supporting papers
shall be sent to Committee members and other attendees as appropriate, at
the same time.

7.0

Purpose

7.1

The committee will make recommendation on determinations about
allowances under any pension scheme that the group may establish as an
alternative to the NHS pension scheme.

7.2

From June 2015, a responsibility was placed on CCG Remuneration
Committees to assure themselves that CCG executive remuneration is
necessary and publicly justifiable. The Committee will seek the views of NHS
Improvement and NHS England before making appointments to NHS Boards
with a salary threshold higher than the Prime Minister’s. HMT guidance on
“off-payroll” appointments must be rigorously followed, and it is the Secretary
of State for Health’s expectation that there should be no significant difference
in the terms and conditions of senior leadership teams.

7.3

Any actions taken by the Committee must be publicly defensible. The
Committee should bear in mind the need for properly defensible remuneration
packages, which are linked to clear statements of responsibilities and with
rewards linked to the measurable discharge of those responsibilities.

7.4

In all of their decisions and recommendations the Committee should also
remain aware that the group is corporately responsible for ensuring that its
pay arrangements are appropriate in terms of Equal Pay requirements and
other relevant legislation.

7.5

The Committee and CCG Governing Body, to which they report, are public
bodies and as such, must at all times:
 Observe the highest standards of propriety involving impartiality, integrity
and objectivity in relation to the stewardship of public funds and the
management of the bodies concerned;
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 Maximise value for money through ensuring that services are delivered in
the most efficient and economical way, within available resources, and
with independent validation of performance achieved wherever
practicable;
 Be accountable to Parliament, to users of services, to individual citizens
and to staff for the activities of the bodies concerned, for their stewardship
of public funds and the extent to which key performance targets and
objectives have been met;
 Comply fully with the principles of the Citizen's Charter and the Code of
Practice on Access to Government Information, in accordance with
Government policy on openness; and
 Keep and maintain comprehensive written records of the Committee’s
decisions in line with general good practice in corporate governance.
8.0

Duties

8.1

The Committee shall:
 Make recommendations on determinations about pay, remuneration for
employees of the Clinical Commissioning Group and people who provide
services to the Clinical Commissioning Group. The Committee will also
approve allowances under any pension scheme it might establish as an
alternative to the NHS pension scheme;
 Seek assurance from the CCG Chair regarding the performance of the
Accountable Officer, and assurance from the Accountable Officer
regarding the performance of those staff on Very Senior Manager
contracts;
 Recommend annual salary awards, if appropriate for those staff on Very
Senior Manager (VSM) contracts, after having received assurance
regarding performance of those staff;
 Consider the severance payments of the Accountable Officer and usually
of other senior staff, seeking HM Treasury approval as appropriate in
accordance with the guidance ‘Managing Public Money’ (available on the
HM Treasury website);
 Approve disciplinary arrangements for employees and for other persons
working on behalf of the Group;
 Approve organisational HR policies for employees and for other persons
working on behalf of the Group; and
 Oversee and assure the delivery of the Group’s Organisational
Development plans.
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The Committee Chair may wish to seek external advice on any of the above matters.
8.2

All aspects of salary will be considered by the Committee, including:
 Performance-related elements and bonuses;
 Provisions for other benefits, including pensions and cars;
 Arrangements for termination of employment and other contractual terms
(decisions requiring dismissal shall be referred to the Governing Body)

8.3

The Committee will also consider and approve the following issues for
submission to NHS England Remuneration Committee:
 Severance payments to Accountable Officers and Senior Managers;
 Termination payments requiring Treasury approval;
 Redundancy / early retirement payments to Very Senior Managers, or
costing over £50,000.

8.4

The Committee will apply best practice in all elements of its decision making
processes, for example, when considering individual remuneration the
Committee will:
 Comply with current disclosure requirements for remuneration;
 On occasion seek independent advice about remuneration for individuals;
and
 Ensure that decisions are based on clear and transparent criteria.
 The Committee Chair will provide guidance, if required, to the Clinical
Chair on matters relating to arrangements in place for GP Director
absence should this be anticipated to exceed the attendance levels laid
out in the terms of reference for the committees on which the GP Director
is a member.

8.5

The Committee will have full authority to commission reports or surveys or
seek the advice it deems necessary to fulfil its obligations.

8.6

The Committee will seek assurance that for every interest declared, either in
writing or by oral declaration, arrangements are in place and have been
implemented to manage the conflict of interests or potential conflict of
interests, to ensure the integrity of the Committee’s decision-making
processes.
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8.7

The Committee will be the ratifying body of all employment and staff related
policies.

8.8

The committee has a responsibility to manage conflicts or potential conflicts of
interest when these are declared in the meeting by following the Group’s
Managing Conflicts of Interest Policy.

9.0

Reporting

9.1

The minutes of Committee meetings shall be formally recorded and a
summary submitted to the CCG Governing Body.

9.2

The Committee will report to the Governing Body annually on its work in
support of the Annual Governance Statement and submit details of senior
manager remuneration as required for the annual report.

10.0

Monitoring and Compliance

10.1

The Committee shall submit an annual report to the CCG Governing Body,
incorporating progress, reporting arrangements, frequency of meetings and
membership attendance.

11.0 Review of Terms of Reference
11.1

The Terms of Reference of the Committee shall be reviewed by the CCG
Governing Body at least annually.

12.0

Status of these Terms of Reference

Version 1

11/12/2019

Date approved by the Governing Body

__________

Date of next review

__________
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PRIMARY CARE COMMISSIONING COMMITTEE TERMS OF REFERENCE
1.0 Introduction
Simon Stevens, the Chief Executive of NHS England, announced on 1 May 2014
that NHS England was inviting CCGs to expand their role in primary care
commissioning and to submit expressions of interest setting out the CCG’s
preference for how it would like to exercise expanded primary medical care
commissioning functions. One option available was that NHS England would
delegate the exercise of certain specified primary care commissioning functions to a
CCG.
In accordance with its statutory powers under section 13Z of the National Health
Service Act 2006 (as amended), NHS England has delegated the exercise of the
primary medical care commissioning functions (as specified in Schedule 2) to these
Terms of Reference to NHS Liverpool CCG.
The CCG has established the NHS Liverpool CCG Primary Care Commissioning
Committee (“Committee”). The Committee will function as a corporate decision
making body for the management of the delegated functions and the exercise of the
delegated powers.
2.0

Statutory Framework

2.1

NHS England has delegated to the CCG authority to exercise the primary care
commissioning functions set out in Schedule 2 in accordance with section 13Z
of the NHS Act.

2.2

Arrangements made under section 13Z may be on such terms and conditions
(including terms as to payment) as may be agreed between the Board and the
CCG.

2.3

Arrangements made under section 13Z do not affect the liability of NHS
England for the exercise of any of its functions. However, the CCG
acknowledges that in exercising its functions (including those delegated to it),
it must comply with the statutory duties set out in Chapter A2 of the NHS Act
and including:
a)

Management of conflicts of interest (section 14O);

b)

Duty to promote the NHS Constitution (section 14P);

c)

Duty to exercise its functions effectively, efficiently and economically
(section 14Q);
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2.4

d)

Duty as to improvement in quality of services (section 14R);

e)

Duty in relation to quality of primary medical services (section 14S);

f)

Duties as to reducing inequalities (section 14T);

g)

Duty to promote the involvement of each patient (section 14U);

h)

Duty as to patient choice (section 14V);

i)

Duty as to promoting integration (section 14Z1);

j)

Public involvement and consultation (section 14Z2).

The CCG will also need to specifically, in respect of the delegated functions
from NHS England, exercise those in accordance with the relevant provisions
of section 13 of the NHS Act, those are set out as follows:
 Duty to have regard to impact on services in certain areas (section 13O);
 Duty as respects variation in provision of health services (section 13P);

2.5

The Committee is established as a committee of the Governing Body of NHS
Liverpool CCG in accordance with Schedule 1A of the “NHS Act”.

2.6

The members acknowledge that the Committee is subject to any directions
made by NHS England or by the Secretary of State.

3.0

Role of the Committee

3.1

The Committee has been established in accordance with the above statutory
provisions to enable the members to make collective decisions on the review,
planning and procurement of primary (medical) care services in NHS
Liverpool CCG, under delegated authority from NHS England.

3.2

In performing its role, the Committee will exercise its management of the
functions in accordance with the agreement entered into between NHS
England and NHS Liverpool CCG, which will sit alongside the delegation and
terms of reference.

3.3

The functions of the Committee are undertaken in the context of a desire to
promote increased co-commissioning to increase quality, efficiency,
productivity and value for money and to remove administrative barriers.

3.4

The role of the Committee shall be to carry out the functions relating to the
commissioning of primary medical services under section 83 of the NHS Act.
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3.5

This includes the following:
a. GMS, PMS and APMS contracts (including the design of PMS and APMS
contracts, monitoring of contracts, taking contractual action such as issuing
branch/remedial notices, and removing a contract);
b. Newly designed enhanced services (“Local Enhanced Services” and
“Directed Enhanced Services”);
c. Design of local incentive schemes as an alternative to the Quality Outcomes
Framework (QOF);
d. Decision making on whether to establish new GP practices in an area;
e. Approving practice mergers; and
f. Making decisions on ‘discretionary’ payment (e.g., returner/retainer
schemes).

3.6

The CCG will also carry out the following activities:
a) To plan, including needs assessment, primary medical care services in
NHS Liverpool CCG;
b) To undertake reviews of primary medical care services in NHS Liverpool
CCG;
c) To co-ordinate a common approach to the commissioning of primary care
services generally;
d) To manage the budget for commissioning of primary medical care services
in NHS Liverpool CCG.

3.7

The scope of primary care decision making may include, but not restricted to:
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Primary Care infrastructure funds;



Primary Care re-allocation costs;



Extended access schemes;



Enhanced contracts including the Quality Contract;



Primary care support schemes;



Boundary changes;



GPIT;



Procurements (APMS);
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3.8

Primary Care Network (PCN) development & utilisation of development
funds.

The Committee will also:


Hold responsibility for overseeing delivery of the GP Five Year Forward
View; including approving funding applications against the investment fund
(these delegations will follow the usual sign off process for approval of the
financial envelope);



Oversee the development and delivery of Primary Care Networks (in
conjunction with the Group’s Operational Plan);



Oversee the development and delivery of primary care initiatives;



Oversee the investment and capital requirements of the primary care
estates; this includes setting out the capital and revenue consequences for
a three year timeline; and



Approve estates bids for notional rent.

3.9

The Committee will receive a summary of CQC reports pertaining to GP
practices commissioning services in the Liverpool area, and receive
assurance from the practice that any actions highlighted by CQC are being
addressed. The Committee may also receive recommendations from the
Performance & Quality Committee which may require action to be taken in
relation to contractual levers.

4.0

Geographical Coverage

4.1

The Committee will comprise the NHS Liverpool CCG area covering the City
of Liverpool (geographically coterminous with Liverpool City Council).

5.0

Membership

5.1

The Committee shall consist of:








5.2

The lay member with responsibility for Finance
The lay member with responsibility for Governance
The lay Member with responsibility for Patient and Public Involvement
The Non-Executive Nurse
Chief Officer
Chief Finance & Contracting Officer
Director of Quality, Outcomes & Improvement

The Chair of the Committee shall be the lay member with responsibility for
Finance from NHS Liverpool CCG. The Deputy Chair will be the lay member
for Governance.
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5.3

The following will also be invited to be in attendance at the Committee but will
have no voting rights:
 Director of Planning, Performance & Delivery (CCG);
 GP Director(s)
 CCG Chair
 A representative from the Liverpool Medical Committee;
 A representative from NHS England;
 A representative from Liverpool Healthwatch
The Committee may call additional experts to attend meetings on an ad-hoc
basis to inform discussions.

6.0

Meetings and Voting

6.1

The Committee will operate in accordance with the CCG’s Standing Orders.
The Secretary to the Committee will be responsible for giving notice of
meetings. This will be accompanied by an agenda and supporting papers and
sent to each member representative no later than 5 days before the date of
the meeting. When the Chair of the Committee deems it necessary in light of
the urgent circumstances to call a meeting at short notice, the notice period
shall be such as s/he shall specify.

6.2

Members would normally attend meetings and it is expected that members will
attend a minimum of 75% of meetings per annum barring any exceptional
circumstances.

6.3

Each member of the Committee shall have one vote. The Committee shall
reach decisions by a simple majority of members present, but with the Chair
having the deciding vote, if necessary. However, the aim of the Committee will
be to achieve consensus decision-making wherever possible.

6.4

If voting members are conflicted this will be managed as part of Section 8.2 of
the Constitution and the Managing Conflicts of Interest Policy. The Committee
will seek assurance that conflicts of interest have been managed in papers
which have been submitted to the Committee from other groups; in particular
working groups for the out of hospital strategy whereby the schemes these
groups develop may come to the committee for approval.

6.5

Members of the Committee have a collective responsibility for the operation of
the Committee. They will participate in discussion, review evidence and
provide objective expert input to the best of their knowledge and ability, and
endeavour to reach a collective view.

6.6

The Committee may delegate tasks to such individuals, sub-committees or
individual members as it shall see fit, provided that any such delegations are
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consistent with the parties’ relevant governance arrangements, are recorded
in a scheme of delegation, are governed by terms of reference as appropriate
and reflect appropriate arrangements for the management of conflicts of
interest.
6.7

Members of the Committee shall respect confidentiality requirements as set
out in the CCG’s Constitution or Standing Orders.

6.8

The Committee will present its minutes to each formal Governing Body of
NHS Liverpool CCG for information, including the minutes of any subcommittees to which responsibilities are delegated. Minutes are also shared
with NHS England representatives via attendance at the meetings.

6.9

The CCG will also comply with any reporting requirements set out in its
constitution.

6.10 The Terms of Reference of the Committee (including membership) shall be
reviewed on an annual basis (or earlier if changes are made to national
guidance) to reflect the experience of the Committee in fulfilling its functions.
6.11 All revisions will be submitted to (and approved by) the CCG’s Governing
Body.
7.0

Quorum

7.1

The meeting will achieve quorum if a minimum of four members are present,
and must include:


Two lay members (one of whom should be the committee chair or deputy
chair), the Chief Finance and Contracting Officer, or the Director of Quality &
Performance, the Chief Officer, or the Non-Executive Nurse.

7.2

Should a member not be able to attend a Committee meeting, apologies in
advance of the meeting must be provided to the Committee administrator and
notified to the Committee Chair.

7.3

In ensuring an appropriate quorum, the Committee will take into account of
and work in line with the Group’s Conflicts of Interest Policy and associated
statutory arrangements for managing Conflicts of Interest.

8.0

Frequency of meetings

8.1

The Committee shall meet on an ad-hoc basis and no less than quarterly/four
times per financial year. The Chair of the Committee may arrange
extraordinary meetings at his/her discretion.

8.2

Meetings of the Committee shall:
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a) Be held in public, subject to the application of 23(b);
b) The Committee may resolve to exclude the public from a meeting that is
open to the public (whether during the whole or part of the proceedings)
whenever publicity would be prejudicial to the public interest by reason of
the confidential nature of the business to be transacted, or for other
special reasons stated in the resolution and arising from the nature of that
business or of the proceedings or for any other reason permitted by the
Public Bodies (Admission to Meetings) Act 1960 as amended or
succeeded from time to time.
9.0

Accountability of the Committee

9.1

For the avoidance of doubt, the Delegation will prevail in the event of any
conflict between the terms of the Delegation and these Terms of Reference
and/or the Standing Orders of Standing Financial Instructions of any of the
members.

9.2

The Committee will make decisions to support capital expenditure supported
by full understanding of the recurrent revenue consequence over the lifetime
of the investment.

9.3

The Committee will have delegated authority to approve on behalf of the
Governing Body the formulation and delivery of the primary care investment
and any associated investment into primary care services and primary care
networks.

9.4

The Committee will comply with any reporting and escalation requirements as
set out in the Group’s Constitution.

9.5

The Committee will be subject to the NHS England Internal Audit Framework
for Delegated CCGs.

10.0

Procurement of Agreed Services

10.1 The detailed arrangements regarding procurement will be set out in the
delegation agreement.
11.0

Decisions of the Committee

11.1 The Committee will make decisions within the bounds of its remit.
11.2 The decisions of the Committee shall be binding on NHS England and NHS
Liverpool CCG.
11.3 When considering decisions the Committee should assure itself that the
decisions it makes are in line with the Group’s commissioning strategy and
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with the wider system estates strategy and will deliver sustainable
transformation in accordance with the Local Delivery Plan.
11.4 The Committee will review its performance on an annual basis.
12.0

Status of these Terms of Reference

Version 8 (second draft)

11/12/2019

Date approved by the Governing Body
Date of next review
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Appendix 3: Standing Orders
1

STATUTORY FRAMEWORK AND STATUS

1.1

Introduction
These standing orders have been drawn up to regulate the proceedings of the
NHS Liverpool Clinical Commissioning Group so that the group can fulfil its
obligations, as set out largely in the 2006 Act, as amended by the 2012 Act
and related regulations. They are effective from the date the group is
established.

1.2.1 The standing orders, together with the group’s scheme of reservation and
delegation and the group’s prime financial policies, provide a procedural
framework within which the group discharges its business. They set out
a) the arrangements for conducting the business of the group;
b) the appointment of member practice representatives;
c) the procedure to be followed at meetings of the group, the Governing
Body and any committees or sub-committees of the group or the
Governing Body;
d) the process to delegate powers; and,
e) the declaration of interests and standards of conduct.
(These arrangements must comply, and be consistent where applicable, with
requirements set out in the 2006 Act (as amended by the 2012 Act) and
related regulations and take account as appropriate of any relevant guidance).
1.2.2 The standing orders, scheme of reservation and delegation and prime
financial policies have effect as if incorporated into the group’s
constitution. Group members, employees, members of the Governing
Body, members of the Governing Body’s committees and subcommittees, members of the group’s committees and sub-committees
and persons working on behalf of the group should be aware of the
existence of these documents and, where necessary, be familiar with their
detailed provisions. Failure to comply with the standing orders, scheme
of reservation and delegation and prime financial policies may be
regarded as a disciplinary matter that could result in dismissal.
1.2.3 Schedule of matters reserved to the Clinical Commissioning Group and
the Scheme of Reservation and Delegation.
1.2.4 The 2006 Act (as amended by the 2012 Act) provides the group with
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powers to delegate the group’s functions and those of the Governing
Body to certain bodies (such as committees) and certain persons. The
group has decided that certain decisions may only be exercised by the
group in formal session. These decisions and also those delegated are
contained in the group’s scheme of reservation and delegation.

2

THE CLINICAL COMMISSIONING GROUP: COMPOSITION OF
MEMBERSHIP, KEY ROLES AND APPOINTMENT PROCESS
2.1

Composition of membership

The constitution provides details of the membership of the group.
2.2

Key Roles

2.2.1 These standing orders set out how the group appoints individuals to key roles.
2.2.2 The Chair is subject to the following appointment process:
a) Nominations – Nominations must be submitted in writing to the LMC
by any eligible candidate at least 7 days prior to the meeting of the
Governing Body at which the vote on the appointment of the Chair is
to be held.
b) Eligibility – Nominees must be an elected GP Representative on the
Governing Body and meet the eligibility requirements set out in the
National Health Service (Clinical Commissioning Groups) Regulations
2012 and any other applicable law or guidance and who has such
knowledge and experience as is necessary to fulfil this role.
c) Appointment process – An officer of the LMC shall attend any meeting of
the Governing Body at which a vote for appointing a chair is held and shall
declare the nominations received by the LMC in accordance with 2.2.2 (a)
above. The names of the nominees shall then be put to a vote by secret
ballot at a meeting of the Governing Body. The nominee securing the
greatest number of votes shall be appointed as Chair. In the event that
there is only one nominee, the following will apply:



The sole nominee shall be put to a vote a meeting of the
Governing Body;
The nominee shall be appointed as Chair if they secure a
majority of the votes of the Governing Body Members;

In the event of a vote being tied, the Lay Member for Governance shall
have a second casting vote. Where an appointment is not made, one or
more of the other GP Representatives may submit nominations to the
LMC officer present at the meeting and further votes shall be held (as
applicable) until a Chair is appointed.
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d) Term of office - A term of office shall comprise three years, which will
commence from the date of appointment to the role. Any appointment will,
however take into account previous terms of office served and in any case
will not usually exceed 9 years served concurrently.
e) Eligibility for reappointment - Reappointment following the nomination
process and appointment process set out in sections 2.2.2 a) and 2.2.2 c)
respectively, shall be granted. (subject to 2.2.2 (d)).
f) Grounds for removal from office - Removal from office will be applied
should the post holder in question be appointed to a further NHS body as
either Chair or lay member (or equivalent) or found to be bringing the CCG
into disrepute through their actions as chair (in breach of the CCG’s code
of conduct) either in their role in the CCG or elsewhere. The mechanism
for this removal will be by a Members majority vote.
g) Notice period – The notice period for the role of Chair shall be no longer
than six months confirmed in writing to the Governing Body and Members.
2.2.3 The nine GP Representatives (called GP Directors) of member practices are
subject to the following appointment process:
a) Nominations – Nominations in writing submitted to the LMC any from
eligible candidate not more than 21 days after the LMC has delivered a
notice of election to each Member Practice.
b) Eligibility – Eligibility shall comprise clinicians employed or engaged by
member practices who meet the eligibility requirements set out in the
National Health Service (Clinical Commissioning Groups) Regulations
2012 and any other applicable law or guidance.
c) Appointment process – the following process will be adopted to achieve
the requirement that each geographical ‘locality’ area is represented:
a) Where the number of nominees notified to the LMC is less than the
number of GP Representative positions open for election in the
relevant Locality at that time, then the LMC shall make further calls
for nominations in respect of that Locality until such times as the
number of nominees is at least equal to the number of GP
Representative positions open for election;
b) Where the number of nominees notified to the LMC is equal to the
number of GP Representative positions open for election in the
relevant Locality at that time, the nominees shall be declared to be
elected by written notice to the Member Practices;
c) Where the number of nominees notified to the LMC exceeds the
number of GP Representatives positions open for election in the
relevant Locality at that time:

382

60



The LMC shall give written notification (ballot paper) to
each eligible GP of the nominees for the Locality to which
the relevant Member Practice belongs.



Each GP within a Member Practice meeting the eligibility
criteria referred to at 2.2.3(b) shall be entitled to submit a
notice in writing (ballot paper) to the LMC within 21 days of
receipt of the notification referred to in the preceding subparagraph indicating his or her preferred nominee(s).



The nominee or nominees with the greatest number of
votes shall be declared by written notice to the Member
Practices to have been elected in accordance with the
number of GP Representative positions open for election
in the relevant Locality at that time



Where an equality of votes is found to exist between any
nominees and the addition of a vote would entitle any of
those nominees to be declared elected, the Secretary of
the LMC is to decide between those nominees by lot, and
proceed as if the nominee on whom the lot falls had
received an additional vote.



In the case of the first elections to the Governing Body in
respect of each Locality:
-

-

only where an equality of votes is found to exist
between any nominees, and the addition of a vote
to one nominee would serve to determine that the
other nominee had been elected with the least
number of votes, the Secretary of the LMC is to
decide between those nominees by lot, and
proceed as if the nominee on whom the lot falls had
received an additional vote;
the GP Representative elected with the least
number of votes shall have a term of office of 2
years, rather than the term of office of 3 years
referred to at 2.2.3(d) below.

d) Term of office - A term of office shall comprise three years.
e) Eligibility for reappointment - Reappointment following the nomination
process and appointment process set out in sections 2.2.3 a) and 2.2.3 c)
respectively, shall be granted providing the clinician has not exceeded a
maximum of nine years served in office.
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f) GP Representative Grounds for removal from office - Removal from
office will be applied should the clinician in question be no longer a clinician
from a member practice, be found to be in breach of the General Medical
Council members’ or CCG’s Code of Conduct (or equivalent) or found to be
bringing the CCG into disrepute through their actions as a clinician either in
their role in the CCG or elsewhere. The mechanism for this removal will be
by a Members majority vote.
g) Notice period – The notice period for the role shall be three months
confirmed in writing to the Governing Body and council of members.
2.2.4 The four lay members are subject to the following appointment process:
a) Nominations – Nomination shall comprise initial expression of interest in
writing and formal application for each of the respective vacant positions.
b) Eligibility – Eligibility – Eligibility shall comprise any member of the public
who meet the eligibility requirements set out in the National Health Service
(Clinical Commissioning Groups) Regulations 2012 and any other
applicable law or guidance. The Lay Member for Patient and Public
Involvement must reside in the area covered by the CCG (the City of
Liverpool).
c) Appointment process – Appointment will be determined by interview on
a competency based selection process for each respective specific lay
member position.
d) Term of office - A term of office shall comprise three years.
e) Eligibility for reappointment - Reappointment following the nomination
process and appointment process set out in sections 2.2.5 a) and 2.2.5 c)
respectively, shall be granted providing the lay member has not exceeded
a maximum of three terms in office (nine years).
f) Grounds for removal from office - Removal from office will be applied
should the lay member in question be appointed to a further NHS body as
either a lay member (or equivalent) or as chair, be found to be bringing the
CCG into disrepute through their actions as a lay member (in breach of the
CCG’s code of conduct) either in their role in the CCG or elsewhere.
g) Notice Period - The notice period for the role shall be three months
confirmed in writing to the Governing Body.
2.2.5 The Registered Nurse Member is subject to the following appointment
process:
a) Nominations – Nomination shall comprise initial expression of interest
in writing to the Accountable Officer and formal application for the
vacant position.
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b) Eligibility - a registered nurse, other than one who falls within
Regulation 12(1) of the CCG Regulations, and who meets the
requirements of Regulation 12(6) of the Regulations.
c) Appointment process – appointment by the Accountable Officer
following a selection process to determine the preferred candidate
based on an assessment of competency and suitability.
d) Term of Office – The role shall be permanent and subject to the
individual’s employment contract with the group.
e) Grounds for removal from office - Removal from office will be applied
should the registered nurse in question be no longer registered on the
Nursing & Midwifery Council register or found to be bringing the CCG
into disrepute through their actions as a registered nurse (in breach of
the CCG’s code of conduct) either in their role in the CCG or
elsewhere. The mechanism for this removal will be by eligible
Governing Body member majority vote.
f) Notice Period - The notice period for the role shall be three months
confirmed in writing to the Accountable Officer.
2.2.6 The Non-Executive Nurse is subject to the following appointment process:
a) Nominations – Nomination shall comprise in writing to the
Accountable Officer and formal application for the vacant position.
b) Eligibility – Eligibility shall comprise an individual registered on the
Nursing & Midwifery Council register who meets the eligibility
requirements set out in the National Health Service (Clinical
Commissioning Groups) Regulations 2012 and any other applicable
law or guidance.
c) Appointment process – Appointment will be determined by interview
on a competency based selection process for the vacant position.
d) Term of office - A term of office shall comprise three years.
e) Eligibility for reappointment - Reappointment following the
nomination process and appointment process set out in sections 2.2.6
a) and 2.2.6 c) respectively, shall be granted providing the registered
nurse has not exceeded a maximum of three terms of office (nine
years).
f) Grounds for removal from office - Removal from office will be
applied should the registered nurse in question be no longer registered
on the Nursing & Midwifery Council register or found to be bringing the
CCG into disrepute through their actions as a registered nurse (in
breach of the CCG’s code of conduct) either in their role in the CCG or
elsewhere. The mechanism for this removal will be by eligible
Governing Body member majority vote.
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g) Notice period – The notice period for the role shall be three months
confirmed in writing to the Accountable Officer.
2.2.7 The Secondary Care Specialist Doctor is subject to the following
appointment process:
a) Nominations - Nomination shall comprise initial expression of interest
in writing and subsequent formal application from eligible doctors for
the vacant position.
b) Eligibility - Eligibility shall comprise doctors currently registered with
the General Medical Council who meet the eligibility requirements set
out in the National Health Service (Clinical Commissioning Groups)
Regulations 2012 and any other applicable law or guidance.
c) Appointment process - Appointment will be determined by interview
on a competency based selection process for the position.
d) Term of Office – A term of office shall comprise of three years.
e) Eligibility for reappointment - Reappointment following the
nomination process and appointment process set out in sections 2.2.7
a) and 2.2.7 c) respectively, shall be granted providing the secondary
care specialist doctor has not exceeded a maximum of three terms of
office (nine years).
f) Grounds for removal from office - Removal from office will be
applied should the secondary care specialist doctor in question be no
longer be registered with the General Medical Council, be found to be
in breach of the General Medical Council members’ or CCG’s Code of
Conduct or found to be bringing the CCG into disrepute through their
actions as a clinician either in their role in the CCG or elsewhere. The
mechanism for this removal will be by eligible Governing Body member
majority vote.
g) Notice period – The notice period for the role shall be three months
confirmed in writing to the Governing Body.
2.2.8 The Accountable Officer - this appointment will be subject to national NHS
recruitment and selection policies and guidance. It is not subject to fixed term
appointments. The candidate must be assessed by the CCG as being able to
fulfil the role of Accountable Officer and then appointed by NHS England.
a) Term of office - A term of office shall be permanent and subject to the
individual’s employment contract with the group.
b) Eligibility for reappointment -the role is that of an employee and as
such eligibility for reappointment does not apply.
c) Grounds for removal from office - Removal from office will be
applied should the Accountable Officer be in breach of the employment
contract with the group.
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d) Notice period – The notice period for the role shall be six months
confirmed in writing to the Governing Body.

2.2.9 The Chief Finance Officer is subject to the following appointment process:
a) Nominations – Nomination shall comprise initial expression of interest
in writing and formal application for the vacant position.
b) Eligibility - Eligibility shall comprise any member of the public who
meets the eligibility requirements set out in the National Health Service
(Clinical Commissioning Groups) Regulations 2012 and any other
applicable law or guidance.
c) Appointment process – Appointment will be determined by interview
on a competency based selection process for the position.
d) Term of office - A term of office shall be permanent and subject to the
individual’s employment contract with the group.
e) Eligibility for reappointment – The role is that of an employee and as
such eligibility for reappointment following a term of office does not
apply.
f) Grounds for removal from office - Removal from office will be
applied should the chief finance officer be in breach of their
employment contract with the CCG.
g) Notice period – The notice period for the role shall be subject to the
individual’s employment contract with the group.
2.2.10 The Deputy Chairs of the Governing Body – The deputy chairing
responsibilities will be allocated to the Lay Member for Governance (the NonClinical Vice Chair) and the Clinical Vice-Chair. The Clinical Vice Chair will be
elected by a vote of Governing Body members. The appointment of the
Clinical Vice Chair will be subject to Regulation 13 of the National Health
Service (Clinical Commissioning Groups) Regulations 2012 and will follow the
same appointment processes for GP Representatives as detailed in 2.2.3.

3

3.1

MEETINGS OF THE GOVERNING BODY OF THE CLINICAL
COMMISSIONING GROUP
Calling Meetings

3.1.1 Ordinary meetings of the group shall be held at regular intervals at such times
and places as the group may determine, with a minimum of six meetings held
per year.
3.1.2 The Chair may call a meeting of the Governing Body at any time subject to
the appropriate provisions as to notice as in section 3.2. If the Chair refuses to
call a meeting after a requisition for that purpose, signed by at least one third
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of the whole number of Governing Body Members, has been presented to
them or if, without so refusing, the Chair does not call for a meeting within
seven days after such requisition has been presented to them, such one third
or more members may forthwith call a meeting.
3.2

Agenda, supporting papers and business to be transacted

3.2.1 Items of business to be transacted for inclusion on the agenda of a meeting
need to be notified to the chair of the meeting at least 10 working days (i.e.
excluding weekends and bank holidays) before the meeting takes place.
Supporting papers for such items need to be submitted at least 5 working
days before the meeting takes place. The agenda and supporting papers will
be circulated to all members of a meeting at least 5 working days before the
date of the meeting will take place.
3.2.2 Agendas and certain papers for the group’s governing body – including details
about meeting dates, times and venues - will be published on the group’s
website at www.liverpoolccg.nhs.uk
3.3

Petitions
Where a petition has been received by the group, the chair of the Governing
Body shall include the petition as an item for the agenda of the next meeting
of the Governing Body.

3.4

Chair of a meeting

3.4.1 At any meeting of the group or its Governing Body (or a committee or subcommittee), the Chair of the chair of the group, Governing Body, committee or
sub-committee, if any and if present, shall preside. If the Chair is absent from
the meeting, the deputy chair, if any and if present, shall preside.
3.4.2 At any meeting of the group or its Governing Body (or a committee or subcommittee), the Chair of the chair of the group, Governing Body, committee or
sub-committee, if any and if present, shall preside. If the Chair is absent from
the meeting, the deputy chair, if any and if present, shall preside.
3.5

Chair’s Ruling
The decision of the chair of the Governing Body on questions of order,
relevancy and regularity and their interpretation of the constitution, standing
orders, scheme of reservation and delegation and prime financial policies at
the meeting, shall be final.

3.6

Quorum

3.6.1 The Governing Body shall be quorate when there is a minimum of 9
Governing Body Members present (including the Chair or Accountable Officer,
at least one GP and either the Chief Finance Officer or a lay member).
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3.6.2 Should quorum be lost due to a member (or members) being disqualified from
taking part in a vote or discussion due to a declared interest, the meeting’s
agenda item can progress at the Chair’s discretion or, should the Chair be
disqualified in this instance, the Deputy Chair. At their discretion, the Chair
may refer the item for consideration at the next meeting.
3.6.3 For all other of the group’s committees and sub-committees, including the
Governing Body’s committees and sub-committees, the details of the quorum
for these meetings and status of representatives are set out in the appropriate
terms of reference.
3.7

Decision Making

3.7.1 The constitution, together with the Scheme of Reservation and delegation,
sets out the governing structure for the exercise of the group’s statutory
functions. Generally, it is expected that at the groups / Governing Body’s
meetings decisions will be reached by consensus. Should this not be possible
then a vote of members will be required, the process for which is set out
below:
3.7.2 Eligibility – Only full members as listed in 5.5.2 of this constitution are eligible
to vote.
3.7.3 Majority necessary to confirm a decision – A majority vote is required by
all voting members, by a show of hands or ballot, at the discretion of the chair.
3.7.3 Casting vote - In the event of no overall majority, the Chair of the meeting will
have the right of a casting vote.
3.7.4 Dissenting views - Dissenting views are to be recorded in the minutes unless
the vote was by ballot, although not the dissent as a result of a losing vote.
3.7.5 Should a vote be taken, the outcome of the vote and the method of voting
must be recorded in the minutes of the meeting.
3.7.6 For all other of the group’s committees and sub-committees, including the
Governing Body’s committees and sub-committee, the details of the process
for holding a vote are set out in the appropriate terms of reference.
3.8

Emergency powers and urgent motions

3.8.1 Subject to the agreement of the Chair, a member of the Governing Body may
give written notice of an emergency motion after the issue of the notice of the
meeting and agenda, up to one hour before the time fixed for the meeting.
The notice shall state the grounds of urgency. Any such item shall be
declared to the Governing Body at the commencement of the business of the
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meeting as an additional item included on the agenda. The Chair’s decision to
include or refuse such an item shall be final.
3.8.2 The motions procedure at and during a meeting is as follows:
3.8.3 Who may propose – A motion may be proposed by the Chair of the meeting
or any member present. It must be seconded by another member.
3.8.4 Content of motions – The Chair may exclude from the debate at his or her
discretion any such motion of which notice was not given on the notice
summoning the meeting other than a motion relating to:
a) The receipt of a report;
b) Consideration of any item of business before the Governing Body;
c) The accuracy of minutes;
d) That the Governing Body proceed to next business;
e) That the Governing Body adjourn;
f) That the question now be put.
3.8.5 Amendments to motions – A motion for amendment shall not be discussed
unless it has been proposed and seconded. Amendments to motions shall be
moved relevant to the motion, and shall not have the effect of negating the
motion before the Governing Body. If there are a number of amendments,
they shall be considered one at a time. When a motion has been amended,
the amended motion shall become the substantive motion before the meeting,
upon which any further amendment may be moved.
3.8.6 The Withdrawing a motion – A motion, or an amendment to a motion, may be
withdrawn.
3.9

Suspension of Standing Orders

3.9.1 Except where it would contravene any statutory provision or any direction
made by the Secretary of State for Health or the NHS England, any part of
these standing orders may be suspended at any meeting, provided 9
Governing Body members are in agreement. No formal business may be
transacted whilst the standing orders have been suspended.
3.9.2 A decision to suspend standing orders together with the reasons for doing so
shall be recorded in the minutes of the meeting and shall be reviewed by the
Audit Committee.
3.9.3 A separate record of matters discussed during the suspension shall be kept.
These records shall be made available to Governing Body and to the
Governing Body’s Audit Committee.
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3.10

Record of Attendance
The names of all members of the meeting present at the meeting shall be
recorded in the minutes of the group’s meetings. The names of all members
of the Governing Body present shall be recorded in the minutes of the
Governing Body meetings. The names of all members of the Governing
Body’s committees / sub-committees present shall be recorded in the minutes
of the respective Governing Body committee / sub-committee meetings.

3.11

Minutes
The minutes of the proceedings of a meeting shall be drawn up and submitted
for agreement at the next meeting where they will be signed by the meeting
person presiding (Chair). No discussion shall take place upon the minutes
except upon their accuracy or where the Chair considers discussion
appropriate. Any amendment to the minutes shall be agreed and recorded at
the next meeting.

3.11.1 The minutes of the proceedings of a meeting shall be drawn up and submitted
for agreement at the next meeting where they will be signed by the meeting
person presiding (Chair). No discussion shall take place upon the minutes
except upon their accuracy or where the Chair considers discussion
appropriate. Any amendment to the minutes shall be agreed and recorded at
the next meeting.
3.11.2 The names of officers and staff in attendance at the meetings shall be
recorded including that of the person responsible for the drafting of the
minutes.
3.11.3 Meeting minutes shall be made available to the public following Governing
Body approval, on the group’s website www.liverpoolccg.nhs.uk
3.11.4 A separate record of matters discussed during the suspension shall be kept.
These records shall be made available to Governing Body and to the
Governing Body’s Audit Committee.
3.12

Admission of the public and press
The public and representatives of the press shall be afforded facilities to
attend the Annual General Meeting of the group to present the annual report.

3.12.1 The names of officers and staff in attendance at the meetings shall be
recorded (including that of the person responsible for the drafting of the
minutes.
3.12.2 Meetings of the Governing Body must be held in public unless the Governing
Body considers that it is not in the public interest to permit members of the
public to attend a meeting or part of a meeting.
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3.12.3 The public and representatives of the press shall be afforded facilities to
attend all Governing Body meetings but shall be required to withdraw if the
Governing Body exercises its discretion to exclude them.
3.12.4 The Chair (or person presiding the meeting) shall give such directions as they
think fit in regard to the arrangements for meetings and accommodation of the
public and representatives of the press such as to ensure that the Governing
Body’s business shall be conducted without interruption and disruption, and
without prejudice to the power to exclude on grounds of the confidential
nature of the business to be transacted.
3.12.5 The Chair may exclude any member of the public or press from the meeting if
he or she is interfering with or preventing the reasonable conduct of the
meeting.
3.12.6 Members of the Governing Body who preside over Governing Body business
transacted of a confidential nature are not permitted to disclose the
confidential contents of papers or minutes, or content of any discussion at
meetings on these topics, outside the clinical commissioning group without
express permission of the group or its Governing Body.

4

APPOINTMENT OF COMMITTEES AND SUB COMMITTEES

4.1

Appointment of committees and sub-committees

4.1.1 The group may appoint committees and sub-committees of the group, subject
to any regulations made by the Secretary of State, and make provision for the
appointment of committees and sub-committees of its Governing Body.
Where such committees and sub- committees of the group, or committees
and sub- committees of its Governing Body, are appointed they are included
in appendix for the Audit Committee, Remuneration Committee and the
Primary Care Committee. Other Committees and Sub Committees are
included in the Governance Handbook.
4.1.2 Other than where there are statutory requirements, such as in relation to the
Governing Body’s audit committee or remuneration committee, the group shall
determine the membership and terms of reference of committees and subcommittees and shall, if it requires, receive and consider reports of such
committees at the next appropriate meeting of the group.
4.1.3 The provisions of these standing orders shall apply where relevant to the
operation of the Governing Body, the Governing Body’s committees and subcommittee and all committees and sub-committees unless stated otherwise in
the committee or sub-committee’s terms of reference.
4.2

Terms of Reference

4.2.1 Terms of reference shall have effect as if incorporated into the constitution
and shall be added to this governance framework and Included in the relevant
appendix or Governance Handbook as referred to in 4.1.1 above.
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4.3

Delegation of Powers by Committees to Sub-committees
Where committees are authorised to establish sub-committees they may not
delegate executive powers to the sub-committee unless expressly authorised
by the group.

4.4

Approval of Appointments to Committees and Sub-Committees
The group shall approve the appointments to each of the committees and
sub-committees which it has formally constituted including those the
Governing Body.

5

DUTY TO REPORT NON-COMPLIANCE WITH STANDING
ORDERS AND PRIME FINANCIAL POLICIES
If for any reason these standing orders are not complied with, full details of
the non- compliance and any justification for non-compliance and the
circumstances around the non-compliance.

6

USE OF SEAL AND AUTHORISATION OF DOCUMENTS

6.1

Clinical Commissioning Group’s seal
The group may have a seal for executing documents where necessary. The
following individuals or officers are authorised to authenticate its use by their
signature:
a) the Accountable Officer;
b) The Chair of the Governing Body; and,
c) The Chief Finance Officer;

6.2

Execution of a document by signature
The following individuals are authorised to execute a document on behalf of
the group by their signature:
a) the Accountable Officer;
b) The Chair of the Governing Body; and,
c) The Chief Finance Officer;

7

OVERLAP WITH OTHER CLINICAL COMMISSIONING GROUP
POLICY STATEMENTS / PROCEDURES AND REGULATIONS

7.1

Policy statements: general principles

7.1.1 The group will from time to time agree and approve policy statements /
procedures which will apply to all or specific groups of staff employed
by NHS Liverpool Clinical Commissioning Group. The decisions to
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approve such policies and procedures will be recorded in an
appropriate group minute and will be deemed where appropriate to be
an integral part of the group’s standing orders.
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Appendix 4: Standing Financial Instructions
1.

INTRODUCTION

1.1.

General

1.1.1.

These prime financial policies and supporting detailed financial policies
shall have effect as if incorporated into Liverpool Clinical Commissioning
Group’s (the Group’s) constitution.

1.1.2.

The prime financial policies are part of the Group’s control environment for
managing the organisation’s financial affairs. They contribute to good
corporate governance, internal control and managing risks. They enable
sound administration; lessen the risk of irregularities and support
commissioning and delivery of effective, efficient and economical
services. They also help the Accountable Officer and Chief Finance Officer
to effectively perform their responsibilities. They should be used in
conjunction with the scheme of reservation and delegation found at
Appendix B.

1.1.3.

In support of these prime financial policies, the Group has prepared more
detailed procedures, approved by the Chief Finance Officer, known as
detailed financial procedures. The Group refers to these prime and
detailed financial policies together as the clinical commissioning Group’s
financial procedures.

1.1.4.

These prime financial policies identify the financial responsibilities which
apply to everyone working for the group and its constituent organisations.
They do not provide detailed procedural advice and should be read in
conjunction with the detailed financial policies. The chief finance officer is
responsible for approving all detailed financial procedures.

1.1.5.

A list of the Group’s prime financial policies will be published and
maintained on the NHS Liverpool CCG website at www.liverpoolccg.nhs.uk
or:
o Upon request for inspection at NHS Liverpool CCG headquarters
o Upon application either by:
 Post – The Department, Lewis’s Building, 2 Renshaw Street,
L1 2SA
 Email - enquiries@liverpoolccg.nhs.uk

1.1.6.
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Should any difficulties arise regarding the interpretation or application of
any of the prime financial policies or detailed financial procedures then the
advice of the Chief Finance Officer must be sought before acting. The
user of these prime financial policies should also be familiar with and
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comply with the provisions of the Group’s constitution, standing orders and
scheme of reservation and delegation.

1.1.7.

Failure to comply with prime financial policies and standing orders can in
certain circumstances be regarded as a disciplinary matter that could
result in dismissal.

1.2.

Overriding Prime Financial Policies

1.2.1.

If for any reason these prime financial policies are not complied with, full
details of the non-compliance and any justification for non-compliance and
the circumstances around the non-compliance shall be reported to the
next formal meeting of the Governing Body’s Audit Committee for referring
action or ratification. All of the Group’s members and employees have a
duty to disclose any non-compliance with these prime financial policies to
the chief finance officer as soon as possible.

1.3.

Responsibilities and delegation

1.3.1.

The roles and responsibilities of Group’s members, employees, members
of the governing body, members of the Governing Body’s committees and
sub- committees, members of the Group’s committee and sub-committee
(if any) and persons working on behalf of the Group are set out in
chapters 6 and 7 of this constitution.

1.3.2.

The financial decisions delegated by members of the group are set out in
the Group’s scheme of reservation and delegation (see Appendix B).

1.4.

Contractors and their employees

1.4.1.

Any contractor or employee of a contractor who is empowered by the
group to commit the group to expenditure or who is authorised to obtain
income shall be covered by these instructions. It is the responsibility of the
Accountable Officer to ensure that such persons are made aware of this.

1.5.

Amendment of Prime Financial Policies

1.5.1.

To ensure that these prime financial policies remain up-to-date and
relevant, the chief finance officer will review them at least annually.
Following consultation with the Accountable Officer and scrutiny by the
Governing Body’s Audit Committee, the Chief Finance Officer will
recommend amendments, as fitting, to the Governing Body for approval.
As these prime financial policies are an integral part of the Group’s
constitution, any amendment will not come into force until the group applies
to NHS England and that application is granted. Detailed financial
procedures may be changed by the Governing Body locally.
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2.

INTERNAL CONTROL
POLICY
The group will put in place a suitable control environment; robust systems
and procedures and effective internal controls that provide reasonable
assurance of effective and efficient operations, financial stewardship,
probity and compliance with laws and policies. An awareness of financial
governance will be embedded within the group.
PROCEDURE

2.1.

The governing body is required to establish an audit committee with terms
of reference agreed by the governing body (see paragraph 6.6.3(a) of the
Group’s constitution for further information).

2.2.

The Accountable Officer has overall responsibility for the Group’s systems
of internal control.

2.3.

The Chief Finance Officer will ensure that:

3.

a)

financial policies are considered for review within the first twelve
months of operation and thereafter annually or at appropriate
intervals;

b)

a system is in place for proper checking and reporting of all
breaches of financial policies; and

c)

a proper procedure is in place for regular checking of the
adequacy and effectiveness of the control environment.

AUDIT
POLICY
The group will establish clear internal and external audit arrangements,
retain an effective and independent internal audit function and fully
comply with the requirements of external audit and other statutory
reviews. The group will make full use of the scope of audits to help it
better exercise its functions effectively, efficiently and economically.
PROCEDURE

3.1.
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In line with the terms of reference for the Governing Body’s Audit
Committee, the person appointed by the group to be responsible for
internal audit and the appointed external auditor will have direct and
unrestricted access to Audit Committee members and the chair of the
governing body, accountable officer and chief finance officer for any
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significant issues arising from audit work that management cannot resolve,
and for all cases of fraud or serious irregularity.
3.2.

The person appointed by the group to be responsible for internal audit and
the external auditor will have access to the Audit Committee and the
Accountable Officer to review audit issues as appropriate. All Audit
Committee members, the Chair of the Governing Body and the
Accountable Officer will have direct and unrestricted access to the head of
internal audit and external auditors.

3.3.

The Chief Finance Officer will ensure that:
a)
b)

4.

the Group has a professional and technically competent
internal audit function; and
the Governing Body’s Audit Committee approves any
changes to the provision or delivery of assurance
services to the Group.

FRAUD AND CORRUPTION
POLICY
The Group requires all staff to always act honestly and with integrity to
safeguard the public resources they are responsible for. The Group will
not tolerate any fraud perpetrated against it and will actively investigate
any loss suffered. The Group will ensure that there are clear counter
fraud arrangements and access to appropriate accredited counter fraud
arrangements.
PROCEDURE

4.1.

The Governing Body’s Audit Committee will satisfy itself that the group has
adequate arrangements in place for countering fraud and shall review the
outcomes of counter fraud work. It shall also approve the counter fraud
work programme.

4.2.

The Governing Body’s Audit Committee will ensure that the group has
arrangements in place to work effectively with NHS Protect or successor
body.
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5.

EXPENDITURE CONTROL

5.1.

The Group is required by statutory provisions to ensure that its
expenditure does not exceed the aggregate of allotments from NHS
England and any other sums it has received and is legally allowed to
spend.

5.2.

The Accountable Officer has overall executive responsibility for ensuring
that the group complies with certain of its statutory obligations, including
its financial and accounting obligations, and that it exercises its functions
effectively, efficiently and economically and in a way which provides good
value for money.

5.3.

The Chief Finance Officer will:
a)
b)

c)

provide reports in the form required by NHS England;
ensure money drawn from NHS England is required for
approved expenditure only and is drawn down only at the time
of need and follows best practice;
be responsible for ensuring that an adequate system of monitoring
financial performance is in place to enable the group to fulfil its
statutory responsibility not to exceed its expenditure limits, as set
by direction of NHS England.

6.

ALLOTMENTS

6.1.

The Group’s Chief Finance Officer will:
a)

b)

c)
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periodically review the basis and assumptions used by NHS
England for distributing allotments and ensure that these are
reasonable and realistic and secure the Group’s entitlement to
funds;
prior to the start of each financial year submit to the Governing
Body for approval, a report showing the total allocations received
and their proposed distribution including any sums to be held in
reserve; and
regularly update the Governing Body on significant changes to
the initial allocation and the uses of such funds.
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7.

COMMISSIONING STRATEGY, BUDGETS, BUDGETARY
CONTROL AND MONITORING
POLICY
The Group will produce and publish an annual commissioning plan that
explains how it proposes to discharge its financial duties. The group will
support this with comprehensive medium term financial plans, annual
budgets and effective financial management arrangements.
PROCEDURE

7.1.

The Accountable Officer will compile and submit to the appropriate
organisations a commissioning strategy which takes into account
financial targets and forecast limits of available resources.

7.2.

Prior to the start of the financial year the Chief Finance Officer will, on
behalf of the Accountable Officer, prepare and submit budgets to the
Governing Body for approval.

7.3.

The Chief Finance Officer shall monitor financial performance against
budget and plan, periodically review them, and report to the Governing
Body. This report should include explanations for variances. These
variances must be based on any significant departures from agreed
financial plans or budgets.

7.4.

The accountable officer is responsible for ensuring that information relating
to the Group’s accounts or to its income or expenditure, or its use of
resources is provided to NHS England* as requested.

7.5.

The Accountable Officer will approve consultation arrangements for the
Group’s commissioning plan.

8.

ANNUAL ACCOUNTS AND REPORTS
POLICY
The group will produce and submit to NHS England accounts and
reports in accordance with all statutory obligations, relevant accounting
standards and accounting best practice in the form and content and at
the time required by NHS England.
PROCEDURE

8.1.

The Chief Finance Officer will ensure the group:
a)
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(through the Audit Committee) prepares a timetable for
producing the annual report and accounts and agrees it with
external auditors and the Audit Committee;
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b)

prepares the annual report and accounts according to the
timetable approved by the Audit Committee, presents the report
and accounts to the Governing Body for approval and ensures
the appropriate signing and submission of the report and
accounts, as required;

c)

complies with statutory requirements and relevant directions
for the publication of the annual report;

d)

considers the external auditor’s management letter and fully
addresses all issues within agreed timescales; and

e)

publishes the external auditor’s management letter on the Group’s
website at www.liverpoolccg.nhs.uk
In addition, this letter is available upon request at NHS Liverpool
CCG headquarters or upon application either by:



9.

Post – The Department, Lewis’s Building2 Renshaw Street,
L1 2SA
Email - enquiries@liverpoolccg.nhs.uk

INFORMATION TECHNOLOGY
POLICY
The group will ensure the accuracy and security of the Group’s
computerised financial data.
PROCEDURE

9.1.
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The chief finance officer is responsible for the accuracy and security of the
Group’s computerised financial data and shall
a)

devise and implement any necessary procedures to ensure
adequate (reasonable) protection of the Group’s data, programs and
computer hardware from accidental or intentional disclosure to
unauthorised persons, deletion or modification, theft or damage,
having due regard for the Data Protection Act (2018), Information
Governance, Freedom of Information requirements.

b)

ensure that adequate (reasonable) controls exist over data entry,
processing, storage, transmission and output to ensure security,
privacy, accuracy, completeness, and timeliness of the data, as
well as the efficient and effective operation of the system;

c)

ensure that adequate controls exist such that the computer
operation is separated from development, maintenance and
amendment;
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d)

10.

ensure that an adequate management (audit) trail exists
through the computerised system and that such computer
audit reviews as the Chief Finance Officer may consider
necessary are being carried out.

ACCOUNTING SYSTEMS
POLICY
The group will create and maintain an appropriate accounting system that
creates management and financial accounts.
PROCEDURE

10.1.

The chief finance officer will ensure:
a)

the group has suitable financial software and appropriate
assurance arrangements to enable it to comply with these
policies and any consolidation requirements of NHS
England and legislation;

b)

that contracts for computer services for financial applications with
another health organisation or any other agency shall clearly
define the responsibility of all parties for the security, privacy,
accuracy, completeness, and timeliness of data during
processing, transmission and storage. The contract should also
ensure rights of access for audit purposes.

10.2.

Where another health organisation or any other agency provides a
computer service for financial applications, the chief finance officer shall
periodically seek assurances that adequate controls are in operation.

11.

BANK ACCOUNTS
POLICY
The Group will keep enough liquidity to meet its current commitments.
PROCEDURE

11.1.

The Chief Finance Officer will:

a)
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review the banking arrangements of the group at regular intervals
to ensure they are in accordance with Secretary of State
directions, best practice and represent best value for money;

80

b)

manage the group's banking arrangements and advise the
group on the provision of banking services and operation of
accounts;

c)

prepare detailed instructions on the operation of bank accounts.

11.2.

The Accountable Officer shall approve the banking arrangements.

12.

INCOME, FEES AND CHARGES AND SECURITY OF CASH,
CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS
POLICY
The Group will


seek to maximise its potential to raise additional income only to
the extent that it does not interfere with the performance of the
group or its functions;



ensure its power to make grants and loans is used to discharge
its functions effectively

PROCEDURE
12.1.
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The Chief Finance Officer is responsible for:
a)

designing, maintaining and ensuring compliance with systems
for the proper recording, invoicing, and collection and coding of
all monies due;

b)

establishing and maintaining systems and procedures for
the secure handling of cash and other negotiable
instruments;

c)

approving and regularly reviewing the level of all fees and
charges other than those determined by NHS England or by
statute. Independent professional advice on matters of
valuation shall be taken as necessary;

d)

for developing effective arrangements for making grants or loans.
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13.

TENDERING AND CONTRACTING
POLICY
The Group:


will seek value for money for all goods
and services;



shall ensure that competitive tenders are
invited for o the supply of goods, materials and manufactured articles;
o the rendering of services including all forms of
management consultancy services; and
o for the design, construction and maintenance of building
and engineering works (including construction and
maintenance of grounds and gardens) for disposals.

PROCEDURE
13.1.

The Group shall ensure that the firms / individuals invited to tender (and
where appropriate, quote) are among those on approved lists or where
necessary a framework agreement. Where in the opinion of the Chief
Finance Officer it is desirable to seek tenders from firms not on the
approved lists, the reason shall be recorded in writing to the Accountable
Officer or the Group’s Governing Body.

13.2.

The Group will only enter into contracts, within the statutory framework set
up by the 2006 Act, as amended by the 2012 Act. Such contracts shall
comply with:
a)

the Group’s standing orders;

b)

the Public Contracts Regulation 2006, any successor legislation
and any other applicable law; and
take into account as appropriate any applicable NHS
Commissioning Board or the Independent Regulator of NHS
Foundation Trusts (Monitor) guidance that does not conflict with (b)
above.

c)
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14.

COMMISSIONING
POLICY
The Group will work in partnership and coordinate its work with relevant
national and local stakeholders including NHS England, other clinical
commissioning groups, local providers of services, local authorities
through Health & Wellbeing Boards, patients and their carers as
appropriate to develop robust commissioning plans which met their
requirements.
Arrangements to support collaborative commissioning arrangements must
include clear and transparent objectives and ways of working agreed and
understood by all parties.
PROCEDURE

14.1.

The Accountable Officer will establish arrangements to ensure that regular
reports are provided to the Governing Body detailing actual and forecast
expenditure and activity for commissioned services.

14.2.

The Chief Finance Officer will maintain a system of financial monitoring to
ensure the effective accounting of expenditure under contracts. This
should provide a suitable audit trail for all payments made under the
contracts whilst maintaining patient confidentiality.

15.

RISK MANAGEMENT
POLICY
The Group will develop and put arrangements in place for evaluation and
management of its risk.
PROCEDURE

15.1.

The Group will develop processes to ensure that the Governing Body
effectively evaluates monitors risk and manages actions to mitigate all
organisational risks. Corporate governance arrangements will include
development of an assurance framework; supporting risk registers; quality
and safety monitoring mechanisms and insurance arrangements.

15.2.

The Governing Body will receive the Corporate Risk Register/assurance
framework bi-monthly or by exception as required.

405

83

16.

RUNNING COSTS PAYROLL
POLICY
The Group will ensure that arrangements are in place for the operation of
an appropriate and effective payroll service.
PROCEDURE

16.1.

The Chief Finance Officer will ensure that the payroll service selected:
a)
b)
c)

is supported by appropriate (i.e. contracted) terms and conditions;
has adequate internal controls and audit review processes;
has suitable arrangements for the collection of payroll
deductions and payment of these to appropriate bodies.

16.2.

In addition, the Chief Finance Officer shall set out comprehensive
procedures for the effective processing of payroll.

17.

NON-PAY EXPENDITURE
POLICY
The Group will develop procedures to obtain the best value for money
goods and services received obtained within delegated budgetary
authority.
PROCEDURE

17.1.

The Governing Body will approve the level of non-pay expenditure on an
annual basis and the Accountable Officer will determine the level of
delegation to budget managers

17.2.

The Accountable Officer shall set out procedures on the seeking of
professional advice regarding the supply of goods and services.

17.3.

The Chief Finance Officer will:
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a)

advise the Governing Body on the setting of thresholds above
which quotations (competitive or otherwise) or formal tenders
must be obtained; and, once approved, the thresholds should be
incorporated in the scheme of reservation and delegation;

b)

be responsible for the prompt payment of all properly authorised
accounts and claims;

84

c)

18.

be responsible for designing and maintaining a system of
verification, recording and payment of all amounts payable.

CAPITAL INVESTMENT, FIXED ASSET REGISTERS AND
SECURITY OF ASSETS
POLICY
The Group will put arrangements in place to manage capital investment,
maintain an asset register recording fixed assets and put in place polices
to secure the safe storage of the Group’s fixed assets.
PROCEDURE

18.1.

18.2.
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The Accountable Officer will
a)

ensure that there is an adequate appraisal and approval process in
place for determining capital expenditure priorities and the effect
of each proposal upon plans;

b)

be responsible for the management of all stages of capital
schemes and for ensuring that schemes are delivered on time and
to cost;

c)

shall ensure that the capital investment is not undertaken
without confirmation of purchaser(s) support and the
availability of resources to finance all revenue consequences,
including capital charges;

d)

be responsible for the maintenance of registers of assets, taking
account of the advice of the chief finance officer concerning the
form of any register and the method of updating, and arranging
for a physical check of assets against the asset register to be
conducted once a year.

The chief finance officer will prepare detailed procedures for the disposals
of assets.

85

19.

RETENTION OF FINANCIAL RECORDS
POLICY
The Group will put arrangements in place to retain all financial records in
accordance with NHS Code of Practice Records Management 2006 and
other relevant notified guidance.
PROCEDURE

19.1.

20.

The Accountable Officer shall:
a)

be responsible for maintaining all group financial and other
records required to be retained in accordance with NHS Code of
Practice Records Management 2006 and other relevant notified
guidance;

b)

ensure that arrangements are in place for effective responses to
Freedom of Information requests;

c)

publish and maintain a Freedom of Information Publication Scheme.

TRUST FUNDS AND TRUSTEES
POLICY
The Group will put arrangements in place to provide for the appointment
of trustees and management of funds if the Group holds property on
trust. The Group will ensure compliance with legislative requirements
and requirements with regard to fund purpose and use.

20.1.

The Chief Finance Officer shall ensure that each trust fund which the
group is responsible for managing is managed appropriately with regard to
its purpose and to its requirements.

Ends
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NHS Liverpool Clinical Commissioning Group (CCG) is a statutory body which is
responsible for planning and commissioning (buying) healthcare services on behalf
of the population of the city of Liverpool. We are a ‘membership’ organisation
comprised of the 86 general medical practices providing primary medical services in
the city.
Our membership is integral to how the CCG is governed, and our Governing Body
(and its committees) therefore remains accountable to the membership in delivering
the full range of its commissioning responsibilities. As Liverpool has such a diverse
and complex health and care system, we are working closer than ever before with
our colleagues in Liverpool City Council (who are responsible for commissioning all
children’s and adult care services in the city and prevention areas such as sexual
health and substance misuse) and jointly working with our neighbouring CCGs
across North Mersey. This means that more commissioning decisions about health
and care services are being made in collaboration with our partners; this approach
requires strong system leadership and a governance framework that enables
principles of transparency, openness, value and accountability.
NHS Liverpool CCG’s Governance Handbook sets out our most current governance
structure, details how commissioning decisions are made and brings together a wide
range of documents that support our Constitution and our commitment to the
principles of good governance.

Amendments to any documents contained within this Governance Handbook are
approved by the CCG’s Governing Body and/or its membership.

Latest version: Version 1
Date: 11th December 2019
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NHS Liverpool CCG Governance Structure
Liverpool Health
& Wellbeing
Board

PRACTICE
MEMBERSHIP
Key:

CCGs
COMMITTEES
IN COMMON *

NORTH
MERSEY CCGs
JOINT
COMMITTEE

CCG Senior
Leadership
Team

GOVERNING
BODY

Statutory committee
Non-statutory committee

Joint committee with
other CCGs

Audit & Risk
Committee

HR & Remuneration
Committee

Formal committee of
Liverpool City Council
CCG Executive
Function
Assurance of
internal control

Primary Care
Commissioning
Committee

Performance &
Quality
Committee

IG Steering
Group

Performance
SubCommittee

Clinical
Effectiveness
Committee

Medicines
Optimisation
Committee

People and
Community Voice
Committee

Patient
Engagement &
Experience Group

* Numbers of committees in common subject to variation
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3.0

LIVERPOOL CCG MEMBERSHIP

The membership of Liverpool CCG is comprised of three locality areas covering the
City of Liverpool.
The CCG’s Members are integral to the functioning of the CCG; those exercising any
delegated functions on behalf of the Membership (including the Governing Body)
remain accountable to the Membership. Member practice’s engagement,
involvement and support for the CCG is therefore vital. It plays a key role in
nominating and electing the Chair of the Governing Body and the Governing Body’s
GP members (GP Directors). The GP Directors on the Governing Body are
representative of their Member Practice locality area. Co-operation from Member
Practices provides opportunities for GPs to influence the CCG’s plans and strategies
through their wider clinical expertise.
The responsibilities and decision-making authority of the Membership include:







4.0

Determine the arrangements by which Members of the CCG approve those
decisions that are reserved for the Membership;
Consider and approve applications prior to NHS England ratification on any
matter concerning changes to the Constitution, the overarching scheme of
delegation, arrangements for taking urgent decisions, standing orders and
prime financial policies;
Approve the arrangements for identifying practice members to represent
practices in matters concerning the work of the CCG and electing GP
Directors to represent the Membership on the Governing Body;
Agree the vision, values and overall strategic direction of the CCG.

LIVERPOOL CCG GOVERNING BODY

The role of the Governing Body is to ensure it has appropriate arrangements in place
to exercise its functions effectively, efficiently and economically through informed
and transparent decision-making processes. In discharging its obligations, the CCG
Governing Body is responsible and accountable for delivering financial balance and
managing strategic and/or operational risks to achieving national and local quality,
productivity and service delivery targets.
The responsibilities and decision-making authority of the Governing Body can be
summarised as:


Approve those functions of the CCG that are specified in the regulations of
the National Health Service Act 2006;



Make decisions delegated to the Governing Body as set out in the CCG’s
Scheme of Reservation and Delegation;



Ratify, hold and maintain terms of reference for all committees of the
Governing Body;
4
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Approve the CCG’s Annual Governance Statement, Annual Report and
Annual Accounts;



Approve arrangements (including supporting policies or strategies) to
minimise clinical risk, maximise patient safety and to secure continuous
improvement in quality and patient outcomes.

All Governing Body meetings are held in public. Members of the public and/or
representatives of the press/media may, however be excluded from the remainder of
a meeting if the nature of the business being transacted is confidential and/or
sensitive and publicity of which would prejudicial to the public interest. (Section 1{2}
Public Bodies (Admissions to Meetings), Act 1960).
4.1

Composition of the Governing Body

Membership of Liverpool CCG’s Governing Body comprises of the following:


The Chair (Clinical)



The Chief Officer



The Chief Finance & Contracting Officer



A Secondary Care Specialist;



A Registered Nurse;



A Non-Executive Nurse;



Four lay members:
-



Lay member for finance
Lay member for audit
Lay member for governance
Lay member for patient and public participation

Nine GP Representatives (GP Directors) drawn from member
practices and elected in respect of the three Localities as follows:

- Liverpool Central Locality – 3 Representatives;
- Matchworks (South Locality) – 3 Representatives
-

North Locality – 3 Representatives

The following ‘additional’ attendees are invited to attend Governing Body meetings,
but have no voting rights:
a)
b)
c)
d)

The Director of Public Health for Liverpool;
A named representative from the Local Medical Committee (LMC);
The Chief Executive, Liverpool City Council (or nominated deputy);
Representative from Healthwatch Liverpool
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4.2 Delegated Responsibility for Primary Care Medical Services
Liverpool CCG is also one of a number of CCG’s nationally that has ‘delegated
authority’ from NHS England for the commissioning of primary care medical services
in the city. Under these ‘fully delegated’ commissioning responsibilities, the CCG is
responsible for the local planning and commissioning of general medical services
(GMS), alternative provider medical services (APMS) and Personal Medical Services
(PMS). As statutory guidance states clearly that GPs cannot participate directly in
the procurement of their own services, the Governing Body has established a
Primary Care Commissioning Committee to discharge its delegated commissioning
responsibility for primary care medical services. The Committee voting membership
consists of a majority of laypersons to ensure that conflicts of interest (perceived or
actual) are minimised. The terms of reference for this committee can be found on
page 28.

6

415

5. Scheme of Reservation & Delegation

7
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8
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9
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10

419

11
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Note – Section 10.2 and 10.3 delegated limits still to be confirmed.
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NHS LIVERPOOL
CLINICAL COMMISSIONING GROUP

COMMITTEE TERMS OF REFERENCE
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AUDIT AND RISK COMMITTEE TERMS OF REFERENCE
1.0

Introduction

1.1

The Governing Body of Liverpool CCG has established a Committee to be
known as the Audit and Risk Committee (“the Committee”) to carry out the
duties set out at clause 6 of these terms of reference.

1.2

The Committee is authorised by the Governing Body to investigate any
activity within its terms of reference. The Committee can request information,
reports, and assurances from any employee in relation to those areas within
these terms of reference and all employees are directed to cooperate with any
request made by the Committee. The Committee is authorised by the
Governing Body to obtain outside legal or other independent professional
advice, and to secure the attendance of outsiders with relevant experience
and expertise if it considers this necessary. The Committee can commission
reports and/or surveys necessary to fulfil its obligations.

2.0

Membership

2.1

The Committee shall be appointed by the Governing Body in accordance with
the requirements of Audit Committees as set out in the National Health
Service (Clinical Commissioning Group) Regulations 2012 and shall consist of
not less than three members, including:






The lay member with responsibility for Audit (Chair);
The lay member with responsibility for Governance (Deputy Chair);
The lay member with responsibility for Patient and Public Involvement;
The Non-Executive Nurse;
A GP Director.

2.2

The Committee may co-opt additional members to provide specialist skills,
knowledge or experience.

3.0

Attendance

3.1

The following will be expected to attend meetings of the Committee:
 The Chief Finance and Contracting Officer - who is responsible for
supporting the Chair in the management of the Committee’s business and
for drawing the Committee’s attention to best practice, national guidance
and other relevant documents as appropriate;
 Deputy Chief Finance Officer;
 Appropriate internal and external audit representatives;
 The Head of Corporate Services & Governance, who will support the
Chief Finance and Contracting Officer in the management of the meeting;
14
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 Other directors/managers may be invited to attend from time to time, with
the agreement of the Chair of the Committee, to provide advice or present
key reports in relation to risks or assurances in areas that are the
responsibility of the directors/managers;
 An appropriate representative of the Counter Fraud Service will attend a
minimum of one meeting a year;
 Representatives from other organisations may be invited to attend on
occasion.
3.2

In addition, the Accountable Officer will be invited to attend meetings and
should attend at least annually to discuss the assurances that support the
Annual Governance Statement.

3.3

In addition, the Committee may seek specialist advice from members with
appropriate specialist expertise.

3.4

It is expected that members will normally attend a minimum of 75% of
meetings held per annum.

4.0

Quorum

4.1

The meeting will achieve quorum if at least two members are present, one of
whom must be a lay member.

4.2

Should a member not be able to attend a Committee meeting, apologies in
advance must be provided to the Chair. Deputies can attend on behalf of
officers normally in attendance and any formal acting up status will be
recorded in the minutes.

4.3

Deputising arrangements must be agreed by the Chair of the Committee and
should be on an exceptional basis only.

5.0

Frequency

5.1

The Committee shall meet not less than four times per year; a schedule of
pre-arranged meetings will be distributed to all members on an annual basis
along with a proposed annual calendar of business.

5.2

The Chair of the Committee may arrange extraordinary meetings at his/her
discretion or at the request of Committee members or the Head of Internal
Audit or the Lead Partner of external audit.

6.0

Duties

6.1

The duties of the Committee are categorised as follows:
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Integrated governance, risk management and internal control
6.2

The Committee shall review the establishment and maintenance of an
effective system of integrated governance, risk management and internal
control, across the whole of the Clinical Commissioning Group’s activities.
In particular, the Committee shall review the adequacy and effectiveness of:
 All risk and control related disclosure statements (in particular the Annual
Governance Statement), together with any reports from internal or
external audit or other appropriate independent assurances, before
making recommendations to the Governing Body;
 The underlying assurance processes that indicate the degree of the
achievement of corporate objectives, the effectiveness of the
management of principal risks and the appropriateness of the above
disclosure statements. This could include deep dives into specific
Governing Body Assurance Framework / Corporate Risk Register risks as
required;
 The core assurances that indicate an appropriate, comprehensive
Information Governance framework which complies with national
standards and minimises information risk is in place across the
organisation;
 The policies relating to governance for ensuring compliance with relevant
regulatory, legal and code of conduct requirements and any related
reporting and self-certifications;


6.3

The policies and procedures for all work related to countering fraud,
bribery and corruption as required by the NHS Counter Fraud Authority
(NHS CFA).

The Committee shall also oversee, through an effective work programme: The production of the statement to be included in the annual report
concerning internal controls and risk management.
 Instances where the Clinical Commissioning Group’s Standing Orders and
Prime Financial Policies are waived and investigate those issues that
present a risk to the internal control functions of the CCG.
 A review of the CCG’s register of gifts/hospitality and sponsorship,
registers of declarations of interest for all committees and staff, register of
losses and special payments, register of procurement, and register of
tender waivers. Additionally, the Committee should seek assurance that
declarations of interests are being managed across the Membership as a
whole.
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 The committee will ensure that the CCG remains compliant with the NHS
England statutory guidance for managing conflicts of interest which
includes the management of gifts and hospitality.

Internal Audit
6.4

The Committee shall ensure there is an effective internal audit function that
meets mandatory NHS Internal Audit Standards (the Handbook refers to
Public Sector Internal Audit Standards 2013) and provides appropriate
independent assurance to the Committee, Accountable Officer and Governing
Body. This will be achieved by:
 Considering and approving the remit of the internal audit function and
ensuring it has adequate resources and appropriate access to information
to enable it to perform its function effectively and in accordance with the
relevant professional standards. The Committee shall also ensure the
function has adequate standing and is free from management or other
restrictions.
 Reviewing and agreeing the internal audit strategy, operational plan and
more detailed programme and scheduling of work, ensuring these are
consistent with the audit needs of the organisation as identified in the
Clinical Commissioning Group’s Assurance Framework.
 Evaluating promptly all reports giving limited or no assurance from the
internal audit along with evaluating progress reports which include
progress against work plan and a summary of work completed where
significant assurance is given.
 Assessing and monitoring management’s responses to the findings and
recommendations of internal audit.
 Considering the provision of the internal audit service and the costs
involved and undertaking a review of the effectiveness of the internal audit
service annually.
 The internal auditors will be appointed by the Audit and Risk Committee
with ratification by the Governing Body.

6.5

The Committee shall also meet the Head of Internal Audit at least once a
year, or on request of the Chair of the Committee without management being
present, to discuss their remit and any issues arising from the internal audits
carried out. In addition, the Head of Internal Audit shall be given the right of
direct access to the Chair of the Committee and to the Committee.
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External Audit
6.6

The Committee shall review the work and findings of the external auditors and
consider the implications and management’s responses to their work. This will
be achieved by:
 Consideration of the appointment and performance of the external auditor
and make recommendations to the Governing Body as far as the relevant
regulations permit;
 Discussion and agreement with the external auditor, before the audit
commences, of the nature and scope of the audit as set out in the annual
plan and ensuring co-ordination, as appropriate, with other external
auditors in the local health economy;
 Discussion with the external auditor of their evaluation of audit risks and
assessment of the Clinical Commissioning Group and associated impact
on the audit fee;
 Reviewing all external audit reports, including the report to those charged
with governance, agreement of the annual audit letter (before submission
to the Governing Body) and any work undertaken outside the annual audit
plan, together with the appropriateness of management responses;
 The Audit and Risk Committee lay members will form the Auditor Panel as
and when required. The panel’s functions are to advise the Governing
Body on the selection and appointment of the external auditor.

6.7

The Committee shall also meet the external auditor at least once a year or on
request of the Chair of the Committee, without management being present; to
discuss their remit and any issues arising from the Clinical Commissioning
Group’s audit. In addition, the Lead Partner of the external audit shall be given
the right of direct access to the Chair of the Committee and to the Committee.
Other assurance functions

6.8

The Committee shall review the findings of other significant assurance
functions, both internal and external to the Clinical Commissioning Group, and
make recommendations to the Governing Body on matters affecting the
governance of the Group.

6.9

These will include, but will not be limited to, any reviews by Department of
Health and Social Care arm’s length bodies or regulators/inspectors, and
professional bodies with responsibility for the performance of staff or
functions.

6.10

In addition, the Committee will:
 Receive an annual report from each of the other committees of the
Governing Body, with the aim of reviewing their effectiveness and
18
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obtaining relevant assurance to the Committee in terms of its own areas
of responsibility. In particular, this will include any governance, quality and
risk management committees that are established.
 Request and review reports and positive assurances from directors and
managers on the overall arrangements for governance, risk management
and internal control, and may request specific reports from individual
functions within the Group as they may be appropriate to the overall
arrangements.
 Review corporate policies in relation to risk management and corporate
governance to ensure they are fit for purpose and accurately reflect best
practise guidance and legislation, making recommendations to the
Governing Body (when required) on areas for improvement.
 Ensure that all conflicts of interest (potential and actual) declared in
meetings of the Committee are managed in accordance with the CCG’s
Managing Conflicts of Interest Policy.
Counter-fraud
6.11

The Committee shall ensure that there is effective review of the work of the
Local Counter Fraud Service as required by the NHS CFA. This will be
achieved by:
 Approval of the appointment of a Local Counter Fraud Specialist either
directly or through the appointment of the internal audit service.
 Review and approval of the Counter Fraud Policy, operational plans and
detailed programme of work ensuring this is considered with the needs of
the Clinical Commissioning Group.
 Ensuring that the Counter Fraud functions are adequately resourced and
have appropriate standing within the Group.
 Receiving assurances that the findings and outcomes of any reactive work
complies with NHS CFA standards. This will be done whilst maintaining
the confidentiality of any individuals involved, therefore investigation
reports will not be received by the Committee, only assurances on the
process and findings.
 Seeking assurance that the Clinical Commissioning Group has adequate
controls in place to ensure it complies with the Bribery Act 2010.
 Undertake a review of the effectiveness of the counter-fraud service
annually.

6.12

The Committee shall also meet the Counter Fraud Specialist at least once a
year or on request of the Chair of the Committee, without management being
present; to discuss their remit and any issues arising from the Clinical
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Commissioning Group. In addition, the Lead Partner of the Counter Fraud
remit shall be given the right of direct access to the Chair of the Committee
and to the Committee.
Whistleblowing
6.13

The Committee shall review the Group’s arrangements for their employees to
raise concerns, in confidence, about possible wrongdoing in financial
reporting, clinical or safety matters or other matters. The Committee shall
ensure that these arrangements allow proportionate and independent
investigation of such matters and appropriate follow up action.

6.14

The role of ‘Freedom to Speak up Guardian’ is held by the lay member for
Governance who is also the CCG vice-chair and a member of the Committee.
The Committee will receive an annual statement from the Freedom to Speak
Up Guardian which summarises any approaches or submissions made during
the financial year and any actions taken as a result.
Financial reporting

6.15

The Committee shall monitor the integrity of the financial statements of the
Clinical Commissioning Group and any formal announcements relating to the
CCGs financial performance.
The Committee should ensure that the systems for financial reporting to the
Governing Body, including those of budgetary control, are subject to review as
to completeness and accuracy of the information provided to the Governing
Body.
The Committee shall review the annual report and financial statements before
submission to the Governing Body, focusing particularly on:


The wording in the Annual Governance Statement and other
disclosures relevant to the terms of reference of the Committee;



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



Unadjusted mis-statements in the financial statements;



Significant judgements in preparation of the financial statements;



Significant adjustments resulting from the audit;



Letter of representation;



Qualitative aspects of financial reporting.
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Conflicts of interest
6.16

The Committee will seek assurance that for every interest declared, either in
writing or by oral declaration, arrangements are in place and have been
implemented to manage the conflict of interests or potential conflict of
interests, to ensure the integrity of the Clinical Commissioning Group’s
decision making processes.
The Committee will periodically seek assurances on the review of declarations
of interest against the register of interests and the assessment of risk relating
to interests.
The lay member with responsibility for governance will also hold the role of the
Conflicts of Interest Guardian.
The Committee Chair and CCG Chief Officer will be responsible for the
signing of NHS England quarterly assurance statements and the ‘Annual
Compliance Statement’ for the management of conflicts of interest.

7.0

Reporting

7.1

The minutes of Audit and Risk Committee meetings shall be formally recorded
and submitted to the Governing Body. The Chair of the Committee shall draw
to the attention of the Governing Body any issues that require disclosure to
the full Governing Body or require executive action.

8.0

Administration

8.1

The Committee will be administratively supported by a nominated individual
who shall act as Secretary to the Committee. The Secretary will ensure that
agendas and papers for meetings will be circulated at least 7 calendar days
prior to the meeting.

9.0

Monitoring compliance

9.1

Meetings of the Committee shall be conducted in accordance with the
provisions of the Constitution, Standing Orders, Scheme of Reservation and
Delegation and Prime Financial Policies approved by the Governing Body and
reviewed from time to time.

9.2

The Committee shall submit an annual report to the Governing Body,
incorporating progress, reporting arrangements, frequency of meetings and
membership attendance.

9.3

The Committee will develop an annual calendar of business, and a work plan
with specific objectives which will be reviewed regularly and formally on an
annual basis. The Committee will also review its performance on an annual
basis.
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10.0 Reviewing terms of reference
10.1 The terms of reference of the Committee (including membership) shall be
reviewed and approved by the Governing Body at least annually.
11.0

Status of these terms of reference

Version 1

11/12/2019

Date approved by the Governing Body

__________

Date of next review

__________
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REMUNERATION & HR COMMITTEE TERMS OF REFERENCE
1.0

Introduction

1.1

The CCG’s Governing Body has established the Remuneration & HR
Committee (the Committee) to carry out the duties as set out in section 5.9.4
of the constitution.

1.2

Except as outlined in these Terms of Reference, meetings of the Committee
shall be conducted in accordance with the provisions of Standing Orders,
Reservation and Delegation of Powers and Prime Financial Policies approved
by the Governing Body and reviewed from time to time. The Committee is
authorised by the Governing Body to investigate any activity within its Terms
of Reference which has delegated functions connected with the Governing
Body’s main function.

1.3

The Committee, which is accountable to the CCG is Governing Body, is
responsible for recommending to the Governing Body the remuneration, fees
and other allowances for employees and for other persons providing services
on behalf of the Clinical Commissioning Group (CCG). The Governing Body
has approved and keeps under review the terms of reference for the
Committee, which includes information on the membership of the Committee.
Following guidance from the Secretary of State for Health, each Committee is
responsible for considering the appropriateness of pay awards,
recommending remuneration packages and redundancy packages for VSM
staff.

1.4

The Committee has responsibility to assure itself and the Governing Body that
the CCG is compliant with NHS England and Department of Health guidance
in reference to Remuneration.

1.5

The Remuneration Committee will provide an opinion to the Governing Body
on the adequacy of controls and assurances available with respect to those
matters set out in the Remuneration Committee’s Terms of Reference.

1.6

The Accountable Officer will be responsible for ensuring that FOI
requirements in relation to the Committee’s minutes and reports are met. The
chair of the committee will seek the advice of the Head of Corporate Services
& Governance in relation to any matters where an exemption as defined within
the Freedom of Information Act 2000 is believed to apply.

1.7

The HR policies of the organisation will be ratified and agreed by this
Committee.

2.0

Membership

2.1

The Committee shall be appointed by the CCG from amongst the lay
members of its Governing Body Members. The Committee should not include
full time employees.
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2.2

The Committee shall consist of the following members:







The lay member with responsibility for Governance (Chair);
The lay member with responsibility for Audit (Deputy Chair);
The Lay Member with responsibility for Finance;
The Secondary Care Consultant;
One GP Director;
Director of Organisation & People Development (non-voting)

2.3

An Independent HR Director will be in regular attendance at the meeting but
will have no voting rights.

2.4

Additional members of the Committee will be appointed at the discretion of the
Governing Body.

2.5

The composition of the Committee will be recorded in the annual report.

3.0

Voting

3.1

Where voting decisions are taken and there is an even split in voting, the
casting vote will be awarded to the Chair.

4.0

Attendance

4.1

Only members of the Committee have the right to attend Committee meetings.
However, other individuals such as the Accountable Officer, appropriate HR
professional, CCG Officers or external advisers may be invited to attend for all
or part of any meeting as and when appropriate.

4.2

No Senior Manager should be present for discussions about their own
remuneration (although it is reasonable for the Chief Finance and Contracting
Officer and other Senior Managers where appropriate, to attend meetings of
the Committee during which the remuneration of other staff is discussed).
Senior Managers are defined as those members of the Senior Leadership
Team and their direct reports.

5.0

Quorum

5.1

Quorum shall be 2 voting members, one of whom must be a lay member.

5.2

A duly convened meeting of the Committee at which a quorum is present shall
be competent to exercise all or any of the authorities, powers and discretions
vested in or exercisable by the Committee on behalf of the Governing Body.

24

433

6.0

Frequency and Notice

6.1

The Committee shall normally meet quarterly (and not less than four times per
year), but where additional meetings are required the Chair will be advised in
advance. The Chair may also request that a meeting to be convened.

6.2

Unless otherwise agreed, notice of each meeting confirming the venue, time
and date together with an agenda of items to be discussed, shall be forwarded
to each member of the Committee, and other persons required to attend no
later than five working days before the date of the meeting. Supporting papers
shall be sent to Committee members and other attendees as appropriate, at
the same time.

7.0

Purpose

7.1

The committee will make recommendation on determinations about
allowances under any pension scheme that the group may establish as an
alternative to the NHS pension scheme.

7.2

From June 2015, a responsibility was placed on CCG Remuneration
Committees to assure themselves that CCG executive remuneration is
necessary and publicly justifiable. The Committee will seek the views of NHS
Improvement and NHS England before making appointments to NHS Boards
with a salary threshold higher than the Prime Minister’s. HMT guidance on
“off-payroll” appointments must be rigorously followed, and it is the Secretary
of State for Health’s expectation that there should be no significant difference
in the terms and conditions of senior leadership teams.

7.3

Any actions taken by the Committee must be publicly defensible. The
Committee should bear in mind the need for properly defensible remuneration
packages, which are linked to clear statements of responsibilities and with
rewards linked to the measurable discharge of those responsibilities.

7.4

In all of their decisions and recommendations, the Committee should also
remain aware that the group is corporately responsible for ensuring that its
pay arrangements are appropriate in terms of Equal Pay requirements and
other relevant legislation.

7.5

The Committee and CCG Governing Body, to which they report, are public
bodies and as such, must at all times:
 Observe the highest standards of propriety involving impartiality, integrity
and objectivity in relation to the stewardship of public funds and the
management of the bodies concerned;
 Maximise value for money through ensuring that services are delivered in
the most efficient and economical way, within available resources, and
with independent validation of performance achieved wherever
practicable;
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 Be accountable to Parliament, to users of services, to individual citizens
and to staff for the activities of the bodies concerned, for their stewardship
of public funds and the extent to which key performance targets and
objectives have been met;
 Comply fully with the principles of the Citizen's Charter and the Code of
Practice on Access to Government Information, in accordance with
Government policy on openness; and
 Keep and maintain comprehensive written records of the Committee’s
decisions in line with general good practice in corporate governance.
8.0

Duties

8.1

The Committee shall:
 Make recommendations on determinations about pay, remuneration for
employees of the Clinical Commissioning Group and people who provide
services to the Clinical Commissioning Group. The Committee will also
approve allowances under any pension scheme it might establish as an
alternative to the NHS pension scheme;
 Seek assurance from the CCG Chair regarding the performance of the
Accountable Officer, and assurance from the Accountable Officer
regarding the performance of those staff on Very Senior Manager
contracts;
 Recommend annual salary awards, if appropriate for those staff on Very
Senior Manager (VSM) contracts, after having received assurance
regarding performance of those staff;
 Consider the severance payments of the Accountable Officer and usually
of other senior staff, seeking HM Treasury approval as appropriate in
accordance with the guidance ‘Managing Public Money’ (available on the
HM Treasury website);
 Approve disciplinary arrangements for employees and for other persons
working on behalf of the Group;
 Approve organisational HR policies for employees and for other persons
working on behalf of the Group; and
 Oversee and assure the delivery of the Group’s Organisational
Development plans.

The Committee Chair may wish to seek external advice on any of the above matters.
8.2

All aspects of salary will be considered by the Committee, including:
 Performance-related elements and bonuses;
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 Provisions for other benefits, including pensions and cars;
 Arrangements for termination of employment and other contractual terms
(decisions requiring dismissal shall be referred to the Governing Body)
8.3

The Committee will also consider and approve the following issues for
submission to NHS England Remuneration Committee:
 Severance payments to Accountable Officers and Senior Managers;
 Termination payments requiring Treasury approval;
 Redundancy / early retirement payments to Very Senior Managers, or
costing over £50,000.

8.4

The Committee will apply best practice in all elements of its decision-making
processes, for example, when considering individual remuneration the
Committee will:
 Comply with current disclosure requirements for remuneration;
 On occasion seek independent advice about remuneration for individuals;
and
 Ensure that decisions are based on clear and transparent criteria.
 The Committee Chair will provide guidance, if required, to the Clinical
Chair on matters relating to arrangements in place for GP Director
absence should this be anticipated to exceed the attendance levels laid
out in the terms of reference for the committees on which the GP Director
is a member.

8.5

The Committee will have full authority to commission reports or surveys or
seek the advice it deems necessary to fulfil its obligations.

8.6

The Committee will seek assurance that for every interest declared, either in
writing or by oral declaration, arrangements are in place and have been
implemented to manage the conflict of interests or potential conflict of
interests, to ensure the integrity of the Committee’s decision-making
processes.

8.7

The Committee will be the ratifying body of all employment and staff related
policies.

8.8

The committee has a responsibility to manage conflicts or potential conflicts of
interest when these are declared in the meeting by following the Group’s
Managing Conflicts of Interest Policy.
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9.0

Reporting

9.1

The minutes of Committee meetings shall be formally recorded and a
summary submitted to the CCG Governing Body.

9.2

The Committee will report to the Governing Body annually on its work in
support of the Annual Governance Statement and submit details of senior
manager remuneration as required for the annual report.

10.0

Monitoring and Compliance

10.1

The Committee shall submit an annual report to the CCG Governing Body,
incorporating progress, reporting arrangements, frequency of meetings and
membership attendance.

11.0

Review of Terms of Reference

11.1

The Terms of Reference of the Committee shall be reviewed by the CCG
Governing Body at least annually.

12.0

Status of these Terms of Reference

Version 1

11/12/2019

Date approved by the Governing Body

__________

Date of next review

__________
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PRIMARY CARE COMMISSIONING COMMITTEE TERMS OF REFERENCE
1.0 Introduction
Simon Stevens, the Chief Executive of NHS England, announced on 1 May 2014
that NHS England was inviting CCGs to expand their role in primary care
commissioning and to submit expressions of interest setting out the CCG’s
preference for how it would like to exercise expanded primary medical care
commissioning functions. One option available was that NHS England would
delegate the exercise of certain specified primary care commissioning functions to a
CCG.
In accordance with its statutory powers under section 13Z of the National Health
Service Act 2006 (as amended), NHS England has delegated the exercise of the
primary medical care commissioning functions (as specified in Schedule 2) to these
Terms of Reference to NHS Liverpool CCG.
The CCG has established the NHS Liverpool CCG Primary Care Commissioning
Committee (“Committee”). The Committee will function as a corporate decision
making body for the management of the delegated functions and the exercise of the
delegated powers.
2.0

Statutory Framework

2.1

NHS England has delegated to the CCG authority to exercise the primary care
commissioning functions set out in Schedule 2 in accordance with section 13Z
of the NHS Act.

2.2

Arrangements made under section 13Z may be on such terms and conditions
(including terms as to payment) as may be agreed between the Board and the
CCG.

2.3

Arrangements made under section 13Z do not affect the liability of NHS
England for the exercise of any of its functions. However, the CCG
acknowledges that in exercising its functions (including those delegated to it),
it must comply with the statutory duties set out in Chapter A2 of the NHS Act
and including:
a)

Management of conflicts of interest (section 14O);

b)

Duty to promote the NHS Constitution (section 14P);

c)

Duty to exercise its functions effectively, efficiently and economically
(section 14Q);
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2.4

d)

Duty as to improvement in quality of services (section 14R);

e)

Duty in relation to quality of primary medical services (section 14S);

f)

Duties as to reducing inequalities (section 14T);

g)

Duty to promote the involvement of each patient (section 14U);

h)

Duty as to patient choice (section 14V);

i)

Duty as to promoting integration (section 14Z1);

j)

Public involvement and consultation (section 14Z2).

The CCG will also need to specifically, in respect of the delegated functions
from NHS England, exercise those in accordance with the relevant provisions
of section 13 of the NHS Act, those are set out as follows:
 Duty to have regard to impact on services in certain areas (section 13O);
 Duty as respects variation in provision of health services (section 13P);

2.5

The Committee is established as a committee of the Governing Body of NHS
Liverpool CCG in accordance with Schedule 1A of the “NHS Act”.

2.6

The members acknowledge that the Committee is subject to any directions
made by NHS England or by the Secretary of State.

3.0

Role of the Committee

3.1

The Committee has been established in accordance with the above statutory
provisions to enable the members to make collective decisions on the review,
planning and procurement of primary (medical) care services in NHS
Liverpool CCG, under delegated authority from NHS England.

3.2

In performing its role, the Committee will exercise its management of the
functions in accordance with the agreement entered into between NHS
England and NHS Liverpool CCG, which will sit alongside the delegation and
terms of reference.

3.3

The functions of the Committee are undertaken in the context of a desire to
promote increased co-commissioning to increase quality, efficiency,
productivity and value for money and to remove administrative barriers.

3.4

The role of the Committee shall be to carry out the functions relating to the
commissioning of primary medical services under section 83 of the NHS Act.

3.5

This includes the following:
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a. GMS, PMS and APMS contracts (including the design of PMS and APMS
contracts, monitoring of contracts, taking contractual action such as issuing
branch/remedial notices, and removing a contract);
b. Newly designed enhanced services (“Local Enhanced Services” and
“Directed Enhanced Services”);
c. Design of local incentive schemes as an alternative to the Quality Outcomes
Framework (QOF);
d. Decision making on whether to establish new GP practices in an area;
e. Approving practice mergers; and
f. Making decisions on ‘discretionary’ payment (e.g., returner/retainer
schemes).
3.6

The CCG will also carry out the following activities:
a) To plan, including needs assessment, primary medical care services in
NHS Liverpool CCG;
b) To undertake reviews of primary medical care services in NHS Liverpool
CCG;
c) To co-ordinate a common approach to the commissioning of primary care
services generally;
d) To manage the budget for commissioning of primary medical care services
in NHS Liverpool CCG.

3.7

The scope of primary care decision making may include, but not restricted to:


Primary Care infrastructure funds;



Primary Care re-allocation costs;



Extended access schemes;



Enhanced contracts including the Quality Contract;



Primary care support schemes;



Boundary changes;



GPIT;



Procurements (APMS);



Primary Care Network (PCN) development & utilisation of development
funds.
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3.8

The Committee will also:


Hold responsibility for overseeing delivery of the GP Five Year Forward
View; including approving funding applications against the investment fund
(these delegations will follow the usual sign off process for approval of the
financial envelope);



Oversee the development and delivery of Primary Care Networks (in
conjunction with the Group’s Operational Plan);



Oversee the development and delivery of primary care initiatives;



Oversee the investment and capital requirements of the primary care
estates; this includes setting out the capital and revenue consequences for
a three year timeline; and



Approve estates bids for notional rent.

3.9

The Committee will receive a summary of CQC reports pertaining to GP
practices commissioning services in the Liverpool area, and receive
assurance from the practice that any actions highlighted by CQC are being
addressed. The Committee may also receive recommendations from the
Performance & Quality Committee which may require action to be taken in
relation to contractual levers.

4.0

Geographical Coverage

4.1

The Committee will comprise the NHS Liverpool CCG area covering the City
of Liverpool (geographically coterminous with Liverpool City Council).

5.0

Membership

5.1

The Committee shall consist of:








The lay member with responsibility for Finance
The lay member with responsibility for Governance
The lay Member with responsibility for Patient and Public Involvement
The Non-Executive Nurse
Chief Officer
Chief Finance & Contracting Officer
Director of Quality, Outcomes & Improvement

5.2

The Chair of the Committee shall be the lay member with responsibility for
Finance from NHS Liverpool CCG. The Deputy Chair will be the lay member
for Governance.

5.3

The following will also be invited to be in attendance at the Committee but will
have no voting rights:
32

441

 Director of Planning, Performance & Delivery (CCG);
 GP Director(s)
 CCG Chair
 A representative from the Liverpool Medical Committee;
 A representative from NHS England;
 A representative from Liverpool Healthwatch
The Committee may call additional experts to attend meetings on an ad-hoc basis
to inform discussions.
6.0

Meetings and Voting

6.1

The Committee will operate in accordance with the CCG’s Standing Orders.
The Secretary to the Committee will be responsible for giving notice of
meetings. This will be accompanied by an agenda and supporting papers and
sent to each member representative no later than 5 days before the date of
the meeting. When the Chair of the Committee deems it necessary in light of
the urgent circumstances to call a meeting at short notice, the notice period
shall be such as s/he shall specify.

6.2

Members would normally attend meetings and it is expected that members will
attend a minimum of 75% of meetings per annum barring any exceptional
circumstances.

6.3

Each member of the Committee shall have one vote. The Committee shall
reach decisions by a simple majority of members present, but with the Chair
having the deciding vote, if necessary. However, the aim of the Committee will
be to achieve consensus decision-making wherever possible.

6.4

If voting members are conflicted this will be managed as part of Section 8.2 of
the Constitution and the Managing Conflicts of Interest Policy. The Committee
will seek assurance that conflicts of interest have been managed in papers
which have been submitted to the Committee from other groups; in particular
working groups for the out of hospital strategy whereby the schemes these
groups develop may come to the committee for approval.

6.5

Members of the Committee have a collective responsibility for the operation of
the Committee. They will participate in discussion, review evidence and
provide objective expert input to the best of their knowledge and ability, and
endeavour to reach a collective view.

6.6

The Committee may delegate tasks to such individuals, sub-committees or
individual members as it shall see fit, provided that any such delegations are
consistent with the parties’ relevant governance arrangements, are recorded
in a scheme of delegation, are governed by terms of reference as appropriate
and reflect appropriate arrangements for the management of conflicts of
interest.
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6.7

Members of the Committee shall respect confidentiality requirements as set
out in the CCG’s Constitution or Standing Orders.

6.8

The Committee will present its minutes to each formal Governing Body of
NHS Liverpool CCG for information, including the minutes of any subcommittees to which responsibilities are delegated. Minutes are also shared
with NHS England representatives via attendance at the meetings.

6.9

The CCG will also comply with any reporting requirements set out in its
constitution.

6.10 The Terms of Reference of the Committee (including membership) shall be
reviewed on an annual basis (or earlier if changes are made to national
guidance) to reflect the experience of the Committee in fulfilling its functions.
6.11 All revisions will be submitted to (and approved by) the CCG’s Governing
Body.
7.0

Quorum

7.1

The meeting will achieve quorum if a minimum of four members are present,
and must include:


Two lay members (one of whom should be the committee chair or deputy
chair), the Chief Finance and Contracting Officer, or the Director of Quality &
Performance, the Chief Officer, or the Non-Executive Nurse.

7.2

Should a member not be able to attend a Committee meeting, apologies in
advance of the meeting must be provided to the Committee administrator and
notified to the Committee Chair.

7.3

In ensuring an appropriate quorum, the Committee will take into account of
and work in line with the Group’s Conflicts of Interest Policy and associated
statutory arrangements for managing Conflicts of Interest.

8.0

Frequency of meetings

8.1

The Committee shall meet on an ad-hoc basis and no less than quarterly/four
times per financial year. The Chair of the Committee may arrange
extraordinary meetings at his/her discretion.

8.2

Meetings of the Committee shall:
a) Be held in public, subject to the application of 23(b);
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b) The Committee may resolve to exclude the public from a meeting that is
open to the public (whether during the whole or part of the proceedings)
whenever publicity would be prejudicial to the public interest by reason of
the confidential nature of the business to be transacted, or for other
special reasons stated in the resolution and arising from the nature of that
business or of the proceedings or for any other reason permitted by the
Public Bodies (Admission to Meetings) Act 1960 as amended or
succeeded from time to time.
9.0

Accountability of the Committee

9.1

For the avoidance of doubt, the Delegation will prevail in the event of any
conflict between the terms of the Delegation and these Terms of Reference
and/or the Standing Orders of Standing Financial Instructions of any of the
members.

9.2

The Committee will make decisions to support capital expenditure supported
by full understanding of the recurrent revenue consequence over the lifetime
of the investment.

9.3

The Committee will have delegated authority to approve on behalf of the
Governing Body the formulation and delivery of the primary care investment
and any associated investment into primary care services and primary care
networks.

9.4

The Committee will comply with any reporting and escalation requirements as
set out in the Group’s Constitution.

9.5

The Committee will be subject to the NHS England Internal Audit Framework
for Delegated CCGs.

10.0

Procurement of Agreed Services

10.1 The detailed arrangements regarding procurement will be set out in the
delegation agreement.
11.0

Decisions of the Committee

11.1 The Committee will make decisions within the bounds of its remit.
11.2 The decisions of the Committee shall be binding on NHS England and NHS
Liverpool CCG.
11.3 When considering decisions the Committee should assure itself that the
decisions it makes are in line with the Group’s commissioning strategy and
with the wider system estates strategy and will deliver sustainable
transformation in accordance with the Local Delivery Plan.
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11.4 The Committee will review its performance on an annual basis.

12.0

Status of these Terms of Reference
Version 1

11/12/2019

Date approved by the Governing Body

__________

Date of next review

__________
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PERFORMANCE AND QUALITY COMMITTEE TERMS OF REFERENCE
1.0

Constitution

1.1

The NHS Liverpool Clinical Commissioning Group’s Performance & Quality
Committee (hereby referred to as The Committee) has been established in
accordance with the Clinical Commissioning Group’s constitution.

1.2

These terms of reference set out the Committee’s membership, its role,
responsibilities and reporting arrangements and shall have effect as if
incorporated into the Clinical Commissioning Group’s constitution and
standing orders.

1.3

This Committee will consider CCG performance in respect of finance, quality
contracting and assurance framework performance

2.0

Membership

2.1

The Committee shall consist of not less than the following core members:








2.2

The Non-Executive Nurse Member (Chair)
The lay member with responsibility for Finance (Deputy Chair)
The Secondary Care Consultant
2 GP Directors
The Chief Finance and Contracting Officer
The Director of Quality, Outcomes and Improvement
The Director of Planning, Performance & Delivery

The following officers will be in regular attendance at the meeting but will have
no voting rights:
 Head of Planning, Performance & Delivery
 Lead Nurse / Deputy Chief Nurse
 Evidence and Effectiveness Lead or equivalent

2.2

In addition, other senior specialist managers may attend from time to time to
provide specialist advice and support depending on the agenda:








Head of Contracts and Procurement
Deputy Chief Finance Officer
Designated Safeguarding Leads;
Engagement and Patient Experience Lead
Quality & Performance Specialists
GP Quality Lead
GP Prescribing Lead

37

446

3.0

Attendance

3.1

Members would normally attend meetings and it is expected that members will
attend a minimum of 75% of meetings per annum barring any exceptional
circumstances. Deputising arrangements must be agreed by the Chair and the
Chair may invite other officers of the CCG to attend for particular agenda
items.

3.2

Should either the Chair or Deputy Chair be unable to attend a meeting, a
deputising GP Director must be nominated to Chair the meeting.

4.0

Quorum

4.1

The meeting will achieve quorum if at least six members are present including
a clinician and one lay member. All members specified have full voting rights.

4.2

Should a member not be able to attend a committee meeting, apologies in
advance must be provided to the Chair and the status of formal acting up
status of any representative attending in their place must be communicated.
An officer in attendance for a committee member but without formal acting up
status may not count towards the quorum.

5.0

Frequency and Notice

5.1

Meetings shall be held on a monthly basis. However, the Chair of the
Committee may arrange extraordinary meetings at their discretion. A schedule
of pre-arranged meetings will be distributed to all members on an annual
basis.

5.2

Except as outlined in these terms of reference, meetings of the Committee
shall be conducted in accordance with the provisions of Standing Orders,
Reservation and Delegation of Powers and Standing Financial Instructions
approved by the CCG Governing Body and reviewed from time to time.

6.0

Authority

6.1

The Committee is authorised to:
 Investigate any activity within its terms of reference and produce an
annual work programme to discharge its responsibilities;
 Take responsibility for ensuring compliance with the principles of good
governance and the groups’ constitution when undertaking its terms of
reference;
 Establish and approve the terms of reference of such sub-reporting
groups, or task and finish groups as it believes are necessary to fulfil its
terms of reference;
 Develop and agree an annual work programme for the Committee.
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7.0

Duties

7.1

The scope of the quality aspects of the Committee includes gaining assurance
that:
 The quality governance assurance framework, including clinical
governance arrangements, whereby providers are held to account is
effective and in line with national guidance;
 The quality of all commissioned care is monitored and continuously
improved, with recommendations being made for corrective action where
concerns have been identified;
 Exception reports are received and reviewed relating to the quality of
commissioned services including performance against CQUINs, patient
experience (including complaints and compliments) and clinical
performance and outcome indicators;
 Effective quality surveillance systems and processes are in place for all
commissioned services including quality assurance visits ;
 That the findings of regulatory inspections of commissioned services
primarily, but not exclusively, by the Care Quality Commission are
reviewed by the Committee and resulting action plans monitored;
 The CCG is assisting and supporting NHS England in their duty to
improve the quality of primary care;
 There are robust systems and processes in place to safeguard adults and
children and with specific regard to the application of the Mental Capacity
Act and the Deprivation of Liberty and SEND;
 The process for the review of serious incidents (SIs) and Never Events is
in line with national guidance and includes analysis of themes and trends
in commissioned services along with robust action plans and assurance
processes to prevent re-occurrence;
 The SI Review Group process for the consideration and approval of
recommendations for closure of SIs is robust;
 The Safeguarding Annual Report demonstrates that the CCG has
discharged its statutory duties in relation to safeguarding children, young
people and adults in the city of Liverpool.

7.2

The scope of the performance aspects of the Committee includes gaining
assurance that:
 The CCG’s Operational Plan is being delivered and remedial action taken
as necessary;
 Financial performance and reporting requirements are monitored in
relation to key national targets and NHS England’s planning and
assurance frameworks;
 Progress is being maintained against key national, regional and local
targets for service improvement, with a particular focus on external
regulatory requirements;
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 Provider contract performance, productivity and efficiency programmes
and overall use of resources are adequately monitored;
 Approved annual budgets and financial plans are being delivered within
agreed planning assumptions:
 The levers for driving cost and quality improvements are being identified
and managed;
 Annual compliance against the National Data Guardian’s ‘10 data security
standards’ / Data Security and Protection Toolkit submission will be
achieved;
 Targets are being set for service improvement opportunities and initiatives
embedded;
 Risks to delivery of contractual requirements are identified and mitigated.
7.3

The Committee will exercise specific financial monitoring and planning duties,
which will include the following:





7.4

Recommend sign-off of the CCG annual budget (including level of pay
and non-pay expenditure) to the Governing Body;
Ensure risks of exceeding expenditure limits are identified and that
recommendations for immediate remedial action are agreed for
consideration and assurance by the Governing Body;
Monitor and assure the delivery of Cash Releasing Efficiency Savings
(CRES);
Receive regular reports on Pooled Budget Arrangements as
appropriate to the CCG.

In addition to the above, the Committee will:





Review any relevant risks included in the Corporate Risk Register and
Governing Body Assurance Framework, ensuring that effective
mitigating actions are in place;
Review any relevant issues relating to performance, quality or finance
included in the Corporate Issues Log, ensuring that effective mitigating
actions are in place;
Maintain, monitor and review the Committee’s risk register, ensuring
effective mitigating strategies are in place;
Present the Committee’s risk register to the Audit & Risk Committee for
review (bi-annually).

7.5

The committee has a responsibility to manage conflicts or potential conflicts of
interest when these are declared in the meeting by following the CCG’s
Managing Conflicts of Interest Policy.

8.0

Reporting

8.1

The Committee will have the following reporting responsibilities:
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 To ensure that the minutes of its meetings are formally recorded and
submitted to the CCG Governing Body;
 To bring to the attention of the Governing Body in a separate report, any
items of specific concern which require the Governing Body’s approval to
act;
 To provide exception reports to the Governing Body, highlighting any key
developments /achievements or potential risks/ issues;
 To receive the minutes and exception reports of the Performance &
Quality Sub-Committee;
 To receive the minutes and exception reports of the CCG’s Information
Governance Steering Group.
9.0

Monitoring Compliance

9.1

The Performance & Quality Committee shall submit an annual report to the
CCG Governing Body, incorporating progress, reporting arrangements,
frequency of meetings and membership attendance.

9.2

The Committee will develop a work plan with specific objectives which will be
reviewed regularly and formally on an annual basis. The Committee will also
review its performance against its objectives and the ‘’effective committee’’
checklist on an annual basis, submitting its findings to the Audit & Risk
Committee for assurance purposes.

10.0

Reviewing Terms of Reference

10.1

These Terms of Reference will be reviewed annually.

11.

Status of these Terms of Reference
Version 1

11/12/2019

Date approved by the Governing Body

__________

Date of next review

__________
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CLINICAL EFFECTIVENESS COMMITTEE TERMS OF REFERENCE
1.0 Constitution
1.1

The Clinical Effectiveness Committee (hereby referred to as The Committee)
is a Committee of NHS Liverpool Clinical Commissioning Group. It has been
established in accordance with the Clinical Commissioning Group’s
constitution.

1.2

These terms of reference set out the Committee’s membership, its role,
responsibilities and reporting arrangements and shall have effect as if
incorporated into the clinical commissioning group’s constitution and standing
orders.

2.0

Purpose

2.1

The Committee will assist the CCG in the exercise of its functions relating to
the provision of healthcare and related services by:
 Providing assurance that the CCG is developing clinical policies in line
with the organisations strategic direction and in accordance with national /
local priorities
 Overseeing effective use of resources for clinical purposes
 Providing oversight of the implementation of prescribing policies
 Advise the Governing Body on latest clinical evidence in decision making
 Prioritising clinical policy implementation
 Providing advice on evidence and effectiveness when setting quality
standards (including CQUIN) and the Quality Strategy
 Promoting research and innovation

3.0

Membership

3.1

The Committee shall consist of not less than the following core members:






3.2

Secondary Care Consultant Member (Chair)
Lay member with responsibility for Audit (Deputy Chair)
2 GP Directors
Director of Quality, Improvement & Outcomes
Public Health Consultant

The following will be in regular attendance at the meeting but will have no
voting rights:





Senior Medicines Optimisation Manager
Research & Development Lead
Director of Planning, Performance & Delivery
Clinical Lead for Quality
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 Clinical Lead for Prescribing
 Other senior specialist managers
4.0

Attendance

4.1

Members would normally attend meetings and it is expected that members will
attend a minimum of three out of every four meeting per annum barring any
exceptional circumstances. Deputising arrangements must be agreed by the
Chair and the Chair may invite other officers of the CCG to attend for
particular items.

4.2

Should either the Chair of the Committee or Deputy Chair be unable to attend
a meeting, a deputising GP Director must be nominated.

5.0

Quorum

5.1

The meeting will achieve quorum if at least four core members are present,
including at least one Clinician and one lay member.

5.2

Should a member not be able to attend a committee meeting, apologies in
advance must be provided to the Chair and the status of formal representative
attending in their place must be communicated. An officer in attendance for a
committee member but without formal acting up status may not count towards
the quorum. Deputising arrangements must be agreed by the Chair of the
Committee.

6.0

Frequency & Notice

6.1

The Committee shall meet four times per year. However, the Chair of the
Committee may arrange extraordinary meetings at their discretion. A schedule
of pre-arranged meetings will be distributed to all members on an annual
basis.

6.2

Except as outlined in these terms of reference, meetings of the Committee
shall be conducted in accordance with the provisions of Standing Orders,
Reservation and Delegation of Powers and Standing Financial Instructions
approved by the Council of Members/Governing Body and reviewed from time
to time.

7.0

Authority

7.1

The Committee is authorised to:
 investigate any activity within its terms of reference and produce an
annual work programme to discharge its responsibilities;
 take responsibility for ensuring compliance with the principles of good
governance and the groups’ constitution when undertaking its terms of
reference;
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 establish and approve the terms of reference of such sub-reporting
groups, or task and finish groups as it believes are necessary to fulfil its
terms of reference.
8.0

Duties
 Provide assurance to the CCG’s Governing Body that clinical policy and
guidance are being developed and implemented.
 Approve clinical policies where the updates or changes do not result in
material changes to clinical commissioning decisions and do not change
any thresholds that impact on treatment for patients. Where the policy
change does change clinical commissioning decisions and/or thresholds
for treatment for patients these should be approved by the Governing
Body, following recommendation from the Committee. All polices that
impact on the de-commissioning of services will be approved by the
Governing Body.
 Receive assurance on the appropriateness of prescribing policies.
 To seek assurances that clinical recommendations on investment and
disinvestment in services are based on rigorous assessment of clinical
effectiveness, evidence base, best practice, affordability and health
benefit / outcome.
 Ensure that effective evaluation systems and processes are in place to
assess the appropriateness of the CCGs priorities. Measure the impact
and outcomes of commissioning decisions in line with Right Care
priorities.
 To receive assurances that clinical business cases are sound and are
compiled ensuring appropriate clinical policies are in place.
 To be assured that best practice in relation to NICE and other clinical
guidance, high level inquiries and confidential inquiries are considered
and clinical decisions are made in line with resources available.
 The Committee will have full authority to commission any reports or
surveys it deems necessary to help fulfil its obligations.
 To establish the necessary sub-groups / working groups to progress the
duties of the Committee.
 The Committee will conduct its business in accordance with any national
guidance and relevant codes of conduct/good governance practice as
appropriate.
 The Committee will agree an annual programme of work.
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9.0

Conflicts of interest
The Committee will seek assurance that for every interest declared, either in
writing or by oral declaration, arrangements are in place and have been
implemented to manage the conflict of interests or potential conflict of
interests, to ensure the integrity of the Clinical Commissioning Group’s
decision making processes.
The Clinical Effectiveness Committee will periodically seek assurances on the
review of declarations of interest against the register of interests and the
assessment of risk relating to interests.

10.0

Reporting

10.1

The minutes of Committee meetings shall be formally recorded and submitted
to the CCG Governing Body. On occasion, a more detailed report may be
required.

10.2

The Committee shall receive highlighted reports from the following SubCommittees/Groups:





Individual Funding Review Panels;
Medicines Optimisation Committee;
Medicines Management Working Group;
Any necessary sub-groups/working groups created within the Committee’s
Terms of Reference, to include (but not be limited to) the Right Care
Working Group.

11.0

Monitoring Compliance

11.1

The terms of reference of the Committee shall be reviewed by the CCG
Governing Body six months after the inaugural meeting and at least annually
thereafter. The Committee shall contribute to the CCG annual report,
incorporating progress, reporting arrangements, frequency of meetings and
membership attendance.

11.2

The Committee will develop a work plan with specific objectives which will be
reviewed regularly and formally audited on an annual basis. The Committee
will develop a work plan with specific objectives which will be reviewed
regularly and formally on an annual basis. The Committee will also review its
performance against its objectives and the ‘’effective committee’’ checklist on
an annual basis, submitting its findings to the Audit & Risk Committee for
assurance purposes.

12.0

Reviewing Terms of Reference

12.1

The terms of reference of the Committee (including membership) shall be
reviewed and approved by the Governing Body at least annually.
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13.0

Status of these Terms of Reference

Version 1

11/12/2019

Date approved by the Governing Body

__________

Date of next review

__________
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PEOPLE AND COMMUNITY VOICE COMMITTEE TERMS OF REFERENCE
Liverpool CCG has a duty and a desire to involve people, communities and
stakeholders. Opening up two-way engagement channels with our population
enables us to understand health needs, experiences and aspirations. Engagement
and involvement provides essential insight to help people self-care, to inform service
improvement and to address issues regarding quality and patient experience. This is
our statement of Intent as set out in the One Liverpool Strategy.
The CCG will take a system leadership role to ensure that the local NHS is
accountable in terms of its duty to involve and to ensure that services are shaped by
the people who use them. The CCG will join up with Liverpool City Council for a
single commissioning voice for health and care, which calls for an integrated
commissioning approach to involvement.
The People and Community Voice Committee will move involvement from the
margins to the mainstream to inform planning, commissioning and provision of health
services.
1.0

Constitution

1.1

The People and Community Voice Committee (hereby referred to as The
Committee) has been established in accordance with the Clinical
Commissioning Group’s constitution.

1.2

These Terms of Reference set out the Committee’s membership, its role,
responsibilities and reporting arrangements and shall have effect as if
incorporated into the Clinical Commissioning Group’s constitution and
standing orders.

1.3

The purpose of the People and Community Voice Committee is to provide the
CCG Governing Body with strategic leadership, assurance and scrutiny in
relation to its duties to involve patients and the public in shaping NHS services
(as outlined in section 242 (1b) of the National Health Service Act 2006, the
Equality Act 2010 and other relevant legislation).

2.0

Membership

2.1

The People and Community Voice Committee shall consist of the following
members:






2.2

Lay member responsible for Patient and Public Involvement (Chair);
The Non-Executive Nurse (Deputy Chair);
2 GP Directors;
Director of Quality, Outcomes and Improvement;
Director of Strategy, Integration & Communications

The following will be in regular attendance at the meeting but will have no
voting rights:
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2.3

Head of Communications & Engagement
Social Value Lead
Head of Corporate Services & Governance
CCG Equality & Inclusion Service Representative
Senior Medicines Optimisation Manager
Planning & Delivery Team representative

Other attendees (as agreed by the Committee Chair) will include:









Representative from Healthwatch Liverpool
Committee secretary / minute taker
Public representatives (2?)
Liverpool City Council representative
Primary Care Network representative
Liverpool Provider Alliance representative
Liverpool Voluntary and Community Sector representative
Representatives from other relevant partner organisations

3.0

Quorum and attendance

3.1

The meeting will achieve quorum if four members are present, one of whom
must be the Chair/Deputy Chair and at least one GP Director.

3.2

It is expected that members will normally attend a minimum of 75% of
meetings held per annum.

3.3

With the agreement of the Chair, guests may be invited to meetings to present
to the Committee, or to be involved in specific discussions. These invitees will
not have voting rights.

4.0

Frequency
4.1
4.2

The Committee will meet no less frequent than bi-monthly. With
agreement of the Committee, informal ‘development’ sessions may
take place in addition to the main Committee meetings.
Extra-ordinary meetings can be convened if required, in order to fulfil
the CCG’s statutory duties regarding involvement.

5.0

Duties

5.1

The duties of the People and Community Voice Committee will be:
 To provide assurance to the Governing Body on all matters concerning
duties, obligations and responsibilities relating to the patient and public
voice in shaping local health services.
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 To review and advise on the effectiveness and influence of CCG systems
and processes in place for patient and public involvement.
To identify and share good practice in involving and empowering patients,
and to challenge poor engagement practice.
 To ensure compliance with section 242 (1b) of the National Health Service
Act 2006, the Equality Act 2010 and other relevant legislation.
 To promote the views and voices of patients and the public in the work of
the CCG and the wider health and care system
 To identify and manage dependencies with other CCG committees to
ensure integrated approaches to involvement, equalities, social value and
patient experience.
5.2

The committee has a responsibility to manage conflicts or potential conflicts of
interest when they are identified in the meeting by following the CCG’s
Managing Conflicts of Interest Policy.

6.0

Roles and responsibilities

6.1

The specific roles and responsibilities of the People and Community Voice
Committee are to:


Oversee the development and embedding of systems and processes in
relation to the people and community voice and involving patients and the
public in the work of the CCG.



To oversee the development and implementation of the One Liverpool
Engagement plan, co-ordinated by the CCG working in collaboration with
health and care partners.



Explore and implement best practice and choice in accessing ways to
engage and involve;



Promote the CCGs as learning organisations in terms of patient and public
involvement and patient empowerment;



Promote patient empowerment in the review and redesign of NHS
services;



Review, scrutinise and evaluate stakeholder engagement and consultation
plans associated with CCG and North Mersey commissioning
programmes; ensuring they are fit for purpose and allow patients and the
public to have real influence in decision-making;
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Ensure an annual baseline assessment and evaluation of engagement
and involvement effectiveness to inform and measure ongoing
improvement;
 Review stakeholder engagement and pre-consultation plans associated
with CCG commissioned providers, and provide advice and support to
ensure they are fit for purpose;
 Ensure co-production is embedded in the CCG’s strategic commissioning
functions and work with One Liverpool health and care partners to embed
consistent standards and approaches to co-production across the whole
health and care system;
 Ensure GP practices fulfil their patient engagement responsibilities and
activities, including their mandatory involvement in running patient
participation groups;
 Review, scrutinise and evaluate engagement processes for involving
seldom heard groups and those with ‘protected characteristics’, as defined
by the Equality Act 2010 to ensure that the CCGs are meeting their legal
duties;
 Monitor arrangements relating to equality and diversity, to ensure
compliance with statutory obligations, including the production of an
equality annual report and an equality delivery system process;
 Review, scrutinise and evaluate the policy and processes for collating,
analysing and responding to patient experience insight, including
complaints and Freedom of Information, and the collection of other patient
experience data to inform commissioning activity and service
improvements;
 Seek assurance around effective cross-system engagement with local
authorities, provider organisations and the community, voluntary and faith
sector;
 Ensure engagement and involvement dependencies are managed with
other CCG Committees in meeting the CCG’s equality, social value and
involvement duties and requirements;
 Review, scrutinise and evaluate the CCG’s plans and actions for
embedding social value into commissioning intentions and working with
partners on system-wide programmes.

7.0

Accountability

7.1

The Committee is accountable to the Governing Body.
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8.0

Decision making

8.1

Decisions will be made by consensus or by simple majority vote by members.
If member votes are tied, the Chair will have a casting vote.

9.0

Reporting

9.1

The Committee will have the following reporting responsibilities:



To ensure that the minutes of its meetings are formally recorded and
submitted to the CCG Governing Body;
To bring to the attention of the Governing Body in a separate report,
any items of specific concern which require the Governing Body’s
approval to act.

10.0

Monitoring Compliance

10.1

The People and Community Voice Committee shall submit an annual report to
the CCG Governing Body, incorporating progress, reporting arrangements,
frequency of meetings and membership attendance.

10.2

The Committee will develop a work plan with specific objectives which will be
reviewed regularly and formally on an annual basis. The Committee will also
review its performance against its objectives and the ‘’effective committee’’
checklist on an annual basis, submitting its findings to the Audit & Risk
Committee for assurance purposes.

11.0

Administration and support

11.1

Agendas for meetings (with accompanying documentation) shall be circulated
before each meeting.

11.3

Administrative services to the Committee will be provided by the secretariat
under the direction of the senior manager responsible for patient and public
involvement, who will also ensure the necessary advice and information is
available, including independent external advice where required.

12.0

Reviewing Terms of Reference

12.1

These Terms of Reference will be reviewed annually.
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13.0

Status of these Terms of Reference

Version 1

11/12/2019

Date approved by the Governing Body

__________

Date of next review

__________
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Committees in Common
Terms of Reference
The CCG Committees in Common Committee is established in
accordance with each Clinical Commissioning Group’s Constitution,
Standing Orders and Scheme of Delegation. These terms of reference
set out the membership, remit, responsibilities and reporting
arrangements of the Committee and shall have effect as if incorporated
into the CCG’s Constitution and Standing Orders.
This will operate as a Committees in Common across NHS Knowsley
CCG, NHS Liverpool CCG, NHS South Sefton CCG and NHS England.
1.

Membership
 Liverpool CCG (3 members – at least two of which are from the
Governing Body)
 Knowsley CCG (3 members – at least two of which are from the
Governing Body)
 South Sefton CCG (3 members – at least two of which are from
the Governing Body)
 Southport & Formby CCG (3 members – at least two of which are
from the Governing Body)
 NHSE (2 members with senior responsibility for commissioning
specialised services)

Co-opted Members (non-voting)
 Liverpool LA (1 member)
 Knowsley LA (1 member)
 Sefton LA (1 member)
In attendance (non-voting)
Managerial and clinical leads from each CCG.
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2.

Remit and responsibilities of the Committees

The Committees in Common is responsible for considering the options
for changes to the delivery of services across the population of North
Merseyside taking full account of the work of each CCG and service
providers where services cover the North Mersey population.
The Committees will identify and make recommendations on a preferred
option(s) where appropriate, taking account of the quality on equality
impact assessment.
The Committees will then steer and support the engagement and
consultation process for the changes in services, and recommend
conclusions to each host statutory body for approval and
implementation.
The host statutory bodies are NHS Knowsley CCG, NHS Liverpool CCG,
NHS South Sefton CCG and NHS England.
3.

Decision making / governance

This is not a decision making body. The Committees in Common will be
charged with making recommendations to their respective Governing
Bodies / membership as per their constitution.
Recommendations will not be supported by the Committee(s) unless at
least one member from each CCG and NHSE supports the decision.
4.

Quorum

The Committees will be quorate if at least six (6) full members are
present, to include at least one member from each CCG and NHSE.
If a meeting is inquorate, the decision will be referred to the following
meeting. If this subsequent meeting is inquorate due to the absence of
the same organisation, then the decision as made by the inquorate body
will stand.
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Decision making will be by consensus as far as possible. However, if
consensus cannot be reached and a vote is required, then each full
member will have one vote.
5.

Chairing

The meeting will be chaired by one of the three (3) CCG Lay or Clinical
members where possible, otherwise the Chief Officer of the host CCG.
6.

Administration and frequency of meetings

The Committees will be administered by Liverpool CCG and will meet on
a bi-monthly basis or more frequently as required.
7.

Reporting

Formal reporting arrangements will be agreed within each CCG and
NHSE.
8.

Conduct

All members are required to make open and honest declaration of their
interests at the commencement of each meeting or to notify the
Committee Chair of any actual, potential or perceived conflict in advance
of the meeting.
A register of such interests will be recorded and maintained.
All members are required to uphold the Nolan Principles and all other
relevant NHS Code of Conduct requirements.
9.

Review

These terms of reference will be reviewed every six (6) months from
November 2014.

Latest version – June 2019
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Review date: December 2019
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APPENDIX 1
CORPORATE GOVERNANCE
BOARD AND COMMITTEES ADMINISTRATION GUIDE
1.0

INTRODUCTION

NHS Liverpool CCG has a system of corporate governance based on legislation, its
Constitution, the Standing Orders of the Governing Body, the scheme(s) of
delegation and the various Terms of Reference of its Committees.
Our Constitution states that “the CCG will at all times observe “such generally
accepted principles of good governance” in the way it conducts its business.” These
include The Good Governance Standard for Public Services. The Good Governance
Standard for Public Services comprises six core principles of good governance, each
with its supporting principles. One of the core principles is that “good governance
means taking informed, transparent decisions and managing risks”. This includes:
 Being rigorous and transparent about how decisions are taken;
 Having and using good quality information, advice and support;
 Making sure that an effective risk management system is in operation
This guidance aims to help those responsible for the servicing of the decisionmaking structures (Board, Governing Body, Committees etc.) support those
structures in complying with these principles. It is of particular relevance to
Committee Chairs, Lead Officers and Business Support staff.
2.0

STRUCTURE OF THIS GUIDANCE

The sections of this guidance follow the general route of the conduct of a Board or
Committee:









Terms of Reference
Agree an agenda
Receive the reports/papers
Distribute papers to Members
Conduct meeting
Record declarations of interest and all outcomes of declarations
Record risks
Record the events, especially decisions, of the meeting

A number of standard template documents, which should be used for all meetings in
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the governance structure, are attached as appendices.
3.0

TERMS OF REFERENCE

The terms of reference (ToR) of a committee (or in the case of the Governing Body,
its ‘Standing Orders’), is an important document which describes how the committee
is organised, what its duties and responsibilities are and what accountability it has
and to whom. The ToR should also set out the committee membership (voting/nonvoting), the frequency of meetings and, most importantly, the purpose and authority
of the committee.
3.1 Committee Membership
Membership of the Committee must be clearly set out in the ToR, with individuals
being identified by their job title/role. If the identified member wishes to nominate a
deputy to attend the Committee in their place, the nominated deputy must also be
set out in the ToR, again identified by their job title or role within the organisation.
3.2 Committee Workplan
All Liverpool CCG Terms of Reference include a requirement for the committee
to produce an ‘annual workplan’ (including standard agenda items) for the year
ahead. Each committee’s workplan will reflect its principal duties and acts as a
‘map’ in terms of how it has met its objectives and discharged its functions over
the course of the financial year. This is also a key piece of ‘evidential’ assurance
for the Governing Body (or Board) on how the committee has performed against
its workplan and objectives over the year.
3.4 Statutory & Non-Statutory Committees of the Governing Body
The Terms of Reference for the three statutory committees of Liverpool CCG
(Audit, Remuneration and Primary Care Commissioning) are included in our
Constitution and their ToR can not be amended without applying to NHS England
for a variation to the Constitution. The ToR for the remaining ‘non-statutory’
committees of the Governing Body (included in this Governance Handbook),
however do not form part of the CCG’s Constitution and can be changed
depending on business need or in response to changes in our decision-making
arrangements (for example, jointly working with other CCGs).
3.5 Changes to Committee Terms of Reference
Any changes proposed to committee Terms of Reference should initially be
discussed with the Head of Corporate Services and Governance to ensure
compliance with the Scheme of Reservation & Delegation (SoRD) and to avoid
any duplication of purpose, responsibility or accountability. Amendments to a
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ToR should be properly presented to the committee in question, fully considered
by members and approved by the committee before presentation to the CCG
Governing Body for its approval.
ToRs are public documents, either by being appended to the CCG’s constitution or
being included in the CCG Governance Handbook required by NHSE (which must
be available on our website). The agreed amendments should then be reported to
the Board and the ToR, as amended, published appropriately.
The Terms of Reference contained within this Governance Handbook are
representative of Liverpool CCG’s most current template.
4.

AGREE AN AGENDA

The Chair of the Committee / Board will agree an agenda for the meeting well in
advance (in some cases in conjunction with a member of the Senior Leadership
Team or other senior lead). Report authors are usually given sufficient notice of
deadlines to submit reports or presentations for inclusion on agendas.
Standard items on an agenda, either at every meeting or on an agreed schedule,
should include:








Apologies for absence;
Declarations of interest;
Minutes of previous meeting(s);
Matters arising and action log;
Committee Risk Register and report;
Any other business;
Future meetings

The Governing Body receives regular reports on the committees’ activities and
decisions in line with the reporting arrangements detailed within the Terms of
Reference. Generally, the committee Chair will agree with members the matters
that should be brought to the attention of the Governing Body by exception. It is
also standard practice for Liverpool CCG’s Governing Body to formally receive
copies of the agendas and minutes of each committee as part of the agenda pack.
5.0

REPORTS/PAPERS

Liverpool CCG’s standard Committee Reporting Template is structured specifically
as an ‘easy reference’ guide to enable readers to quickly comprehend the paper’s
purpose (i.e. decision, discussion, for noting or assurance) and how the subject links
to corporate risk, strategic objectives or the delivery of operational plans.
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Lead Officers and Chairs should be mindful of the numbers of reports to committees
which are ‘for noting’ as this may well be symptomatic of weak governance
arrangements. Standard practice for reporting to committees and the CCG’s
Governing Body includes the following requirements:
 All reports to be circulated with papers for a committee/Board meeting
should be in the standard format as set out in the template at
Appendix 1;
 All documents being presented to the committee/Board must have a
covering report in the standard format. For example, if a policy is being
presented for approval, a covering report must preface it, setting out the
required details and statements and outlining the key points in the policy.
The policy, or other document, forms an appendix to the report;
 It is now the law for the NHS and adult social care services to comply with
Accessible Information Standard (AIS). All reports must follow the AIS.
Guidance on how to comply with the requirements of the AIS can be found
at https://www.england.nhs.uk/ourwork/accessibleinfo/
 Reports, and their attachments, must be sent to the committee secretary in
sufficient time to enable checking of compliance with format and the
collation of all reports ready for circulation to the committee/Board members.
The committee secretary will generally make all stakeholders aware of the
deadline for papers well in advance.
It is essential that all papers are circulated to Members in a timely fashion to give
them long enough to read them and prepare for the meeting. Terms of Reference
for all Committees will include a clause stating that “agenda and supporting papers
will be circulated to all Members at least X working days before the date of the
meeting”.
6.0

CONDUCT OF THE MEETING

Meetings are conducted through the committee/Board Chair, who manages all
contributions from members and officers in attendance. The Chair should promote
an environment of openness and challenge, where all members’ contributions are
encouraged and welcomed.
The Chair should ensure that the committee/Board formally makes and records
decisions, taking a report’s recommendation(s) as its basis. Voting is not always
necessary, as a consensus of the members is equally valid. It is essential, however,
that the resolution is made and recorded in the minutes.
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7.0

DECLARATIONS OF INTEREST

Rigorous and consistent management of declarations of interest in meetings is
essential. Failing to follow all the procedures set out here will leave the CCG open to
judgements of non-compliance with NHSE’s Statutory Guidance or accusations of
impropriety. Ultimate responsibility for this lies with the Chair.
All interests declared during a meeting will be recorded in the minutes and will detail:





Who has declared the interest;
The nature of the interest and why it gives rise to a conflict;
The item(s) on the agenda to which the interest relates;
How the conflict was managed (for example, recording at what point in the
meeting a particular individual left or returned to the meeting).

The Chair will review the declared interests of the Board/Committee Members
before the meeting to check for potential conflicts arising from the agenda items.
During the meeting, the Chair will ask attendees if there are any declarations
of interests relating to any matters on the meeting’s agenda (members are
expected to declare any interest that gives rise to a potential conflict, even if
the interest has been declared previously, and which item(s) on the agenda
the interest relates to). In the event a declaration is made, the following steps
will be taken:
 The Chair will decide how any arising conflicts should be managed;
 The minute taker at the meeting will record all matters relating to
declaration of interest as in the bullet points above (including where no
declarations have been made or issues raised);
 A record of declarations of interest must be forwarded to the
Corporate Services & Governance Team.
 A template “Chair’s” checklist and record is included as Appendix 2.
8.0

RISKS

Good risk management is good governance and all Board/Committee meetings
should consider their critical risks as part of their business. The Liverpool CCG Risk
Management Framework is based on a structure of Strategic (Governing Body),
Corporate (Committee) and Programme (Operational) risks.
The CCG’s Risk Management Framework – (December 2019) requires a consistent
approach to the management of risks across all groups (this includes the use of a
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standard risk register format across all committees and directorates). The Chair’s
role in managing risks in committee meetings is to:


Ensure that members have adequately reviewed risks, challenging
inconsistencies and gaps in control/assurance where appropriate;



Ensure the committee/Board holds risk owners to account for managing
their assigned risks;



Ensure that any new and emerging risks are fully considered (and
recorded / reported as appropriate);



Ensure that the committee/Board “approves” the risk register and
the ongoing management of the risks;

Each committee should have a ‘lead officer’ whose role in managing risks for that
committee includes:

9.0



Ensuring that risks on the committee’s risk register are being actively
managed by risk owners (including any risks they own);



Providing the committee with a summary of changes to risks that have
taken place since the last reporting period;



Identifying any new and emerging risks or changes to current risks;

RECORD OF THE MEETING/MINUTES

The CCG’s ‘house style’ of writing minutes is to record the substantive discussion
against each item as well as any decisions made and/or actions allocated. Draft
minutes of a meeting will be available to the Chair usually within 5 working days after
the date of the meeting.
Once approved by the Chair, the draft minutes and the actions log will be sent to
members and officers to progress their actions ahead of the next meeting. Minutes
should be formally approved at the next meeting of the Board/Committee.
All committees will report by exception on the business conducted at its meetings to
the next subsequent Governing Body meeting in line with the agreed reporting
schedule.
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APPENDIX 2 – COMMITTEE REPORTING TEMPLATE

Report no:
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
XXX COMMITTEE
Date of Meeting
Title of Report
Presented by
Report Author
Lead Governor
Senior Leadership
Team Lead
Report Category

Decision ☐

Discussion ☐

Assurance ☐

Information ☐

Purpose of this report
Recommendation(s)
The Committee is asked to:
a)
b)
c)
d)
Is this subject matter confidential? Yes ☐
No ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance
Framework
01
02
03
04
05
06

Commissioning for better health outcomes
Ensure commissioning of high quality, safe and responsive health services
Reduce health inequalities
Ensure maximum value from available resources
Decisions that are evidence-based and evaluated for maximum impact
Maintain the CCG’s reputation and safeguard public confidence
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☐
☐
☐
☐
☐
☐

Executive summary

Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)

Date

Meeting

Decision made / outcome

Were there any conflicts of interest identified at any of the above meetings?

Yes ☐ No ☐
If ‘Yes, please give brief details:

Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this
report or its recommendations?
Are these risks included on the Corporate
Risk Register (CRR) or GBAF?

Yes
☐
☐
☐
☐
☐
☐
☐

No
☐
☐
☐
☐
☐
☐
☐

N/A
☐
☐
☐
☐
☐
☐
☐

☐

☐

☐

If ‘yes’, please provide CRR/GBAF reference number and risk description:
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COMMITTEE NAME
REPORT TITLE
1.

BACKGROUND

2.

PROPOSAL / ADDITIONAL HEADINGS

3.

NEXT STEPS

4.

STATUTORY/LEGAL/REGULATORY REQUIREMENTS (only
applicable to strategy & commissioning papers)
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.

5. EQUALITY IMPACT ASSESSMENT
5.1
5.2

Does the public sector equality duty apply? Yes ☐ No ☐
If ‘no’, please state why.

5.3

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.
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6.

FINANCIAL IMPLICATIONS AND RISK
Describe how this will promote financial sustainability or risks to
delivery of the CCG’s Financial Plan (if applicable).

7.

WORKFORCE IMPLICATIONS
Describe how this will affect internal workforce capacity (e.g.
working at scale, joint working, accommodation etc.) if applicable.

8.

COMMUNICATION REQUIREMENTS
Describe how this will be communicated to staff, stakeholders,
patients and / or public (including timescales).

9.

CONCLUSION

Ends
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Report no: GB 14-20
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 14TH JANUARY 2020
Title of Report
Lead Governor

Risk Management & Assurance Strategy
2019-2020
Fiona Lemmens (Chair)

Senior Management
Team Lead

Jan Ledward, Chief Officer

Report Author

Stephen Hendry, Head of Corporate Services
& Governance

Summary

The purpose of this paper is to present the
updated (interim) Risk Management and
Assurance Strategy for ratification by the
Governing Body in January 2020.

Recommendation

That Liverpool CCG Governing Body:
 Note the content of the report; and
 Approve the interim Risk Management &
Assurance Strategy 2019/2020 as a
corporate document for dissemination to
all CCG staff.

Relevant
standards/targets

The Health and Social Care Act states that:
“The main function of the governing body will
be to ensure that CCGs have appropriate
arrangements in place to ensure they
exercise their functions effectively, efficiently
and economically and in accordance with any
generally accepted principles of good
governance that are relevant to it.”
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RISK MANAGEMENT & ASSURANCE STRATEGY
2019-2020
1.

PURPOSE
The purpose of this paper is to present the updated (interim) Risk
Management and Assurance Strategy for ratification by the
Governing Body in January 2020.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Note the content of the report; and
 Approve the interim Risk Management & Assurance Strategy
2019/2020 as a corporate document for dissemination to all CCG
staff.

3.

BACKGROUND
Risk Management and robust systems of internal control should be
fully embedded at all levels of the CCG. The Risk Management and
Assurance Strategy reflects Liverpool CCG’s philosophy towards
risk and its commitment to good governance, and provides the
framework by which the CCG’s Governing Body receives the
appropriate assurance that risks against the CCG’s corporate and
strategic objectives are consistently being identified, managed and
mitigated.
The interim strategy was considered by the Audit, Risk and
Scrutiny Committee (ARSC) at its December 2019 meeting where
approval was gained for it progress to the Governing Body for
formal ratification. The ARSC noted that the 2018/19 strategy had
expired in September 2019 and acknowledged that the ‘expiration’
date coincided with the completion of the CCG’s management
restructure, which in itself increased the requirement for a new ‘live’
document given the changes in individual job roles, accountabilities
and responsibilities at senior level.
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Secondly, the 2019/20 Internal Audit review of the CCG’s risk
management systems identified a number of areas of improvement
in relation to systems and processes (which the CCG has
committed to act upon). The revised strategy takes into account the
recommendations made by the Internal Audit review and aims to
ensure consistent and clear lines of reporting, accountability and
responsibility in relation to risk management throughout the
organisation.
4.

PROPOSAL AND NEXT STEPS
The Governing Body is asked to approve/ratify the Risk
Management and Assurance Strategy 2019/2020 should it be
satisfied that the arrangements, responsibilities and processes
contained within are robust and represent an effective internal
system of control.
The Risk Management & Assurance Strategy 2019/20 is essentially
an interim measure to ensure the continued application of a ‘live’
document which underpins the CCG’s internal systems of control
and capacity to manage risk. A further revision to the strategy will
be necessary once the CCG’s proposed new committee structure is
implemented (pending NHS England & Improvement’s approval of
the proposed variation to our Constitution in early 2020).
Should the strategy receive the Governing Body’s approval, it will
be disseminated to all CCG staff as a ‘live’ policy document via
existing communication channels and published on both the
intranet and external (public) facing website.

5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
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 2019/20 Financial Plan. It is essential that
the Governing Body receive an update on the effectiveness of the
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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 Risk Management and Assurance Strategy 2019/20 is
representative of Liverpool CCG’s philosophy towards risk and
provides the Governing Body with the necessary assurance that
risks against the CCG’s corporate and strategic objectives are
consistently being identified, managed and mitigated.
The strategy has been updated from the 2018 to 2019 version and
aims to build on the effective ‘multidisciplinary’ approach to risk
management, which is underpinned by a clear accountability
structure within Liverpool CCG. Its purpose is to set out the overall
aims, objectives and process for risk management within the
organisation, and the responsibilities across all levels of the CCG
for risk management.
Stephen Hendry
Head of Corporate Services and Governance
2nd January 2020
Ends
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Any changes to this policy should be outlined and recorded in the version control
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without approvals being necessary.
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Revisions to updated
policy
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strategy
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2019, amendments made to meet audit
recommendations.
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1.

INTRODUCTION

NHS Liverpool Clinical Commissioning Group (CCG) has a statutory responsibility to
ensure effective systems of control are in place to minimise the impact of any risks
that could destabilise the proper functioning of the organisation (and wider system).
Every activity that the CCG undertakes, or commissions others to undertake on its
behalf, brings with it some element of risk that has the potential to undermine,
threaten or prevent the organisations from achieving its vision and corporate
objectives.
Liverpool CCG’s Governing Body fully recognises that good risk management is
good governance and is committed to maintaining and encouraging an
organisational culture that actively promotes and demonstrates principles of good
governance.
This Risk Management and Assurance Strategy is representative of Liverpool CCG’s
philosophy towards risk and provides the Governing Body with the necessary
assurance that risks against the CCG’s corporate and strategic objectives are
consistently being identified, managed and mitigated.
The strategy has been updated from the 2018/19 version and aims to build on the
effective ‘multidisciplinary’ approach to risk management, which is underpinned by a
clear accountability structure within Liverpool CCG. The purpose of this document is
to set out the overall aims, objectives and process for risk management within our
organisation.
2.

RISK MANAGEMENT POLICY STATEMENT (STATEMENT OF INTENT)

The CCG attaches the highest importance to the effective management of risk.
When properly managed, however, risk can bring with it positive advantages,
benefits and opportunities. The CCG does not therefore aim to create a ‘risk-free’
environment, but rather one in which risk is considered as a matter of course,
appropriately identified, and controlled.
The CCG is committed to making risk management a core organisational process
and ensuring that it forms an integral part of its philosophy, practices and business
planning at all levels of the organisation. It is imperative that a culture of
transparency and honest reporting is promoted and upheld throughout the CCG to
ensure risks are properly identified, evaluated, documented and managed. Where
possible, the CCG will involve stakeholders in its risk management processes and
will work in partnership to identify, prioritise and control shared risks.
To support the development of a proactive risk management approach and robust
assurance framework across the organisation, the CCG commits to the following:
a. Embed effective organisational governance arrangements that respond to
strategic change, hold providers to account for ensuring appropriate patient
safeguards regarding quality safety and patient experience are in place,
support high quality and effective service delivery and receive assurances in
these respects;
3
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b. Ensure that all lead and support staff are accountable and responsible for the
proper identification, evaluation, documentation and management of risk;
c. Have in place a robust Risk Management Framework that delivers compliance
with regulatory standards; and
d. Ensure that all staff are provided with appropriate guidance and training on
the principles of risk management (and their individual responsibilities) within
this Strategy to manage risk effectively.
The CCG has set itself clear commitments as part of the strategic plan, and the
Governing Body intends to use the risk management process outlined in this strategy
as a means to help in achieving these commitments. Risk assessments will therefore
be conducted on all new ventures, activities, programmes, processes and systems to
achieve alignment with our objectives and goals.
3.

AIMS AND OBJECTIVES

The specific aim of this strategy is to ensure that all risks associated with the
business and commissioning of health and care services are effectively managed.
To achieve this, risks will be systematically identified and controlled to minimise any
threats to the achievement of organisational objectives, whilst also ensuring that the
CCG maximises any opportunities to innovate and / or improve. To this end, the
objectives of this strategy are:




To ensure a systematic, consistent and co-ordinated approach for the
management of risk across all its activities;
Awareness of risk and its management through the promotion of a
programme of communication, education and training;
To integrate risk management into all key business processes of the CCG
including: 









its financial sustainability;
performance (both system and provider level) and delivery of targets;
business continuity, health and safety and information governance;
service quality, patient safety and safeguarding;
governance and probity;
statutory duties;
strategy and planning;
collaborative/joint commissioning;
reputation and leadership.

This strategy outlines the management structure, accountabilities and responsibilities
in relation to risk management. It also details the processes involved and specifies
the maintenance of the assurance framework, risk registers and associated action
plans.
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The CCG will also undertake an annual assessment of its ‘risk maturity’ facilitated by
an internal audit and will determine appropriate actions to progress from its current
position.
4.

SCOPE

This strategy applies to all employees, contractors and Governing Body members
(including elected and non-elected members) of Liverpool CCG. The roles covered
by this strategy will hereafter be referred to as ‘CCG representatives’. The strategy
is also relevant to all matters affecting the CCG, including transformation
programmes with other organisations and hosted arrangements.
5.

DEFINITIONS

Definitions about the terminology used in risk management, and throughout this
document, can be found in Appendix 1.
6.

INTERIM RISK MANAGEMENT OBJECTIVES 2019/20

For risk management to be embedded in the organisation it has to drive the agenda
and discussion at a strategic level. This strategy has been developed to support that
commitment. Specific key risk management objectives for Liverpool CCG are
summarised below:


To continue to embed the Governing Body Assurance Framework (GBAF) as
a standard annual process;



Maintain clearly defined responsibilities for risk management and lines of
accountability throughout the organisation;



Provide evidential assurance to the Governing Body of the CCG’s capacity to
handle risk and strength of internal systems of control;



Continued development and maintaining of the CCG Corporate Risk Register;



Ensuring departmental, committee, programme and project risk registers are
maintained across all areas of the organisation;



Prepare a representative and factual Annual Governance Statement at the
close of 2019/20 financial year;



Satisfy all mandatory and statutory duties and undertakings;



Utilising a systematic and consistent approach to learning lessons and
promoting continuous improvement, and;



As far as reasonably practicable, minimising the costs and impact associated
with risk.
5

486

7.

RISK MANAGEMENT FRAMEWORK

Integrated risk management is a process through which the CCG will identify,
analyse, assess and manage all risks for every level of the organisation and, where
possible, aggregating results at a corporate level. In practice, this means:







Integrating all risk management functions including (but not limited to)
complaints, statutory compliance, audit, incident reporting, information risk
and business continuity;
Aligning risk management functions and principles with service development,
transformation programmes and financial planning;
Integrating all sources of information, both reactive (e.g. incidents) and
proactive (e.g. risk assessments);
Implementing a consistent approach to training, management analysis and
investigation;
Incorporating all risks into the processes for the development of risk registers
and assurance frameworks; and
Integrating processes and decisions about risk into future business and
strategic planning.

The risk management process will be used to:





7.1

Improve the ability of the CCG to meet its strategic aims, objectives, priorities
and vision;
Provide information to the Governing Body through the Committee structure
so that it can make informed decisions;
Manage the treatment of risk in a systematic way so that the CCG can
determine the acceptability/tolerance of residual risks;
Initiate and monitor actions to reduce (or prevent) the impact of risk to within
the defined risk appetite of the CCG; and
Provide a comprehensive approach to improving patient and staff safety.
Risks in commissioned services

The CCG has well established systems and processes for the reporting and analysis
of incidents in commissioned services which compromise the safety and welfare of
patients, children and vulnerable adults. The CCG will ensure that all commissioned
providers have in place their own internal processes for capturing learning from
incidents, events and Serious Incidents.
7.2

Emergency Planning, Resilience & Response (EPRR)

The Emergency Preparedness, Resilience and Response (EPRR) agenda is an
integral component of the CCG’s business. The CCG will meet its ‘duty to assess
risk’ by drawing from various sources such as community risk registers, city events
planning and participation in multi-agency exercises. Any high/extreme risks to
CCG objectives arising from EPRR related activities will be added to the Corporate
Risk Register as appropriate.
6
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8.

RISK MANAGEMENT STRUCTURE

All Committees of the CCG Governing Body are responsible for reporting and
monitoring risks which arise from the remit of that committee or the delivery of its
work plan. The CCG’s Audit, Risk & Scrutiny Committee has an additional ‘oversight
and assurance’ responsibility for the operational processes used in the management
of risk.
The CCG Governing Body is responsible and accountable for ensuring delivery of
the organisation’s aims and objectives and the structures in place to reflect the
organisation’s roles and responsibilities. The structure (including Governing Body
Committees and sub-committees) considers each individual aspect of governance at
an adequate level of detail, but also brings them all together to give the organisation
appropriate assurance. The CCG’s risk reporting structure is detailed in Appendix 3.
9.

RISK MANAGEMENT ROLES AND RESPONSIBILITIES

For risk management to be embedded throughout the CCG, it is important that
individual accountability is clearly defined and that this is reflected in objective setting
and performance reviews. All those working within the CCG have a responsibility to
contribute, directly or indirectly, to the achievement of the CCG’s objectives through
the effective management of risk. This collective responsibility is also aligned to the
CCG’s Values and Behaviours Framework and Workplace Charter. Specific
accountabilities, roles and responsibilities for risk management are set out below and
provide a structure that supports the integrated approach to risk and governance.
Where appropriate these are reflected in individual job descriptions and roles and
are aligned to .
9.1

The CCG Governing Body

The Governing Body is committed to providing the resources and support systems
necessary to support the Risk Management and Assurance Strategy. It has a duty
to assure itself that the organisation has properly identified the risks it faces and that
it has processes in place to mitigate those risks and the impact they have on the
organisation and its stakeholders.
The Governing Body is responsible for:


Having overall accountability for the management of risk and assurance,
determining the strategic approach to risk management and setting the ‘risk
appetite’ for the CCG;



Identifying risks to the achievement of its strategic goals;



Ensuring that there is a structure in place for the effective management of risk
throughout the CCG;



Ensuring that assurances demonstrate that risk has been identified, assessed
and all reasonable steps taken to manage it effectively and appropriately;
7
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Ownership of the GBAF and Corporate Risk Register;



Demonstrates
management.

leadership,

active

involvement

and

support

for

risk

All individual Governing Body members are responsible for compliance with this Risk
Management and Assurance Strategy and ensuring that they undertake mandatory
and statutory training as appropriate.
9.2

The Audit, Risk & Scrutiny Committee

The Audit, Risk & Scrutiny Committee is responsible for:





Providing assurance to the Governing Body that the CCG’s overall internal
systems of control are effective;
Challenging the way in which risk is managed, particularly where there is
uncertainty or concerns over the effectiveness of existing arrangements;
Ensuring that arrangements for risk management are appropriately and
regularly included in the cycle of independent audits;
Receiving and reviewing the GBAF and CRR at each meeting in order to
ensure that the processes used to manage these risks are adequate and
effective.

In particular, the committee will review the adequacy and effectiveness of:
 All risk and control related disclosure statements (in particular the Annual
Governance Statement), together with any appropriate independent or
external assurances, prior to endorsement by the CCG;
 The underlying assurance processes that indicate the degree of achievement
of CCG objectives, the effectiveness of the management of principal risks and
the appropriateness of the above disclosure statements;
 The policies for ensuring compliance with relevant regulatory, legal and code
of conduct requirements and related reporting and self-certification, and;
 The policies and procedures for all work related to fraud and corruption as set
out in Secretary of State Directions and as required by the NHS Counter
Fraud Authority (NHS CFA).
9.3

Chief Officer

The Chief Officer has responsibility for having an effective risk management system
in place within the CCG, for meeting all statutory requirements and adhering to
guidance issued by the Department of Health in respect of Governance.
The Chief Officer is also responsible for signing the Annual Governance Statement
on behalf of the CCG, which outlines that appropriate strategies and internal controls
8
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have been in place, as part of the year-end accounting and annual reporting
process.
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9.4

Chief Finance and Contracting Officer

The Chief Finance and Contracting Officer (CFCO) has responsibility for the system
of internal financial controls and ensuring that the CCG conducts its business with
sound financial governance through robust accounting mechanisms. The CFCO will
seek the opinion of Chief Internal Auditors on the effectiveness of internal financial
control measures and is ultimately responsible for any financial implications of
mitigation plans (and the method by which they will be incorporated into business
planning. The CFCO acts as the executive lead for:



9.5

Anti-Fraud;
Information risk and information governance issues as the Senior Information
Risk Owner (SIRO);
Local Security Management Standards as responsible Security Management
Director (SMD)
Lay Member for Audit

The Lay Member for Audit acts in the capacity of Chair of the Audit, Risk & Scrutiny
Committee and is accountable to the CCG Governing Body for the work of the
Committee. Through the Audit, Risk & Scrutiny Committee, the Lay Member for Audit
will provide continual assurance to the Governing Body that appropriate monitoring
and scrutiny of risk management systems and processes takes place and ensuring
that any risks to internal systems of control (including those highlighted by
internal/external audit reviews) are acted upon.
9.6

Lay Member for Governance

The lay member for governance plays a lead role in the continued oversight and
strengthening of the CCG’s internal governance systems and arrangements;
ensuring that the organisation behaves with the utmost probity at all times. The lay
member for governance has specific responsibility for ensuring that appropriate and
effective whistle blowing arrangements are in place and is the designated ‘Conflicts
of Interest Guardian’ for the CCG.
9.7

Head of Corporate Services and Governance

The Head of Corporate Services and Governance has responsibility for the
development of the Corporate Risk Register, GBAF and Issues Log and ensuring
continued Senior Leadership Team/Governing Body overview and scrutiny of the key
risks to the CCG’s corporate and strategic objectives. The Head of Corporate
Services and Governance is responsible for the development of relevant policy,
procedures and guidelines to support the delivery of the CCG’s Risk Management
and Assurance Strategy and provides key support to the lay member for governance
and the lay member for audit in relation to their individual responsibilities for
corporate governance and risk management.

10

491

9.8

The Senior Leadership Team

All members of the CCG’s Senior Leadership Team (SLT) are accountable for the
management of risk - both within their individual area of responsibility and
collectively as the CCG’s ‘executive’ function. The Senior Leadership Team will have
an overarching responsibility to review, validate and quality assure the entries in the
GBAF, CRR and Issues Log prior to submission / presentation to the Audit, Risk &
Scrutiny Committee and Governing Body. Other specific responsibilities will include:


Ensuring that this strategy and associated policies, procedures and guidelines
are implemented within their areas of responsibility;



Involving staff in the risk management process to promote ownership of the
risks identified;



Reviewing, validating and quality assuring GBAF, CRR and Issues Log
entries relating to their directorate / team;



Ensuring all risks are identified, robustly assessed and included on the risk
register (where appropriate);



Providing assurance of mitigating actions to the individual committees
overseeing each risk (as appropriate);



Ensuring action plans for risks (including those arising from internal/external
audit recommendations) are prepared, maintained and reviewed on a regular
basis;



9.9

Ensuring risks are escalated where they are of a strategic nature, or threaten
achievement of operational objectives and/or achievement against the CCG
Improvement and Assessment Framework indicators.
The Director of Quality, Improvement & Outcomes

The Director of Quality, Improvement and Outcomes has delegated responsibility for
risk management as the professional lead responsible for safeguarding adults and
children, Clinical Governance, Health & Safety and Infection, Prevention and Control
(IPC). The Director of Quality, Improvement and Outcomes also has responsibility for
the performance management of (and assurance of learning from) Serious Incidents
reported by the providers of health services commissioned by the CCG and for
ensuring that assurance processes are in place with regard to clinical risk
management within commissioned services (including patient safety).
9.10

The Director of Planning, Performance and Delivery

The Director of Planning, Performance and Delivery has delegated responsibility for
the identification, escalation and effective management of risks associated with the
11
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delivery of the organisation’s Operational Plan, its associated investment schemes,
provider performance and improvement trajectories.
9.10

Heads of Service

All Heads of Service are responsible for ensuring all areas under their area of
accountability are contributing to the operational, corporate and project/programme
risk registers as appropriate.
9.11

Risk Owners

Risk owners will be assigned for each identified risk on the Corporate Risk
Register and GBAF. Risk Owners will have lead responsibility for the management
of a risk; ensuring actions are implemented and updates contain sufficient
narrative to establish assurance levels. For principal risks in the GBAF this will be
a member of the Senior Leadership Team.
9.12

Action Owners

Owners will be assigned to each action identified to support the treatment of risk,
and will be responsible for ensuring actions are completed in a timely manner and
that updates are incorporated into the risk register as necessary.
9.13

All CCG Representatives

All CCG representatives are responsible for the day-to-day management of risks of
all types within their areas of responsibility and control. They are responsible for their
own working practice and behaviour in accordance with contracts of employment
and individual job descriptions. All staff will be required to participate in activities
which are proportionate with the CCG’s risk management arrangements and
statutory requirements.
All CCG employees have a duty to comply with the CCG’s strategies, policies and
procedures. CCG representatives who are required to register with a professional
body must, at all times, act in accordance with that body’s code of conduct and
standards.
9.14

Internal Audit

Internal Audit supports the risk management process by evaluating its effectiveness
and recommending improvements. Specifically, the internal audit process supports
and facilitates the identification of risks and the development of the required
processes and procedures to respond to risks. It also plays a key role in encouraging
best practice and benchmarking the CCG’s systems and processes against its
peers.
10.

RISK MANAGEMENT PROCESS
12
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The CCG’s risk management process is illustrated in the following chart:

Communication and
consultation

Step 1 – Identify Risks

Step 2 – Analyse Risks
Step 5 – Monitor
and Review
Step 3 – Evaluate Risks

Step 4 – Treat / Accept Risks

10.1

Identifying Risk

Identification of risk is the first part of an effective risk management strategy. Risk
identification establishes the organisation’s exposure to risk and uncertainty. There is
no one ‘correct’ way to identify risks and therefore, the use of different methods by
different staff groups is generally more successful. The identification of risks is the
responsibility of all CCG staff and will be done both proactively (for example, via
regular planning and management activities) and reactively (for example, in
response to inspections, alerts, incidents and complaints).
The types of risk that the CCG might encounter and need to mitigate against include,
but are not limited to the following examples:
Strategic

A significant risk that will impact on the delivery of the strategic
objectives

Corporate

Risks associated with the fulfilling of statutory duties and
associated accountabilities

Operational

A key risk which impacts on the delivery of team objectives and
associated operational delivery

Financial

Associated with the achievement of planned surpluses, reduction
in costs and revenue growth

Reputational

Associated with the quality of services, communication
with customers, CCG representatives and stakeholders

Environmental Risks associated with the well-being of CCG representatives and
visitors whilst using CCG premises
13
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Additional factors to be considered when identifying risk include:

10.2



The nature and complexity of the activity undertaken;



The adequacy of internal control systems;



The CCG’s vulnerability to external factors outside of its control; and



The adequacy of business continuity plans.

Risk Analysis

Once risks have been identified and categorised they are assessed in terms of their
likelihood and their potential impact on the CCG at a departmental, directorate and
corporate level using the method shown above. The outcome of the risk analysis is
used to rate the significance of the risk and prioritise risk treatment. Where the
analysis indicates that there is a risk to the strategic goals of the CCG then these
should be brought to the attention of a member of SLT and consideration given to
adding it to the corporate risk register or GBAF as appropriate.
10.3

Risk Evaluation and Scoring

The risk assessment will reflect both the likelihood and any consequences of the risk
and its potential to:








Cause death, injury or ill health to individuals or groups;
Result in civil claims / litigation against the CCG, a Governing Body Member,
or member of staff;
Result in enforcement action to the CCG;
Cause damage to the environment;
Cause property damage / loss;
Impact on the day to day operational issues of the CCG;
Result in reputational damage for the CCG.

Risks will be graded using the CCG’s risk matrix (Appendix 2).
The level of risk is assessed by judging the likelihood of the residual risk occurring
and consequences for the CCG should the event occur. This assessment results in
an overall score ranging from 1 to 25 and a risk level of low, moderate, high or
extreme.
10.4

Risk Treatment

Risk treatment involves developing a range of options for mitigating the risk,
assessing those options, and then preparing and implementing action plans. In
treating risks, the CCG may take one of the following approaches:
14
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Transfer -

Implementing a strategy that shares or transfers the risk to another
party or parties (e.g. outsourcing the management of physical
assets, developing contracts with service providers or insuring
against the risk). The third-party accepting the risk should be aware
of and agree to accept this obligation.

Terminate -

Deciding not to proceed with the activity that introduced the
unacceptable risk, choosing an alternative more acceptable activity
that meets business objectives, or choosing an alternative less risky
approach or process.

Treat -

Implementing a strategy designed to reduce the likelihood or
consequence of the risk to an acceptable level (where
elimination is considered to be excessive in terms of time or
expense).

Tolerate -

Making an informed decision that the risk rating is at an
acceptable level or that the cost of the treatment outweighs the
benefit. This option may also be relevant in situations where a
residual risk remains after other treatment options have been put
in place. No further action is taken to treat the risk, however,
ongoing monitoring is recommended.

Accept -

Making an informed decision, that despite all of the controls in
place to mitigate the risk, and despite the completion of all
planned actions, a risk will still remain but will be mitigated to a
level that the organisation can accept.

Controls should be sufficient to ensure that risks to the delivery of strategic or
operational objectives of the organisation are not compromised. Where controls are
insufficient and could affect the ability to deliver key objectives, then escalation of the
risk should take place. The escalation process is illustrated in Appendix 3.
10.5

Risk Review and Management Responsibility

The treatment of risks and responsibility for their management will depend upon the
risk level assessed. As already established in this strategy, each risk will be
assigned an ‘owner’ at the point of entering onto the risk register.
Actions to mitigate and further control the risk should be added to the risk
assessment. Action owners (who may be different to the risk owner) will be
responsible for ensuring actions are completed in accordance with the agreed
timescales. All updates, including progress against mitigating actions and changes to
the risk score will be recorded on the risk register.
The minimum frequency of risk review will be determined by the risk rating, as
illustrated
in
the
table
below:
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Level of Risk

Managed / Reviewed By

Review Frequency

1-3 (Low)

Team / individual

Annually

4-6 (Moderate)

Line managers

Bi-annually

8-12 (High)

Relevant Senior Manager

Quarterly

15-25 (Extreme)

Relevant SLT member

Monthly

Extreme risks will require immediate intervention. Risks identified as ‘Extreme’ will
be recorded on the CCG’s Corporate Risk Register and should be escalated
immediately by the relevant member of the Senior Leadership Team, who will be
accountable for the appropriate response / action. This could potentially include
suspending the risk-related activities (unless the suspension could trigger an even
higher risk to the CCG).
Any risk which is assessed as having a consequence score of ‘5’ should be reviewed
on a monthly basis (as a minimum), either at committee level or Senior Leadership
Team level to ensure adequate oversight, monitoring and escalation planning.
Results of these reviews will be reported to the Audit, Risk & Scrutiny Committee to
provide additional assurance of consistent practice and process.
Programme risks will be considered at all levels and detailed on all ‘Form 1s’ used
to approve the implementation of a project. Risks associated with the project which
score ‘9’ or above (or have an impact score of ‘4’ or above) will undergo a full risk
assessment and consideration given as to its inclusion on an operational risk register
(or escalated further if necessary).
‘High’ and ‘Extreme Risks’ which have remained ‘static’ (i.e. no progression) over a
period of three reporting periods will be subjected to a more stringent review by the
Governing Body. In these circumstances ‘risk owners’ will be required to provide an
extensive narrative (to be included in the Corporate Risk Register management
report) which describes why the risk score has remained static and provides
assurance in terms of mitigation and target dates. In these circumstances ‘risk
owners’ may be asked to present their findings at a subsequent meeting of the
Governing Body.
11.0

RISK APPETITE AND TOLERANCE

Risk appetite is the level, amount or degree of risk that an organisation is willing to
tolerate in order to meet their objectives. The CCG applies four dimensions in
relation
to
‘risk
appetite’:
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High Tolerance, Low
Confidence

Do not expend significant effort developing mitigations

Low Tolerance, Low
Confidence

Take the earliest possible action to prevent risk rising

High Tolerance, High
Confidence

Take a balanced and proportionate approach to the
amount of effort required for developing mitigations

Low Tolerance, High
Confidence

Take all available actions to mitigate the risk at all times

11.1

Risk Appetite Statement

The CCG has no appetite for fraud and zero tolerance for regulatory breaches. The
CCG also has zero tolerance for risks affecting safeguarding, information
governance, and reputational risk.
Whilst the CCG is committed to reducing all risks to levels as low as reasonably
practicable, it will tolerate overall levels of risk where action is not cost effective or
reasonably practicable.
The CCG may take considered risks where the long term benefits outweigh the short
term losses. In these cases there must be sufficient evidence of the skills, ability and
knowledge in place to support and manage the risk if by doing so supports
innovation and maximises opportunities for overall improvement. The GBAF will
measure each risk against its appetite so that when it is used to drive the Governing
Body meetings, members are reminded of the risk tolerance that has been set.
12.

RISK REGISTERS AND ASSURANCE FRAMEWORKS

The CCG will hold and maintain risk registers to effectively capture, manage and
escalate those risks which have been identified as affecting the delivery of the
Group’s strategic objectives and associated delivery plans.
The CCG holds the following key documents for the management of risk:


Governing Body Assurance Framework: contains the significant principal
risks that could impact on the CCG achieving its strategic objectives;



Corporate Risk Register: contains all risks which could impact on the CCG’s
delivery of the operational plan or statutory targets;



Committee Risk Registers: contains risks which are specific to the delivery
of the relevant committee’s work plan or its effectiveness;
17
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Corporate Issues Log: contains events which are impacting on the delivery
of CCG objectives in the ‘here and now’ and are therefore no longer a risk.

The CCG will use the GBAF as the primary tool for demonstrating that the principal
risks to the strategic objectives are being managed effectively. The GBAF is treated
as a ‘live’ document and is updated to reflect changes in the risks as they occur. In
this respect, risks will be reviewed by the Senior Leadership Team prior to the GBAF
submission to the Governing Body.
12.1

Risk Monitoring and Reporting

Risk Registers will be reviewed, monitored, challenged and reported at the
appropriate level (as set out in section 10.5). Monitoring will be undertaken by the
Corporate Services and Governance team to ensure that all risks are managed in
accordance with their review date.
The risk rating should gradually decrease towards the target risk score as the
planned actions start to be completed. Where this is not reducing, the actions to
mitigate the risk will need to be reviewed to ensure they are appropriate. Where
review and challenge indicates that the score is likely to increase or decrease, this
should be managed in accordance with the responsibilities set out in section 10.5.
12.2

Escalation and De-escalation / Removal of Risks

The Corporate Services and Governance Team should be notified of any decisions
to escalate risks from Committee/Directorate level to the Corporate Risk Register.
Committees and Directorates will be expected to maintain a documented audit trail of
any risks which are escalated to the CRR, along with the rationale for escalation.
Similarly, Committees and Directorates will be expected to maintain a documented
audit trail for any risks which are removed from risk registers at this level.
12.3

Closing Risks

Risks will only be closed if the risk has been eliminated. Most commonly, risks will
not be eliminated entirely but the potential impact of the risk will be managed to an
‘acceptable’ level. Risk owners will remain responsible and accountable for any
‘accepted’ risks and must follow the steps outlined in 12.2 above and in
consideration of the risk appetite and tolerance principles set out in section 11.
Where actions have reduced the risk but the ‘residual risk’ remains at a corporate
level and it is agreed that no further action can be taken to reduce the risk, the
recommendation to close it (whilst accepting the risk) must be approved by the
Senior Leadership Team.
13.

MANAGING RISKS ACROSS ORGANISATIONAL BOUNDARIES

The CCG recognises that risk is increased when working in partnership or across
organisational boundaries. The CCG is committed to working closely and
collaboratively with its partner organisations to ensure that clarity of role,
responsibility and accountability exists where risks occur.
18
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The CCG will endeavour to involve organisations in all aspects of risk management
as appropriate. Where partnership agreements are developed, risk management will
be specifically addressed and the statement will be explicit in detailing how the risk
management structures and systems link to the organisation, including how
decisions will be made and which partner will lead on all or specific risks.
14.

COMMUNICATION PLAN

The Risk Management and Assurance Strategy will be published on the CCGs
intranet and external facing website. Promotion of this (interim) strategy document
will be conducted through established communication channels including, but not
limited to:





15.

Staff Floor Meetings;
Formal CCG Communication Bulletins;
Staff Induction Packs;
CCG Governance Handbook;
Team briefings/meetings
TRAINING

Training to ensure competency at all levels of an organisation is recognised as one
of the most cost effective controls for good risk management. All staff will receive
basic risk management training as part of the induction process. Ongoing training
will be based on the need of individual roles (as appropriate) thereafter. The
Corporate Services and Governance Team will provide support to all staff in the
management of risk and will retain any records of training delivered. Bespoke
training in risk management is available to all CCG Directorates on request from the
Corporate Services and Governance Team.
16.

MONITORING THE EFFECTIVENESS OF THE STRATEGY

Through the risk reporting process (Appendix 3) the CCG Governing Body will
monitor the effectiveness of the Risk Management Strategy through the following
mechanisms:









CCG Annual Report;
Annual Governance Statement;
Governing Body Assurance Framework (GBAF)
Corporate Risk Register;
Risk Management Reports;
Internal and External Audit Reports;
Minutes from related committees and groups;
Performance/exception reports.

The Audit, Risk & Scrutiny Committee will monitor compliance with the Risk
Management & Assurance Strategy through Committee papers received throughout
19
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the financial year. The Committee may commission internal audits or seek further
assurance and action from officers in areas where there may be a lack of compliance
and/or assurance.
17.

STRATEGY REVIEW ARRANGEMENTS

This strategy will be reviewed by the Audit, Risk & Scrutiny Committee and
amendments recommended to the Governing Body when there are changes in NHS
requirements or revised best practice guidance.
18.

PUBLIC SECTOR EQUALITY DUTY

NHS Liverpool CCG aims to design, commission, procure and implement services,
policies and measures that meet the diverse needs of our population and workforce,
ensuring that none are placed at a disadvantage over others. All policies and
procedures should be developed in line with the Single Public Sector Equality Duty
to eliminate discrimination, harassment and victimisation, advance equality of
opportunity and foster good relations.
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Appendix 1 - Definitions
Risk

An event or circumstance, which could cause harm or loss, or
affect the ability of the organisation to achieve its objectives. A risk
is measured in terms of likelihood and impact.

Risk
Management

The culture, framework, processes and structures that are directed
towards effective management of potential opportunities and
adverse effects faced by the organisation.

Risk
Assessment

A systematic process of evaluating and analysing the potential
likelihood and impact of risks (or hazards).

Risk Appetite

The level, amount or degree of risk that an organisation is willing to
take in order to meet their strategic objectives. It represents the
balance between the potential benefits of innovation and the
threats that change inevitably brings.

Risk
Management
Maturity

The maturity of the organisation’s systems, processes and
structures, which align, risk management with operational and
strategic objectives.

Risk Register

A central repository, which captures information such as risk
likelihood, consequence, actions to mitigate and manage the risk.

Corporate Risk
Register

A record of the organisation’s identified ‘active’ risks, with details of
their assessment (risk score) and how the risk is being managed.
Risks may not be necessarily linked to the CCG’s strategic
objectives but could affect their achievement in other and less
obvious ways.

Governing
Body
Assurance
Framework
(GBAF)
Assurance

Document, which acts as the key source of evidence that links the
CCG’s strategic objectives to risks and assurances, and is the
primary method by which the Governing Body demonstrates it is
discharging its overall responsibility for internal control.

Control

Measures, which prevent or reduce the risk. Once actions on risk
mitigation / addressing gaps are completed these will become
controls.

Risk Score

An overall measurement of the severity level of a risk.

Inherent Risk

The ‘untreated’ risk score (i.e. if no controls were in place).

Residual Risk

The risk score remaining after the implementation of controls.

Extreme Risk

Risks which, if they occur, will have a serious impact on the CCG
and threaten the achievement of its objectives.

Confidence, evidence or guarantee that a risk is being managed
appropriately.
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Appendix 2

RISK MATRICES

Table 1 – Likelihood score (L)
What is the likelihood of the risk occurring?
Likelihood score
Descriptor
Frequency

1

2

3

4

5

Rare

Unlikely

Possible

Likely

Almost certain

This will probably
never
happen/recur

Do not expect it to
happen/recur but it
is possible it may do
so

Might happen or
recur occasionally

Will probably
happen/recur but it
is not a persisting
issue

Will undoubtedly
happen/recur,
possibly frequently

Table 2 - Consequence Score
Consequence Score for the CCG if the event happens
Level
Descriptor
Impact Description
1
Negligible
 None or very minor injury.
 No financial loss or very minor loss up to £100,000.
 Minimal or no service disruption.
 No impact but current systems could be improved.
 Close to achieving target with no impact on external reputation.
2
Minor
 Minor injury or illness requiring first aid treatment e.g. cuts & bruises where liability
would rest with CCG.
 A financial pressure of £100,001 to £500,000.
 Some delay in provision of services or delivery of programme/corporate objectives.
 Possibility of complaint or litigation.
 CCG criticised, but with minimum impact on organisation’s reputation.
3
Moderate
 Moderate injury or illness, requiring medical treatment (e.g. fractures) where liability
would rest with CCG.
 Moderate financial pressure of £500,001 to £1m.
 Moderate delay in provision of services or delivery of programme/corporate
objectives.
 Could result in legal action or prosecution.
 Event leads to adverse local external attention e.g. HSE, media & potential
4
Major
 Serious harm to patients due to poor commissioning decisions of CCG.
 Major financial pressure of £1m to £2m.
 Major service disruption/closure of commissioned healthcare services which CCG
is accountable for.
 Potential litigation or negligence costs over £100,000 not covered by NHSLA.
 Damage to CCG reputation in the short term with key stakeholders, public & media.
5
Catastrophic
 One or more fatalities due to poor commissioning decisions or actions of CCG.
 Significant financial pressure of above £2m.
 Extended service disruption/closure in commissioned healthcare services CCG is
accountable for.
 Potential litigation or negligence costs over £1,000,000 not covered by NHSLA.
 Long term & severe risk to CCG’s reputation with key stakeholders, public & media.
 Non-achievement of key target(s) or non-delivery of statutory functions which would
place CCG sustainability/continued authorisation at risk.
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Table 3 – Event Grading Matrix
Risk scoring = likelihood x consequence ( L x C )
Likelihood
Consequence
Score

1

2

3

4

5

Rare

Unlikely

Possible

Likely

Almost certain

5 Catastrophic

5

10

15

20

25

4 Major

4

8

12

16

20

3 Moderate

3

6

9

12

15

2 Minor

2

4

6

8

10

1 Negligible

1

2

3

4

5

For grading risk, the scores obtained from the risk matrix are assigned grades as follows:
1–3

Low risk

4–6

Moderate Risk

8 – 12

High Risk

15 – 25

Extreme Risk
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Appendix 3

LIVERPOOL CCG RISK REPORTING STRUCTURE
COMMITTEES IN
COMMON

CCG SENIOR
LEADERSHIP TEAM

GBAF

Bi-MONTHLY

NORTH MERSEY
CCGS JOINT
COMMITTEE

LCCG GOVERNING BODY

AUDIT, RISK & SCRUTINY COMMITTEE

ARSC review process
of CRR & GBAF no
less than FOUR times
per year.

CORPORATE
RISK REGISTER

SLT review of CRR &
GBAF risks & actions
no less than six times
per year.

GOVERNING BODY COMMITTEES

Review of risk registers,
risk reporting & escalation
at monthly Committee or
Directorate/Team
meetings

DIRECTORATE & PROGRAMME RISK REGISTERS
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Appendix 4
RISK ASSESSMENT & SCORING GUIDANCE
1. Introduction
It is essential to ensure that the effort and resources spent on managing risk is
proportionate to the risk itself. Identifying risk and the most cost effective means of
minimising or removing it requires a consistent, systematic risk analysis and evaluation
which estimates the consequence and likelihood in the context of existing control
measures. The rating of any given risk is calculated using a two-dimensional assessment
grid or matrix. The risk matrices adopted by NHS Liverpool CCG are based on recognised
NHS best practice and nationally used by NHS organisations. The main benefits of using
this model are:




Simple to use;
Provides consistent results when used by staff from a variety of roles or
professions, and;
Capable of assessing a broad range of risks including commissioning risk, clinical
risk, health & safety, financial and/or reputational risk.

This guidance can be used for improving the consistency and scope of risk assessments
already in place or for training purposes.
2. Describing the Risk
This is invariably the most difficult part of the risk assessment process – actually
describing the risk in a way that captures what is being assessed (‘of what, from what and
to whom?’) The scope of any risk assessment should be clearly defined at the outset. All
those involved in the assessment should agree on what is being assessed; it may also
help to take into account things that have gone wrong in the past (such as any near-miss
incidents). As a rule of thumb, try to avoid (where possible) starting a risk description with
“Failure to…” or “Failure of…” Describing a risk as a ‘failure to…’ often only serves to
provide the converse of an objective. The risk could actually be multi-faceted and driven
by a lack of resource, lack of contingencies, reserves or capacity (or all of these
combined).
3. Consequence Scoring
For any risk assessment it is necessary to measure how severe the impact of the risk will
be on the organisation should it occur. In this context the ‘consequence’ is generally the
outcome, or the potential outcome of the event. There may be any number of
consequences linked to a single event and their assessment should therefore be matched
to specific operational and strategic objectives where possible to maintain a level of
consistency in the risk assessment process. More often than not, the scoring of risk
consequences will involve a certain degree of subjectivity; even where there is ample
qualitative and/or quantitative data available to define the organisational ‘impact’ more
25
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clearly. The use of relevant, realistic and recent examples of the types and severity of
consequences should therefore form part of the assessment, which should in turn improve
the consistency of scoring across the CCG.
4. Key Controls
These should be the factors, systems or processes that are in place to mitigate the
principal risk(s) and assist in securing delivery. Key controls should be robust and specific
and properly match the associated key objective(s). For example; a sub-committee or
committee of the Governing Body which is tasked with monitoring the specific risk or a
specific policy document.
5. Risk Scores
Risk scores are not intended to be precise mathematical measures of risk, but they are
crucial when prioritising the mitigating actions. The guidance below is by no means
prescriptive and it should be noted that the Governing Body is ultimately responsible for
defining the level of acceptable risk:
Low Risk (Green)

Quick, easy measures which can be implemented
immediately and further action planned for when
resources permit.

Moderate Risk (Yellow)

Actions should be implemented as soon as possible,
and no later than the next financial year.

High Risk (Orange)

Actions implemented as soon as possible with
immediate escalation to the Corporate Risk Register.
Mitigating actions & risk treatment should be
reviewed monthly until de-escalation to acceptable
level or when risk is ‘closed’.

Extreme Risk (Red)

Requires urgent action. Governing Body is made
aware by immediate escalation to Corporate Risk
Register. Governing Body implements immediate
corrective action. Continued assurance on actions
and control measures reported to Governing Body
via Corporate Risk Register & Assurance reporting
structure.

6. Reducing Risks to an Acceptable Level
When risks are balanced against the benefits and whether there is a more suitable
alternative to acceptance, it is often difficult to judge the level of risk that can be tolerated.
For example, it is reasonable to accept a level of risk if the risk from all other alternatives
(including doing nothing) is even greater. In general terms, a risk is not acceptable if there
is a reasonable alternative that offers the same benefits but avoids the risk. Inevitably, a
risk may become unacceptable over time or because circumstances change.
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7. Risk Maturity Definitions
Level 5 - Risk enabled
Driven by the Governing Body, staff at all
levels actively consider issues of risk in all
areas of activity and develop control and
assurance processes to manage those risks/
Risk management and internal controls fully
embedded into the operations.
Level 4 – Risk managed
Staff throughout the CCG are aware of the
importance and the organisation’s response
to risk/Enterprise approach to risk
management developed and communicated.
Level 3 – Risk defined
The CCG has considered risk management,
and put in place strategies led from a risk
management team/ Strategy and policies in
place and communicated. Risk appetite
defined.
Level 2 – Risk aware
The CCG is aware of risk management
responsibilities, and needs to embed
systems/ Scattered silo based approach to
risk management.
Level 1 – Risk naïve
The organisation has little or no awareness
of the importance of risk management/ No
formal approach developed for risk
management.
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Appendix 5 – Risk Tolerance & Impact Dimensions
Risk Levels

Financial Risk/VFM

Compliance & Regulatory
Requirements

Quality, patient safety,
innovation, outcomes

Reputation

RISK APPETITE

509

Avoid (0)
Avoidance of risk is a key
CCG objective

Minimal (1)
Preference for ultra‐safe
delivery options with low
degree of inherent risk and
only for limited reward
potential
Avoidance of financial loss Only prepared to accept the
is a key CCG objective. Only possibility of very limited
financial loss if essential.
willing to accept the low
VFM is of primary concern.
cost option. VFM is of
primary concern as is
statutory compliance.

Cautious (2)
Preference for safe delivery
options with low degree of
inherent risk and may only
have a limited potential for
reward
Prepared to accept
possibility of some financial
loss (providing no breach of
statutory financial duty) but
willing to consider benefits
or constraints.

Open (3)
Willing to consider all
potential delivery options
while providing an
acceptable level of reward
and VFM
Prepared to invest for
return an minimise the
possibility of financial loss
by managing risk to
'tolerable' level. Resources
allocated in order to
capitalise on opportunities

Seek (4)
Eager to innovate and to
choose options offering
potentially higher rewards
(despite greater inherent

Avoid anything which could Would have to be certain
that any challenge would be
be challenged, even
successfully won by CCG.
unsuccessfully (play safe)
Similar situations
elsewhere did not lead to a
breach of
compliance/regulatory
ibilialways avoided
Very defensive approach to Innovation

Limited tolerance for
'putting head above the
trench' and would need to
reasonably sure that CCG
would win any challenge.

Challenge would be
problematic but CCG would
be likely to win ‐ the gain
would outweigh the
adverse consequences.

Chances of losing any
challenge are real and
consequences would be
significant. A win would be
considered as a coup.

Consistently pushing back
on regulatory burden. Belief
that 'front foot' approach
informs better regulation.

Tendency to stick with
status quo; innovations in
practice avoided unless
absolutely necessary.
Decision making generally
rests with SMT.

Innovation supported, with
demonstrative
improvements in
management and control.
Responsibility for non‐
critical decisions may be
devolved.

Innovation pursued ‐ desire
to 'break the mould' and
challenge current thinking
and practices. New
technologies viewed as a
key enabler of operational
delivery. Management by
trust rather than tight
control.

Innovation is the priority ‐
consistently 'breaking the
mould' and challenging
current working practices.
Investment in new
technologies acts as a
catalyst for operational
delivery. Management by
trust rather than tight
control.

Track record and investment
Willingness to take
decisions which are likely to in communications has built
confidence by public, media
bring scrutiny of the CCG
and politicians that CCG will
but where potential
benefits outweigh the risk. take difficult decisions for
the right reasons with
New ideas seen as
potentially enhancing CCG's benefits outweighing the
risk.
reputation.
SIGNIFICANT

objectives ‐ aim to 'maintain
and protect' rather than to
create or innovate. Priority
is for robust controls and
management with
avoidance of risks which
compromise patient
safety/quality despite
opportunities for
innovation.

unless essential or
commonplace elsewhere,
and only if impact on quality
& safety is known. Decision
making authority is held by
SMT. Acceptance only of
essential systems and
technology developments
to protect status quo.

No tolerance for any
decisions which could lead
to external scrutiny of or
attention to the CCG.

Tolerance for risk taking
limited to those events
where there is no chance of
significant repercussion for
the CCG.

Tolerance for taking risks
limited to events where
there is little chance of any
repercussion for the CCG
should there be a failure.
Mitigation plans in place for
any undue interest.

Appetite to take decisions
with potential to expose
the organisation to
additional scrutiny/interest.
Prospective management of
CCG's reputation.

LOW

MODERATE

HIGH

ZERO TOLERANCE

Mature (5)
Confident in setting high
levels of risk appetite
because controls, forward
scanning and system
responses are robust
Consistently focussed on
Investing for the best
possible return and accept the best possible return for
stake holders. Resources
the possibility of financial
loss (with controls in place). allocated in 'social capital'
Resources allocated without with confidence that
process is a return in itself.
firm guarantee of return.
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Report no: GB 15-20
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 14TH JANUARY 2020
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
Helen Dearden – Lay Member for Governance
Gerry Gray – Lay Member for Finance
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 26th November 2019 & 17th December 2019
 HR Committee – 26th November 2019
 Quality Safety & Outcomes Committee – 3/12/19
& 7/01/20
 Audit Risk & Scrutiny Committee – 10/12/19
 Committees in Common – 13/12/19
 Primary Care Commissioning Committee –
17/12/19

Report Author(s)

Summary

This will ensure that the Governing Body is fully
engaged with the work of committees, and reflects
sound governance and decision making arrangements
for the CCG.
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Recommendation

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

Relevant Standards
or targets
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 26TH NOVEMBER 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 29th October 2019

Attached
All

1.3

Matters Arising

All

Part 2:

Updates

No items
Part 3:

Performance

3.1

Finance Update October 2019 – Month 07 19/20

Report no: FPCC 54-19 For Noting
Mark Bakewell / Becky Tunstall

3.2

Financial Planning Update

Report no: FPCC 55-19 For Noting
Mark Bakewell / Becky Tunstall

3.3

Scheme of Reservation and Delegation (SORD)

Report no: FPCC 56-19 For approval
Mark Bakewell / Becky Tunstall

3.4

Contracting Position

Report no: FPCC 57-19 For Noting
Val Attwood

Part 4:

Strategy and Commissioning

4.1

Procurement Plan

4.2

‘Power BI’ Configuration, Support and
Licencing Procurement
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Report no: FPCC 58-19 For Noting
Val Attwood
Report no: FPCC 59-19 For approval
Val Attwood
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4.3

Community Services Performance Reporting
Update

4.4

Children and Young People Mental Health (CYP MH)
Therapeutic provision (Seedlings Service)
Report no: FPCC 61-19 For approval
Lisa Nolan

4.5

Community Midwifery Service Procurement

Part 5:

Report no: FPCC 60-19 For approval
Mark Bakewell/Helen
Duckworth

Report no: FPCC 62-19 For approval
Alison Picton

Governance

5.1

Information Governance – Standing Item
Information Governance Steering Group

Verbal
Mark Bakewell

5.2

Finance, Contracting & Business Intelligence Risk
Register – October 2019

Report no: FPCC 63-19 For Noting
Mark Bakewell

6.

Date and time of next meeting:
Tuesday 17th December 2019 2pm Liverpool CCG.
For Noting:
Minutes of Information Governance Steering Group 1st October 2019

Due to the early date of the Finance, Procurement and
Contracts Committee some of the papers will not be available
for circulation until the Friday 13 December 2019.
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance, Procurement and
Contracting Committee

Meeting Date: 26 November 2019

Key issues:

Risks Identified:

1. Financial performance has
worsened leading to the
release of remaining
contingency into the
forecast financial position.



2. Increasing cost associated
with the provision of NHS
Continuing Health Care
(CHC) patients



3. National contract for
licences to support
Microsoft Office 2010
expiring in October 2020.



4. Approved the transfer of the
Seedlings Service for
Children’s & Young People
Mental Health Therapeutic
Provisions to YPAS from
PSS.
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Is the risk identified
linked to the
Corporate Risk
Register & if so
please provide the
Risk No

Chair: Helen Dearden (Vice Chair)

Mitigating Actions:



Financial performance
deteriorates further with no
contingency available to
offset.

On FPCC Risk
Register

Costs associated with CHC
patients are continue to
increase each month with a
forecast overspend by the
end of the 2019/20 contract
year.
Financial and operational risk
associated with ending of
national licences if new
national contract not agreed.

On FPCC Risk
Register



To be added



Potential TUPE liability due
to the transfer of staff
between providers.
Potential risk of challenge
from alternative potential
bidders who may have
tendered if there had been a
further competition.

No







Ongoing review of overspend areas
particularly high cost drugs and CHC
including development of action plans.
Introduction of Financial Oversight
Group to monitor progress and identify
further potential mitigations.
A range of recovery actions are already
in place with the MLCSU who deliver
the CHC service in conjunction with
Merseycare NHS Trust and these are
being monitored quarterly via the
FPCC.
Risk raised at a national level and work
ongoing with Chief Clinical Information
Officers to mitigate risk.
Include acceptance of any TUPE
liabilities as a condition of transfer to
the new provider.
The service is already provided jointly
by PSS so the risk of challenge was felt
to be low.
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5. Approval to purchase
technical advice, support
and server licenses for the
development of a Power BI
visualisation solution. This
would be for a 12 month
period at which point the
system would be reviewed.



Potential risk of challenge
from alternative potential
bidders who may have
tendered if there had been a
further competition.

No



The system is part of a national
framework contract award and as such
is a compliant route to purchase
services and the risk of challenge
should be low.

Approval to cease the
procurement exercise for
the purchase of a
Community Midwifery
Service following the main
independent provider in the
market entering
administration and vary the
existing activity into current
NHS provider contracts.



Potential risk of challenge
from alternative potential
bidders who may have
tendered if there had been a
further competition.
Services are not compliant
with recommendations
included in Better Births; A 5
year forward view for
Maternity Care and the more
recent NHS Long Term Plan
targets as they apply to
Maternity Services.

No



The previously paused procurement
only received only one independent
sector participant who has now exited
the market. It was therefore felt that the
risk of challenge was low.
Include the agreed service specification
in the proposed contract variations to
ensure compliance with
recommendations.
Place a VEAT notice to inform the wider
market of the intended approach



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





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

Declarations were made as follows:
The Vice Chair acting as Chair for the meeting declared an interest with Merseycare.
Dr David O’Hagan declared he was an employee of a LCCG Primary Care Provider.
Neither were felt to have an impact on papers presented to the Committee.
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 17TH DECEMBER 2019 AT 2PM
MEETING ROOM 2, THE DEPARTMENT, LEWIS’S BUILDING
RENSHAW STREET L1 2SA
AGENDA
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
on 24th November 2019

Attached
All

1.3

Matters Arising

All

Part 2:

Updates

No items
Part 3:

Performance

3.4

Finance Update November – Month 08 19/20

Report no: FPCC 64-19 For Noting
Mark Bakewell / Becky
Tunstall

3.5

Update on Future Contracting and Financial
Framework

Verbal Update
Valerie Attwood

3.3

Continuing Health Care – Endo to End

Report no: FPCC 65-19 For

Clinical Assessment Service Update

Valerie Attwood

Internal Audit – Data Quality Review
Assignment Report 2019/20

Report no: FPCC 66-19 For Noting
Rebecca Tunstall

For Noting

Approval

3.4

Part 4:
4.6

Strategy and Commissioning

Stoma Prescription Service

Report no: FPCC 67-19 For

Approval

Gemma Melia /Peter
Johnstone
4.7

Cardiorespiratory Update
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Report no: FPCC 68-19 For Noting
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Michelle Timoney

Part 5:

Governance

5.3

Information Governance – Standing Item
Information Governance Steering Group

Verbal
Mark Bakewell

5.4

Finance, Contracting & Business Intelligence Risk
Register – November 2019

Report no: FPCC 69-19 For Noting
Mark Bakewell

6.

Date and time of next meeting:
Tuesday 28th January 2020 10am

Liverpool CCG.

For Noting:
IG Steering Group meeting moved from December 2019 to January 2020 - Nothing
further to report.

A private meeting will follow immediately after the main
meeting and conflicted members will be excluded from the
meeting and from circulation of the paper pack.
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance, Procurement and
Contracting Committee

Meeting Date: 17th December 2019

Key issues:

Risks Identified:

1.Financial performance has
worsened leading to the
release of remaining
contingency into the forecast
financial position.



2.Increasing cost associated
with the provision of NHS
Continuing Health Care (CHC)
patients

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

Chair: Helen Dearden (Vice Chair)

Mitigating Actions:



Financial performance
deteriorates further with no
contingency available to
offset.

On FPCC Risk
Register



Costs associated with CHC
patients continue to increase
each month with a forecast
overspend by the end of the
2019/20 contract year.

On FPCC Risk
Register



3.National contract for licences
to support Microsoft Office
2010 expiring in October 2020.



On Corporate Risk
Register.



4.Approved the use of a tender
waiver to extend the current
CHC service contract with
MLCSU for a period of two
years.



Financial and operational risk
associated with ending of
national licences if new
national contract not agreed.
Potential risk of challenge
from alternative potential
bidders who may have
tendered if there had been a
further competition.

No



Market review indicates few potential
alternative provider and a short term
extension whilst consideration of a new
model is not anticipated to be
challenged.

5.Supported the proposal to
close down the previous
intended contract procurement



No



Participation in alternative tendered
contract approach will mitigate risk of
challenge.
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Potential risk that other
CCGs withdraw from the
programme and LCCG has



Ongoing review of overspend areas
particularly high cost drugs and CHC
including development of action plans.
Introduction of Financial Resilience and
Oversight Group to monitor progress
and identify further potential mitigations.
A range of recovery actions are already
in place with the MLCSU who deliver
the CHC service in conjunction with
Merseycare NHS Trust and these are
being monitored quarterly via the
FPCC.
Risk raised at a national level and work
ongoing with Chief Clinical Information
Officers to mitigate risk.
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route for Stoma Prescription
Services for Liverpool patients
only and to progress with
joining the Cheshire and
Merseyside Health and Care
Partnership Collaboration at
Scale Programme.

to has to re-consider options
for the service.

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

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

Declarations were made as follows:
The Vice Chair acting as Chair for the meeting declared an interest with Merseycare.
Dr David O’Hagan declared he was an employee of a LCCG Primary Care Provider.
As a result the Chair did not participate in the discussion or decision making process in relation to the CHC.
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
HR COMMITTEE
TUESDAY 26TH NOVEMBER 2019 AT 2PM
MEETING ROOM 2, 4TH FLOOR, LEWIS’ BUILDING
AGENDA
Section 1:

Standing Items

1.1

Welcome and Introductions

All

1.2

Declaration of Interests

All

1.3

Minutes and actions from the previous meeting
held on 15th October 2019

Helen Dearden

Section 2:

Items for Decision

2.1

HR & Remuneration Committee Terms of
Reference

HR 13-19
Helen Dearden

2.2

Committee Self Assessment Review

Verbal
Stephen Hendry

2.3

Management of Allegations Policy & Procedures

HR 14-19
Helen Smith

Section 3:

Items for Discussion

3.1

Staff Survey Action Plan Update

HR 15-19
Gill Roberts

3.2

HR Performance Report & Workforce Metrics

HR 16-19
Gill Roberts

3.3

HR Policy Review

Verbal
Gill Roberts
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Section 4:

Items for Information

4.4

Update on payroll issues

Verbal
Mark Bakewell

4.5

Update on Re-organisation

Verbal
Gill Roberts

4.6

Update on Staff Listening Group

Verbal
Jo Twist

5.

Date and time of next meeting
To be confirmed
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Human Resources
Key issues:

Meeting Date: 26 November 2019

Review
and
approve
for 
recommendation the new terms of
reference for the combined HR & 
Remuneration Committee, to be
operational when new committee
structure approved as part of the
new Constitution/

2.

Staff survey action plan update.





3.

Update on a number of operational 
payroll issues.


4. HR Performance Report &
Workforce metrics (including

523

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

Mitigating Actions:

No



Terms of reference to be
approved by Governing Body
and Membership (as part of
work on new Constitution).

No
Poor staff morale leading too
poor performance and nondelivery of strategy.
Staff retention leading to loss of
“corporate memory”,
inefficiencies and additional
costs.
Barriers to change impeding
delivery of strategy.
No
Possible noncompliance with
legislation due to lack of clarity
in certain policies.
Inefficiencies / potential for
incorrect IT and NIC deductions
due to lack of consistence
regarding treatment of
expenses.
Failure to comply with NHS No
obligations



Working through action plan
and reporting progress to
committee.
Ensuring staff engagement in
action plan outputs and
embedding outputs in
appraisal system.

Risks Identified:

1.



Chair: Helen Dearden

Failure to comply with NHS
obligations.
Poor governance.








Triangulation of “intelligence”
between HR, Payroll and
Finance.
Working through action plan
with regular reporting to
committee.
Report presented to committee
providing
evidence
of
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compliance with mandatory
training).





5.

Various “housekeeping” matters
including, LCCG Exec
responsibility, work plan update, HR
risk register, program of policy
reviews committee performance
review.






Poor staff management leading
to inefficiencies.
Poor staff morale leading too
poor performance and nondelivery of strategy.
Age profile resulting in risk as to
future capacity / capability to
deliver strategy
Failure to comply with NHS No
obligations
Poor governance
Poor HR risk management
Lack
of
responsibility
for
committee by Exec team (in
terms of focus).








oversight of key performance
metrics.
HR strategy to be developed
to
provide
context
for
monitoring
metrics
and
implementation
of
improvement
plans
if
appropriate.
Sighted
on
succession
planning.
Clarity as to roles and
responsibilities of LCC Execs
in respect of committee.
HR RR to be standing agenda
item.
Program for rolling review of
policies to be presented to
committee.

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: It was noted that all those present were conflicted regarding item 4.4 Update to Payroll Issues identified 2019/20 but
were essential for the discussions to take place. Also re item 3.2 HR Performance Report all present were potentially
conflicted but this would be managed as and when issues arose as all were necessary for the discussions to take place. MB
noted that he was Chief Finance & Contracting Officer for Knowsley CCG as well as Liverpool CCG although this was not a
conflict he felt he should declare it as an interest.
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 3RD DECEMBER 2019 3PM TO 5PM
BOARDROOM, THE DEPARTMENT
AGENDA
Part 1: Introduction & Apologies
1.1

Welcome & Introductions

All

1.2

Declaration of Interests

All

1.3

Minutes and Actions from 5th November 2019

Chair

1.4

Matters Arising

Part 2: Updates
2.1

Chief Nurse’s Report

QSOC 62-19
Jane Lunt

2.2

Engagement Update

Verbal
Helen Johnson

Part 3: Governance
3.1

Risk Register

Verbal
Kerry Lloyd

3.2

Safeguarding Annual Report

QSOC 63-19
Helen Smith

Part 4: Performance
4.1

Serious Incidents Overview, Quarter 2, 2019/20
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QSOC 64-19
Barbara Harding
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Part 5: Strategy & Commissioning

6.

Any Other Business

Date & Time of next meeting
Scheduled for Tuesday 7th January 2020, 3pm to 5pm Boardroom, The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality Safety & Outcomes
Committee

Meeting Date: 3 December 2019

Key issues:

Risks Identified:

1. System recognition of the
impact of the stand-alone
site of Liverpool Women’s
Hospital on patient safety
and experience.



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

Potential negative impact on
patient safety and patient
experience due to impact on
services provided.

Y

Chair: Cathy Maddaford

Mitigating Actions:





2. Changes in safe-guarding
legislation creates need for
CCG to review and adapt
processes.



New requirements such as
the Deprivation of Liberty
Safeguards require CCG to
support system to implement
said requirements.






Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared? Yes/No
resolved:
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Single item Quality Surveillance Group
(SIQSG) led by NHSE reviewed position
and impacts.
Concerns regarding position noted at
QSOC and escalated to Cheshire and
Mersey Quality Surveillance Group (QSG).
Updates regularly to QSOC to understand if
position is deteriorating.
Scoping of action required by CCG to
implement new legislation.
Providers to be supported to train staff and
ensure processes are in place.
CCG to request assurance from providers
that new processes are effective.
Chapter 14 and Section II Audits to be used
as further assurance.

If Yes please state the nature of the conflict and how it was
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 7TH JANUARY 2020 AT 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 3rd December 2019

Chair

1.8

Matters Arising

Part 2: Updates
2.2

Chief Nurse’s Report

QSOC 01-20
Jane Lunt

2.2

Engagement Update

Verbal
Helen Johnson

2.3

NHS Continuing Healthcare (CHC) Bi-Annual
Report

QSOC 02-20
Chris Clay

Part 3: Governance
No items
Part 4: Performance
4.1

Organisational Health Check Update
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QSOC 03-20
Jan Lloyd
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Part 5: Strategy & Commissioning
No items

7.

Any Other Business

8.

Date and time of next meeting
Tuesday 4th February 2020 at 3pm
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality, Safety & Outcomes

Meeting Date: 7th January 2020

Key issues:

Risks Identified:

1. Committee considered its
approach to risk and appetite
for risk as part of development
and ensuring effectiveness.



Ineffective approach to
identifying and mitigating
risk.

Chair: Cathy Maddaford

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

Mitigating Actions:





2. Relocation of lymphedema
service delayed.



Delay impacts upon time to
engage with patients
regarding potential change of
location.





Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared?
If Yes please state the nature of the conflict and how it was resolved:

530

QSOC to review outputs from today
and further develop its approach to
risk.
Approach will inform the development
of risk register for new Performance
Committee.
Will support Governing Body
Assurance Framework.
Issue to be raised at Mersey Care
CQPG.
Engagement Team to liaise with
Mersey Care to develop Engagement
Plan linked to options.
CCG Contract Team checking
commissioned standards/level of
service.

Yes/No
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AUDIT, RISK AND SCRUTINY COMMITTEE (ARSC)
TUESDAY 10 DECEMBER 2019 10:00AM – 12 NOON
BOARDROOM, THE DEPARTMENT, LEWIS’S BUILDING
AGENDA
A = Approval
Part 1:

N = Noting

I = For Information

Introductions and Apologies

1.1

Declarations of Interest

1.2

Minutes and Actions from the previous
ALL
Audit, Risk & Scrutiny Committee meeting held on 24 September 2019

1.3

Matters Arising

Part 2:
2.1

ALL

Updates

Audit, Risk and Scrutiny Committee
Work Plan 2020 Review (I)

Part 3:

ALL

Report No: ARSC 57-19
Sally Houghton - Chair

Performance

3.1

Liverpool CCG Loss and Special Payments (N)

Verbal
Mark Bakewell

3.2

External Audit Progress & Sector Update (N)

Report no: ARSC 58-19
Georgia Jones

3.3

Mental Health Investment Standard External
Audit Opinion (N)

Report no: ARSC 59-19
Georgia Jones

3.4

Internal Audit Progress Report (N)
a) Planning and Project Management report
b) Patient and Public Engagement report
c) Data Quality / KPIs report

Report no: ARSC 60-19
Nigel Woodcock

3.5

Internal Audit Follow Up Report (N)

Report no: ARSC 61-19
Nigel Woodcock
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3.6

Internal Audit Follow Up Report (N)

3.7

MIAA Reports to consider for other committees (N) Verbal
Sally Houghton

Part 4:
4.1

Report no: ARSC 62-19
Nigel Woodcock

Strategy and Commissioning

No matters to discuss

Part 5: Governance
5.1

Updated Corporate Policies (A)

Report No: ARSC 63-19
Stephen Hendry

a) Risk Management Strategy
b) Sponsorship Policy
c) Standards of Business Conduct
5.3

Corporate Risk Register and GBAF update
- Including Fraud Risk Register (to be tabled) (N)

Report No: ARSC 64-19
Stephen Hendry

5.4

Register of Interests update (N)
(to be tabled)

Report No: ARSC 65-19
Stephen Hendry

5.5

Register of Gifts and Hospitality update (N)
(no further updates)

Verbal update
Stephen Hendry

5.6

NHS Counter Fraud Authority Updates (N)

Report No: ARSC 66-19
Mark Bakewell

Suggested dates for 2020
 Tuesday 25 February 2020 2pm – 4pm
 TBC Friday 17 April 2020 10am – 12 noon (current on draft submission of 23
April at 5pm)
OR
 TBC Monday 20 April 2020 10am – 12 noon (current on draft submission of 23
April at 5pm)
 19 May 2020 1pm to review the Final Draft of the annual report and accounts prior
to the submission to the Governing Body on 22 May 2020
 AGREED: Final Submission of Annual Report and Accounts Thursday 28 May
2020 Governing Body to be moved from 12 May to 22 May 2020 2:30pm –
5:00pm to include sign off of Annual Report and Accounts sign off
 Tuesday 7 July 2020
1pm – 3pm
 Tuesday 22 September 2020
2pm – 4:30pm (including private meeting)
 Tuesday 8 December 2020
10am – 12 noon
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Audit, Risk and Scrutiny
Committee

Meeting Date: 10 December 2019

Key issues:

Risks Identified:

7.
The Committee
received updates from the
internal and external auditors.





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

Chair: Sally Houghton – Lay Member
for Audit, Risk and Scrutiny Committee
Mitigating Actions:

Lack of external scrutiny and
challenge may mean that
CCG processes and
procedures are not properly
designed or operating
effectively.
Recommendations from
audit reports are not acted
on.




ARSC receives regular reports and
recommendations from external and
internal audit.
The implementation of
recommendations is monitored to
ensure that appropriate action is taken

8.
The committee received
the draft external audit opinion
on the Mental Health
Investment Standard.



Reputational risk if standard
not reached.




Audit review.
Publication of final report on the CCG
website to NHS England timetable with
accompanying statement from the
CCG.

9.
The Committee received
the revised Risk Management
Strategy.



Lack of a robust framework
to manage risks will impact
on the organisation’s ability
to achieve its objectives and
deliver the operational plan.



Scrutiny and revision by ARSC prior to
submission to GB for ratification.

Policies may be outdated
and inappropriate.



Review by ARSC prior to
communications to staff.

10.
The Committee received 
the Sponsorship Policy and the
Standards of Business Conduct
Policy with minor revisions.
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11.
The Committee
reviewed the latest Corporate
Risk Register and received an
update of the 2019/20 GBAF
for Q2.



Risks may not be managed
effectively leading to failure
to achieve organisational
objectives.

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



Scrutiny by ARSC of the processes and
procedures under pinning the
production of the Corporate Risk
Register and GBAF.

If Yes please state the nature of the conflict and how it was
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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 13th December 2019
Boardroom, Liverpool CCG, 4th Floor The Department
2 Renshaw St, Liverpool L1 2SA
Time 12PM TO 2PM
AGENDA
1. Welcome, Introductions and Apologies

Fiona Lemmens

2. Declarations of interest

ALL

3. Notes and actions from the 9th August 2019
meeting
4. Liverpool Women’s Hospital Next Steps

ALL

5.

Stroke Programme Update

6.

Urgent Care Review Update

7. Service Change Proposals Briefing
8.

Refreshed Terms of Reference

9. Any other business

Report no: CIC 06-19
Presentation
Andrew Loughney &
Jenny Hannon
Verbal
Carole Hill
Verbal
Carole Hill
Report no: CIC 07:19
Carole Hill
To Follow
ALL

10. Date and time of next meeting:
Friday 14th February 2020, to take place in the Boardroom, 4th Floor, The
Department, Liverpool CCG
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Committees in Common

Meeting Date: 13 December 2019

Key issues:

Risks Identified:

1. Liverpool Women’s
Hospital



2. North Mersey Stroke
Review – hyper acute
services



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

Future sustainability of the
women’s and children’s
services provided by the trust

Yes
CO54

Stroke services which have
unwarranted variation and
poorer outcomes, if
evidence-based
improvements are not
adopted

No

Chair: Dr Fiona Lemmens
Mitigating Actions:











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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Re-establish programme board and
Clinical reference group
Refresh Pre-consultation Business Case
Priority within One Liverpool Strategy
Further communications and engagement
planned
North Mersey Stroke Board established
Pre-consultation engagement delivered
Proposal would be subject to patient
engagement/consultation
Clinicians and patients undertaking codesign and options development for the
clinical model
North Mersey and West Lancs CCGs
collaboration to improve early supported
discharge services for stroke

If Yes please state the nature of the conflict and how it was
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PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 17TH DECEMBER 2019 AT 10AM
BOARDROOM, LIVERPOOL CCG, 4TH FLOOR THE DEPARTMENT
2 RENSHAW ST, LIVERPOOL L1 2SA
AGENDA
Part 1: Introductions and Apologies
1.1

Declarations of Interest

All

1.2

Minutes and actions from previous meeting on
27th August 2019

All

1.3

Matters Arising:

Part 2: Updates
2.1

NHS England Update

Verbal
Tom Knight

Part 3: Governance
3.1

Primary Care Commissioning Risk Register
December 2019

PCCC 21-19
Cheryl Mould

Part 4: Performance
4.1

CCG Primary Care Commissioning Committee
Contracting and Finance Report

PCCC 22-19
Vic Horton/Scott Aldridge

Part 5: Strategy & Commissioning
5.1

Primary Care Networks Update

 Liverpool Network Alliance

5.2

Dr Mangarai – Termination notice update
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PCCC 23/19
Cheryl Mould/Jacqui
Waterhouse
Presentation
Simon Bowers/
Adrienne Taylor
PCCC 24/19
Scott Aldridge
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6.

Any Other Business

7.

Date and time of next meeting:
Tuesday 17th December 2019
Formal Meeting, Boardroom, The Department
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ALL

Page 28 of 29

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Primary Care Commissioning
Key issues:

1. Primary
(PCN’s)

Meeting Date: 17 December 2019

Risks Identified:

Care

Networks 




2. Primary Care Performance



Is the risk
identified linked
to the Corporate
Risk Register & if
so please provide
the Risk No
PCN Clinical Directors do not 
have
the
capacity
to
represent General Practice
at a city wide/system level
Difficult for system to have a
conversation with 11 PCN’s
Lack of investment/support
to the Liverpool Network
Alliance would result in
limited
development
&
engagement of PCN’s and
General Practice
Number of practices non- 
compliant across a number
of indictors may result in
breach notices being issued

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared?
If Yes please state the nature of the conflict and how it was resolved:
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Chair: Cathy Maddaford
Mitigating Actions:








CCG providing support to the Liverpool
Network Alliance to establish a
leadership team
with additional
capacity from within the CCG Provider
Alliance Team
Clear operational plan in place to
ensure a city wide approach is taken
where and when required
A strong unified voice for General
practice is provided at system level
and for delivery of One Liverpool
Mutual support provided to all PCN’s to
increase
efficiency
and
avoid
duplication
Clear audit trail required demonstrating
assurance that support has been
offered and governance process
agreed for decision making to be
brought to the next committee meeting

Yes/No
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AUDIT, RISK AND SCRUTINY COMMITTEE (ARSC)
MINUTES OF MEETING HELD ON
TUESDAY 24TH SEPTEMBER 2019 10AM – 12 NOON
ROOM 2, LIVERPOOL CCG, THE DEPARTMENT,
LIVERPOOL, L1 2SA
FINAL MINUTES
Members
Sally Houghton (SHo)
Lay Member for Audit – Audit Chair Governing Body Member
Helen Dearden (HD)
Lay Member for Governance – Non Clinical
Vice Chair - Governing Body Member
Peter Kirkbride (PK)
GB Secondary Care Doctor
Stephen Sutcliffe (SS)
GP - Governing Body Member
In Attendance
Mark Bakewell (MB)
Becky Tunstall (BT)
Ian Davies (ID)
Gary Baines (GB)
Georgia Jones (GJ)
Maria McMahon (MMc)
Michelle Moss (MM)
Stephen Hendry (SHe)
Paula Jones (PJ)

Chief Finance & Contracting Officer
Deputy Chief Finance Officer
Chief Operating Officer
Assistant Director - Mersey Internal Audit
Agency – MIAA
Senior Auditor – Grant Thornton – External
Audit
Senior Audit Manager – Mersey Internal
Audit Agency – MIAA
Counter Fraud Specialist – MIAA
Head of Corporate Services
Committee Secretary / Minute Taker

Observing
Cathy Maddaford (CMa)

Governing Body Registered Nurse

Apologies
Andrew Smith (AS)
Samson James (SJ)
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Director – Grant Thornton
Director of Planning, Performance & Delivery

PART 1: INTRODUCTIONS & APOLOGIES
Sally Houghton (SHo), Chair, welcomed everyone to the meeting.
1.1

DECLARATIONS OF INTEREST

There were no declarations made relating to the items on the agenda.
1.2

MINUTES AND ACTIONS FROM THE PREVIOUS AUDIT, RISK
AND SCRUTINY COMMITTEE FROM 2ND JULY 2019

The minutes of the meeting which took place on 2nd July 2019 were
agreed as an accurate record of the discussion which had taken place
subject to the following minor amendments:
• Item 3.2 Review of Risk and Controls Around Financial
Management Self-Assessment Report – minor typographical errors
to be corrected for “Controls” and “Report”.
• Item 5.8 NHS Counter Fraud Authority Circulars Report page 14
typographical error to be corrected “Fraud”.
Action Point 1 –. This was an action from the April/May 2019 meetings
for when the new committee structure was in place to attend to the
training needs of new committee members and this was therefore required
when the new committee structure was in place (January 2020).
Action Point 2: This was an action to be completed by January 2020 for
committee reports to contain more analysis and evaluation.
Action Point 3 –. It was noted that the action for MB to provide
clarification for the breakdown of comments between himself and GJ to
amend the 21st May 2019 minutes had been completed.
Action Point 4 – It was noted that the reference to “Membership Council”
in the new Terms of Reference had been amended with the removal of
the word “Council”.

542

Action Point 5 – It was noted that MMc had not shared the workplan best
practice for HR and Remuneration Committee with HD so this action was
carried forward.
Action Point 6 – It was noted that all actions relating to the External
Auditors’ Annual Audit letter had been completed.
Action Point 7 – It was noted that all actions relating to the Internal Audit
Progress Report had been completed.
Action Point 8 – It was noted that rewording of Risk C056 Failure to
Deliver Service Change as Per the One Liverpool Plan had been
completed and submitted to the September 2019 Governing Body
meeting.
Action Point 9 – It was noted that Lynne Hill had requested an updated
Declaration of Interests Form from PK which had been submitted with no
changes to the original declaration.
Action Point 10 – It was noted that Governing Body members had been
invited to attend the private session with the Auditors which had taken
place immediately before this meeting. Gerry Gray and Dr Paula Finnerty
had sent apologies and Cathy Maddaford, Registered Nurse Member
attended.
1.3

MATTERS ARISING

There were no other matters arising.
PART 2: UPDATES
There were no Items.
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PART 3: PERFORMANCE
3.1

LIVERPOOL CCG LOSS AND SPECIAL PAYMENTS

MB updated that there were no incidents to report.
The Audit, Risk and Scrutiny Committee
 Noted the verbal update.
3.2

EXTERNAL AUDIT PROGRESS & SECTOR UPDATE REPORT
NO: ARSC 50-19

GJ presented a paper which provided an update on the work carried out
to date by the CCG’s External Auditor Grant Thornton for the year
2019/20. She highlighted:
• The Audit for the year 2018/19 was now completed with an
unqualified audit opinion given. Planning was now starting for the
audit of the 2019/20 year. External Auditors would continue to meet
with officers on a regular basis.
• Mental Health Investment Standard – A report would be brought to
the next meeting. SHo asked about the NHS England publication
date, GJ responded that the publication date had been put back a
month by NHS England, however despite this we were working at
completing to the original deadline. MB added that it would need to
be published on the CCG’s website and come to Audit Risk &
Scrutiny Committee and Finance Procurement & Contracting
Committee.
• All the 2018/19 Audit Deliverables had been completed.
 Action: report on Mental Health Investment Standard
External Audit Opinion to come to the December 2019
meeting and be presented to the Finance Procurement &
Contracting Committee.
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The Audit, Risk and Scrutiny Committee:
 Noted the report.
3.3

INTERNAL AUDIT PROGRESS REPORT SEPTEMBER 2019
REPORT NO: ARSC 51-19

MMc presented that Internal Audit Progress Report as at September 2019
to the Audit Risk & Scrutiny Committee to provide assurances, key issues
and progress against the Internal Audit Plan for 2019/20. She highlighted:
• Contracting Arrangements for Clinical Leads Phase 2: The audit
opinion of substantial assurance.
There were two minor
st
recommendations for completion by 31 October 2019 which were:
o All contracts to be signed off by agreed parties and a
monitoring process to be in place to ensure sign off.
o The IR 35 Assessment Register to be kept up to date.
• Remuneration Follow Up – the follow up review provided an updated
position on the 7 remaining recommendations from April 2019, some
were specific to Liverpool CCG and some were for all CCGs, all
recommendations had been fully implemented.
• Risk Management – has received limited assurance overall. The
specific risks were:
o
o
o
o

Lack of Risk Management Training.
Monitoring and reporting arrangements
Gaps in Risk Registers and the issues log.
Escalation and communication of risks from the Governing
Body Assurance Framework and Risk Register.

Risk management training has been identified from the Midland and
Lancashire Commissioning Support Unit to support all of the above.
CCG staff had sought advice from Mersey Internal Audit Agency
about risk management training.
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The Audit Risk & Scrutiny Committee commented as follows:
• SHo observed that the organisation had come a long way in
the way it recorded and managed risk but there was still a long
way to go. The Mersey Internal Audit Agency review shows
us where to concentrate effort in order to move forward.
• HD commented that this needed to be embedded in the
organisation. There was also the issue of the fragmentation of
mitigation of risk between the different committees and the
need to triangulate this which in itself was a risk. ID
commented that the various committees would be the experts
on their risk areas. MB felt that the required level of crossworking did exist, for that the Risk Management System
should make oversight easier. SHe noted the need to ensure
that we did not simply record risk but managed it.
• Composite follow up – the full report was attached. Twelve
recommendations from six separate reviews were followed up
and assessed by MIAA: two had been implemented, seven
had been partially implemented and three had not been
implemented. It was noted some were dependent on the new
committee structure being in place. SHe noted that the project
plan for the new database for the management of Declarations
of Interest had been signed off.
• SH asked about the outstanding matter of Grant Scheme
payments for 2015/16, MB responded that this would form part
of the report to the Governing Body and should be included in
the November 2019 Governing Body Performance Report.
• SH noted that the Quality Strategy impacted on the Patient
and Public Involvement fieldwork which was in progress. ID
noted that the issue was around the CCG making poor
decisions as it was not engaging properly with patients and left
us potentially vulnerable. MB agreed to feedback to Carole
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Hill, Director of Strategy, Communications & Integration to
check that we were aware of the risk and dealing with it.
• SHo asked about the Cash Releasing Efficiency Savings Plan
(‘CRES’) and MB confirmed that these would be finalised by
the end of September 2019. MMc commented that the
procedure for CRES was similar to projects for other schemes
and it would be possible to provide a report to the next Audit
Risk & Scrutiny Committee on CRES and all schemes.
• SHo referred the 2018 Reviews and partially implemented
actions – SHe noted that the Corporate Performance Report at
committee level would be reviewed by the Performance
Committee which included quality as well as finance.
• SHo referred to the action around reviewing the format of the
cover sheets for committee and Governing Body reports and it
was confirmed to her that work to review these is in progress.
• HD noted that the Mandatory Training Policy had been
approved by the HR Committee and subsequently the
Governing Body in September 2019 and was part of the
Training and Study Leave Policy.
• MMc noted that field work on the 2019/20 the Conflict of
Interest review is scheduled to start in December.
MMc asked for the Audit Risk & Scrutiny Committee to approve the
changes to the Audit Plan which were requested on page 12 of the
report which were to defer the Data Quality/KPI review from quarter
2 to quarter 3 due to the team going through a restructure. This was
agreed unanimously.
The Audit, Risk and Scrutiny Committee:
 Noted the Contents of the Internal Audit Progress Report.
 Approved as requested the changes to the Audit Plan.
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3.4

MIAA ANTI FRAUD PROGRESS REPORT
52-19

REPORT NO: ARSC

MM presented a paper to the Audit Risk & Scrutiny Committee which
updated in respect of progress against the agreed anti-fraud plan for
2019/20. The following were highlighted:
• We had submitted our self-assessment to NHS Counter Fraud
Agency on 30th April 2019. In line with the new requirements of
Standard 1.4 of the Standards for NHS Commissioners 2019/20
MIAA had developed a Fraud Matrix and will work with the CCG to
incorporate this into the risk register.
• Inform and Involve:
o Pay rise scams to gain access to the Electronic Staff Record
(‘ESR’) records and divert salaries to the scammers’ bank
account. ESR did not have a two strand authentication
process when bank accounts were changed.
o Spotlight on Working Whilst Sick had been issued.
• Prevent & Deter:
o There was an ongoing national fraud initiative. There were no
concerns with the plans being delivered and quarter 3 was on
track.
• There was one ongoing fraud investigation which was currently with
the Crown Prosecution Service to see if they intend to take it further.
SHo asked MM to explain the 2019/20 proactive exercise around Minor
Ailments for delivery in quarter 3/quarter 4. MM noted that may be an
issue for NHS England rather than the CCG to lead commissioning
responsibility.
If it is decided that the work sits with NHS England the
time will be used for another initiative.
SS referred to issues with the scheme whereby pharmacies are rewarded
for not dispensing items prescribed by the GP and wondered if this was
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open to manipulation. MB responded that the CCG was already aware of
this potential for fraud. MM added that there was a lot of work being
carried with NHS Counter Fraud looking at such schemes and she
agreed to email out the NHS Counter Fraud priority areas so that the
Committee would know what was being looked at.
 Action: MM to email to Audit Risk & Scrutiny a list of NHS
Counter Fraud priority areas.
The Audit, Risk and Scrutiny Committee:
 Noted the content of the progress report.
3.5

MIAA REPORT TO CONSIDER FOR OTHER COMMITTEES VERBAL

HD as chair of the HR Committee and Remuneration Committee is
sighted on the issues from the review of contracting arrangements and the
remuneration follow up work.
Risk Management affected all committees and will be documented in the
new committee structure.
The current GB Chair and Senior Management Lead for Primary Care
Commissioning Committee are both sighted on the issues relating to that
committee.
The Audit, Risk and Scrutiny Committee:
 Noted the verbal update.
PART 4:
4.1

STRATEGY AND COMMISSIONING

No further updates
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PART 5:

GOVERNANCE

5.1

GOVERNING BODY ASSURANCE FRAMEWORK PROGRESS
REPORT: SEPTEMBER 2019 REPORT NO: ARSC 53a-19 &
CORPORATE RISK REGISTER UPDATE SEPTEMBER 2019
REPORT NO: ARSC 53b-19

(a)

Governing Body Assurance Framework Progress Report September
2019:

SHe presented the Governing Body Assurance Framework (‘GBAF’) to
the Audit Risk & Scrutiny noting that this was the first year it had come to
the Committee. It had not been presented at the September 2019
Governing Body meeting but was to be discussed at the Governing Body
Development Session in October 2019 to review risk and see where it sat
in terms of the new structures and committees.
The GBAF was as
presented to the Governing Body in July 2019.
SHo noted the need to consider the role of the Audit Risk & Scrutiny
Committee regarding the GBAF, the role of the Audit Risk & Scrutiny
Committee was to oversee the process not the function. The updates
from the October 2019 Governing Body Development Session would be
incorporated into the version which went to the Governing Body in
November 2019.
ID noted that SHo’s support was required as Chair of Audit Risk &
Scrutiny Committee to raise the profile of the GBAF with Governing Body
members to ensure contribution to the GBAF. SHo agreed to lead the
session at the Governing Body Development Session and to ask for the
item to be first on the agenda. She agreed that this was a very serious
issue and would to try to lead the debate.
SHo referred to GBAF 01 about the risk of the CCG being unable to
influence or assure the quality of care due to insufficient internal
capacity/ineffective internal systems and therefore not meeting the
expected 2019/20 commissioning aims and statutory commitment to
quality under the NHS Constitution. She queried the reduction of the
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overall consequence score from 4 to 3 following re-assessment. SHe
responded that the score had actually been incorrect the first time. MB
felt that we needed to look at the metrics and make then tangible. ID
commented that the dashboard and the performance report were all
evolving so they would link into the GBAF.
MB raised the question of “So what?” which was the key factor to
consider. SHo felt that it was for the executive and officers to put the
metrics in place not the Governing Body so MB and SHe needed to get
this matter on to the Senior Leadership Team agenda for the Executive to
challenge the metrics.
 Action: SHo to lead session on GBAF at the Governing Body
Development Session in October 2019 and to ask for item to be
first on the agenda.
 Action: MB/SHe to get GBAF and metrics setting on the Senior
Leadership Team agenda.
The Audit, Risk and Scrutiny Committee:
 Noted the contents of the report
 Noted that the 2019/20 framework continues to align
appropriate risks, key controls and assurances alongside each
strategic objective;
(b)

Corporate Risk Register Update (September 2019)

SHe presented the Corporate Risk Register updated as at September
2019 and highlighted:
• This was the same version as the one sent to the Governing Body in
September 2019.
• Timing/sequencing was an issue between the Governing Body
dates and Audit Risk & Scrutiny Committee dates.
SHo commented that this issue was what the role of Audit Risk & Scrutiny
Committee actually is, it is to look at the process underlying the production
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of the Corporate Risk Register rather than reviewing risks, mitigations and
action plans; this being the function of the whole Governing Body. Mersey
Internal Audit Agency (‘MIAA’) had noted the lack of evidence of the
management of Risk Registers at committee level. The Audit Risk &
Scrutiny Committee noted the Risk Register and that it had been to the
Governing Body, going forward Audit Risk & Scrutiny Committee would be
noting the process i.e. who had reviewed the risk register and comments
made.
The Audit, Risk and Scrutiny Committee:
 Noted the content of the report;
5.2

UPDATE ON CONFLICTS OF INTEREST POLICY REPORT NO:
ARSC 54-19

SHe presented an updated Conflicts of Interest Policy to the Audit Risk &
Scrutiny Committee. The Policy had been due for review in August 2019.
Updated guidance was issued by NHS England for CCGs in June 2017
with a small number of amendments, NHS Protect is now NHS Counter
Fraud Authority and the revised CCG management structure meant that
some job titles had changed.
ARSC concluded that as the changes to the policy would not prompt any
changes in actions or behaviours these were non-material amendments.
HD asked about the Sponsorship Policy, SHe noted that this was due to
expire in September 2019. HD asked if the CCG had confirmed how the
Sponsorship Policy interacted with the Conflicts of Interest Policy and
Gifts & Hospitality Policy. SHe responded that this would be contained in
the Governance Handbook and the new Constitution. SHo noted that this
was standard form of Policy from NHS England and it had to be in that
format.
SS commented that in future the Primary Care Networks would be
potential providers of services and the policy may need to be revised to
reflect this. SHe responded that we were waiting for updated guidance
from NHS England on a national level before making changes locally
which might then need to be amended. SS referred to the responsibility
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for Enhanced Access being transferred to Primary Care Networks but the
CCG still needs to await the updated guidance from NHS England.
HD referred to section 6.4 Conflicts of Interest Guardian and noted the
typographical error of Lay Members rather than Lay Member. Regarding
Section 6.5 CCG Lay Members she noted that the Lay Member for
Financial Management would Chair the Primary Care Commissioning
Committee in the new structure and thought that it had been agreed that
not all four Lay Members were supposed to attend this meeting. SHe
responded that we needed to make these references to Lay Members in
all committee terms of reference more generic.
 Action: SHe to make references to Lay Members’ committee
membership more generic.
The Audit, Risk and Scrutiny Committee:
 Noted the contents of the report;
 Agreed that the policy changes are ‘non material’;
 Approved the revised version of the CCG’s Conflicts of Interest
Policy as a corporate policy for dissemination and publication.

5.3

REGISTER OF INTERESTS YEARLY UPDATE – REPORT NO:
ARSC 55-19

SHe presented the yearly update of the Conflicts of Interest Register for
noting. He noted that there was only one declaration which presented a
high risk to the organisation, other than that there was nothing to report.
He made particular reference to Lynne Hill and Paula Jones for their work
in completing the refresh. ARSC thanked Lynne and Paula for their efforts
in updating the register.
ID noted the need to remind people appointed to new positions that they
needed to make a fresh declaration which SHe noted would be done.
 Action: SHe/Corporate Services to action reminder to people
that when appointed to a new role within the organisation a
fresh declaration needed to be submitted.
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The Audit, Risk and Scrutiny Committee:
 Noted the updates, RAG and mitigations.

5.4

REGISTER OF GIFTS AND HOSPITALITY UPDATE NO: ARSC
56-19

SHe presented the Gifts and Hospitality Register to the Audit Risk &
Scrutiny Committee. ID was concerned that there might be underdeclaration at the CCG. He referred to numerous email offers that might
be received on a regular basis offering free places at conferences that
were linked to suppliers, even the fact that that something had been
offered and not taken up needed to be reported in order to have a clear
overview of the behaviour of various organisations. He wondered if there
should be a formal communication to the Senior Leadership Team as a
reminder of this. SHe agreed to take this action and possibly extend from
Senior Leadership Team to Governing Body members.

 Action: SHe to remind Senior Leadership Team/Governing
Body members of the process around declaring
gifts/hospitality offered and declined as well as accepted.
The Audit, Risk and Scrutiny Committee:
 Noted the updates to the Gifts and Hospitality Register since
the last Audit, Risk and Scrutiny Committee.
5.5

NHS COUNTER FRAUD AUTHORITY UPDATES REPORT NO:
ARSC 57-19

MB noted that the Audit Risk & Scrutiny Committee had been provided
with the latest NHS Counter Fraud Authority updates which were noted.
The Audit, Risk and Scrutiny Committee:
 Noted the contents of the circulars.
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6.

ANY OTHER BUSINESS

SHo took the opportunity to thank MMc and wish her every success in her
new role as she was leaving Mersey Internal Audit Agency.

Date of Next Meetings
Tuesday 10th December 2019
(Moved from 3rd December 2019)
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10am – 12 noon
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
Minutes of meeting held on Tuesday 15th October 2019 at 10AM
BOARDROOM, THE DEPARTMENT
Present:
Voting Members:
Cathy Maddaford (CMa)
Helen Dearden (HD)
Dr Monica Khuraijam (MK)
Dr Steve Sutcliffe (SS)
Dr Paula Finnerty (PF)
Mark Bakewell
Jane Lunt (JL)
Cheryl Mould (CM)

Governing Body Registered Nurse (Chair)
Governing Body Lay Member for Governance
Governing Body GP
GP
GP – North Locality Chair
Chief Finance & Contracting Officer
Director of Quality Outcomes &
Improvement/Chief Nurse
Programme Director, Liverpool Provider
Alliance

In attendance:
Tom Knight (TK)
Dr Rob Barnett (RB)
Samson James (SJ)
Sarah Thwaites (ST)
Laura Buckels (LB)
Victoria Horton (VH)
Scott Aldridge (SA)
Paula Jones

Head of Primary Care – Direct Commissioning
NHS England
Secretary LMC
Director of Planning, Performance & Delivery
Healthwatch
Business Intelligence Team Primary Care
Lead
Primary Care Accountant
Committee Secretary (minutes)

Apologies:
Jacqui Waterhouse (JW)
Jan Ledward
Dr Adit Jain (AJ)
Dr Sandra Davies (SD)
Lynn Jones (LJ)

Primary Care Development Manager
Chief Officer
Out of Area GP Advisor
Director of Public Health, Liverpool City
Council
Primary Care Quality Manager
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557

Public: 0

PART 1:

INTRODUCTIONS & APOLOGIES

The Chair CMa welcomed everyone to the meeting and introductions were
made.
1.3.1 DECLARATIONS OF INTEREST
There were none made specific to the agenda.
1.3.2 MINUTES AND ACTIONS FROM PREVIOUS MEETING ON 27th
AUGUST 2019
The minutes of the previous meeting held on the 27th August 2019
were agreed as a true and accurate record of the discussions
which had taken place subject to the following corrections:


From item 1.3.1 Matters Arising GP Specification Key
Performance Indicator 5 GP Access, SS referred to page 4
second bullet and requested clarification of the reference to
coding and paying twice for certain clinicians’ time as some
F2/Registrars were funded from Primary Care through the
CCG as well as the Faculty.



From item 3.1 Primary Care Commissioning Committee
Contracting and Finance Report – ST referred to page 7 and
asked for the correction that patients preferred three monthly
scripts.



From item 4.1 Primary Care Networks page 9 MB noted that
one Network had divided into two separate delivery groups
not two Networks.

1.3.1 Action Point One - re GP Specification Same Day Access Key
Performance Indicator – RB felt that the committee had not
resolved the discussion and clarified what is actually required so
this issue was not resolved. He was not sure what the CCG
wished to be achieved from Key Performance Indicator 5.
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1.3.2 Action Point Two – it was noted that Primary Care Performance
& Quality Performance was by exception at each meeting from
the Quality & Safety Assurance Group.
1.3.3 Action Point Three – it was noted that the Clinical Audit Review
of Local Quality Improvement Schemes was an action for the
December 2019 Primary Care Commissioning Committee.
1.3.4 Action Point Four – re Prescribing Projects Update it was noted
that the improved diabetes monitoring in practice had been
approved in March 2018 but there so far had been no update on
whether or not this had in fact been implemented. CM agreed to
follow this up with PJ.
1.3.5 Action Points Five and Six – it was noted that the Risk Register
was on the agenda and had been updated.
1.3.6 Action Point Seven– it was noted that the request for a list closure
was to come to the next meeting and this had been discussed
with SS.

PART 2:
2.1

UPDATES

NHS ENGLAND UPDATE – VERBAL
TK provided an update to the Primary Care Commissioning
Committee:
 NHS Urgent Medicine Supply Advanced Service (‘NUMSAS’)
was being replaced by new Community Pharmacy Contract.
 Winter Planning had started and NHS England would be asking
for capacity management from practices – the Communications
Team from the A&E Delivery Board to send out a slide pack.
CM added that the Head of Urgent Care was using the Primary
Care Team for assurance around winter planning, this needed
to be joined up system approach.
 Sustainability and Transformation Partnership Framework for
2019 to 2024 at Health Care Partnership level to describe how
Primary Care would be transformed – there were eight
deliverables including Primary Care Networks, workforce
planning. We now had a Place Plan as a framework and were
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all in agreement with the direction of travel. We needed to work
with Healthwatch, Local Medical Committee and Local Authority
colleagues. The key message was that this was place based
and signed off by the Health & Care Partnership. The Primary
Care Partnership Board had been established with Terms of
Reference refreshed and RB was part of this.
 Primary Care national delegated funding – proposals had been
put together around assisting in the maturity of the Primary
Care Networks and assisting those requiring more support on
their journey. There was a possibility of funding to set up a
Clinical Director network to support them. The Third Sector
was also being considered for additional roles. There was still
funding unallocated, CM noted she had attended a meeting last
week on this matter. MB felt that the control of where funding
was allocated was in the wrong place and did not involve the
correct people at local level. TK responded that the meetings
around how to allocate funding were poorly attended by
stakeholders. CM added that she had discussed this with JLe
as we needed to avoid duplication as the CCG was also looking
to support the road to maturity of the Primary Care Networks.
MB expressed concerns over the governance of the
Sustainability and Transformation Partnership/Health & Social
Care Partnership although it was generally acknowledged that
£2m of potential additional funding could only be good. RB
raised concerns about the monies being managed through
practices as the Networks were not entities and could not
receive the funding. In response to a query from PF TK noted
that NHS England had a diagnostic tool to determine the
maturity levels of Networks and allocate funding accordingly.
 Primary Care Support Services – the issues were being dealt
with on a case by case basis. RB voiced serious concerns over
the inability of Primary Care Support Services to do their job
and respond to issues, there were still serious issues over
collection of pension payments from practices and some issues
went back to 2016 with practices having to play “catch up” and
not having made provision. He also referred to the issue
around business rates with practices receiving monies in 2016
which they were asked to “hold” for NHS England and
potentially being asked to repay in full when the appropriate
provisions had not been made in practice with the threat of
serious financial destabilisation. TK agreed to feed this back to
the contracts management team in NHS England and share the
results with the Primary Care Commissioning Committee. SS
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asked if this should be on the Risk Register re potential
destabilisation of practice finances. RB felt that there should be
some arrangement to recoup the monies in stages over an
extended timeline which would have not have such a dramatic
effect, also we did not know the extent to which practices had or
had not made provision. CM felt that this should be reviewed
later when more information had been received.
 The NHS England/NHS Improvement restructure was now
complete and letters had been sent to all staff informing them
where their roles were or if they were at risk.
The Primary Care Commissioning Committee:
 Noted the verbal update.

PART 3:
3.1

GOVERNANCE

PRIMARY CARE COMMISSIONING COMMITTEE RISK REGISTER
SEPTEMBER 2019 – REPORT NO: PCCC 18-19
CM presented the Risk Register to the Primary Care Commissioning
Committee and noted that since the August 2019 meeting three new
risks had been added this month: Frailty Index, maturity of Primary
Care Networks and post Brexit medications supply.
The Primary Care Commissioning Committee commented as follows:
 HD observed that some of the actions had happened and
therefore the mitigations needed to be updated, also the
residual risk scores would need to be updated. In addition she
wanted to see more actions around how to achieve the target
risk score. CM agreed that she would speak to each key officer
and by the next meeting we would have a more up to date
picture.
 PF referred to the risk around frailty and queried the use of
EMIS data as it seemed to over-estimate the numbers of frail
patients. LB responded that the data came from CQRS for
patients that would have received a frailty assessment. SS
referred to codings received from the CCG which were incorrect
so this could be why practices appeared to be performing so
Page 5 of 11

561

badly. SA noted that the detail he had sent out on codings
came from national business rules, these had been updated
and the next extracts were due next week (previous codes were
from June 2019).
 HD referred to the Brexit risk where the likelihood was 5 but the
impact 4 which to her meant that it was not critical medication
which would be difficult to source. RB commented that we
simply did not know, this was not just a Brexit issue, there were
problems with supply of medications.
The Primary Care Commissioning Committee:




3.2

Noted the contents and updates of risks for the commissioning
of General Practice
Considered current control measures and whether action plans
provide sufficient assurance on mitigating actions.
Agreed that the risk scores accurately reflect the level of risk
that the CCG is exposed to given current controls and
assurances.

PRIMARY
CARE
COMMISSIONING
COMMITTEE
AND
GOVERNANCE REVIEW INCLUDING TERMS OF REFERENCE –
REPORT NO: PCCC 19-19 & PCCC 19a-19
CM updated the Primary Care Commissioning Committee that all the
actions from the Mersey Internal Audit Agency review of the
committee had been completed and the “Limited Assurance” would
hopefully be removed.
The draft Terms of Reference for the Primary Care Commissioning
Committee in the new committee structure were part of the changes
to the Constitution. These had been discussed at last month’s
informal meeting, were on the agenda for today and would need to go
to the Senior Leadership Team once all changes discussed were
made. The first section was set as standard format by NHS England
and could not be changed so she drew the committee’s attention to
sections 16, 17 and the membership for comment.
RB referred to the second bullet of section 17 about overseeing the
development and delivery of Primary Care Networks and asked if the
Networks would be coming to the Primary Care Commissioning
Committee for approval of workforce funding. MB responded that
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allocations for CCGs were set nationally and did not change, there
might be some pass through allocations in the year but asked if the
Primary Care Commissioning Committee would be asked to balance
resource allocations. CM asked for JL or SJ to comment on the
Performance Committee. SJ commented that the Performance
Committee would receive data and decide which areas practices
should be focussing on.
The Primary Care Commissioning
Committee would need to deliver the actions for issues highlighted by
the Performance Committee. SS noted that the Primary Care
Networks were still developing and asked where responsibility lay if
there was a dispute around the direction of travel. CM responded
that the Primary Care Commissioning Committee would need a new
workplan and a draft would come to the next meeting.
RB referred to section 17 4th bullet around the approval of a
framework for the operational management of primary care estates
issues including the management of rent variations and asked what
this referred to.
MB explained that we needed to have an
operational process to facilitate decision making in this area. The
Primary Care Estates Strategy was starting to work but the estates
issues across the city was wider than just Primary Care and they
needed to link together.
RB pointed out a typographical error on section 19 NHS Liverpool
CCG. He also asked about the statement saying the committee
comprised the geographical area covered by Liverpool CCG in the
light of future changes in CCG structure. Liverpool as a “place” was
very different to its neighbouring CCGs. MB commented that we
needed to look at how the committee structure worked across the
larger CCG footprint which was not yet agreed. It was agreed that
the section 19 should be amended to read “geographical area
covered by member practices”.
There was discussion around the Lay Membership of the committee
with four Lay Members named and there was feeling that this was too
many. MB noted that this would be considered outside of the
meeting. ST asked for the reference to Heatlhwatch non-voting in
attendance role to refer to Heatlhwatch Liverpool not Liverpool
Healthwatch.
HD referred to section 23 and that the circulation of papers should be
5 working days in advance of the meeting. She also suggested that
the reference to the One Liverpool Strategy should be changed to a
more generic title around strategy in case the name of the One
Liverpool Strategy was changed in the future. She referred to section
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48 which stated that the Committee would review its performance on
an annual basis and it was clarified that this was about the
effectiveness of the Committee and would go to the Audit Risk &
Scrutiny Committee from the Committee Chair.
SS referred to section 42 where it stated that the Committee would
have delegated authority to approve on behalf of the Governing Body
the formulation and delivery of the primary care investment and it was
agreed that this should be changed to “delegated budget”.
SS expressed concern re section 47 that the decisions of the
Committee would be binding on NHS England and Liverpool CCG.
TK responded that this was no different to the current Primary Care
Commissioning Committee governance processes. MB added that
the plans for the year for the CCG were approved at the Governing
Body and then passed to the Primary Care Commissioning
Committee for delivery, the likelihood of the Primary Care
Commissioning Committee making decisions in isolation from the
Governing Body was extremely low. SS commented that the Voting
Members of the new Primary Care Commissioning Committee were
non clinical, however JL advised that there was still an appeals
process to challenge decisions taken under the delegated authority.
The Primary Care Commissioning Committee:
 Noted the completion of the action plan
 Noted the revised terms of reference as agreed by the
Governing Body
 Noted the contents of the report;
 Satisfied itself that the attached revised Terms of Reference
were suitable for adoption by the Committee and for
inclusion in Liverpool CCG’s revised Constitution.
PART 4:
4.1

PERFORMANCE

CCG
PRIMARY
CARE
COMMISSIONING
COMMITTEE
CONTRACTING AND FINANCE REORT – REPORT NO: PCCC 2019
SA presented the key aspects of the CCG’s Primary Care Contracting
and Finance position for 2019/20 as at September 2019 (Month 6).
He highlighted by exception:
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 Friends & Family Test – 13 out of 86 practices had not
submitted their July 2019 data. In August 2019 16 practices
had not submitted.
 Publication of GP income – 11 out of the 86 practices had not
published their 2017/18 mean earnings on their website/NHS
website. The August 2019 Committee paper had stated that if
practices had not published their earning by October 2019 the
CCG should follow the contract sanctions protocols.
 Alcohol Consumption Scheme – the national reporting services
CQRS would not be extracting data from GP practices until
November 2019.
 One practice had opted out of the Zero Tolerance Patients
Directed Enhanced Service (‘DES’).
VH presented the Financial aspect of the report:
 The forecast year end overspend was £937k, the majority of this
was driven by prescribing. This was due in part to Category M
issues which had not been included in the baseline therefore
contributing £1.2m of pressure. The August 2019 data would be
received next month, year to date underspends from April to July
were offset against the £1.2m.
 For prescribing there were £2.6m of Cash Releasing Efficiency
Savings (‘CRES’) but many projects were not yet up and running,
the next meeting would receive a more up to date breakdown of
CRES schemes.
 There was a small overspend on Local Enhanced Services and
underspend on delegated co-commissioning due to the dispersal
of APMS practices.
The Primary Care Commissioning Committee commented as follows:
 RB referred to publication of earnings and asked what
reminders/communications had practices received prior to the
reaching the stage of threat of Contract Performance Notices.
SA responded that each practice had had an annual contract
visit and each year received a letter from NHS England on the
requirements of their contract. After the August 2019 Primary
Care Commissioning Committee the CCG had written to each
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practice informing them of which contract requirements they
were not compliant with and requested an action plan, each
practice not compliant with publication of earnings had been
contacted.
 RB referred to the Friends & Family Test issues in April and that
NHS England had not set up a process for reporting.
 RB commented that some practices did not fully understand
what signing up to the Zero Tolerance DES involved. SA
responded that each year practices were asked to confirm if
they wished to continue. RB commented that there was an
issue around the transfer of records between practices as GP to
GP transfer did not exist. This meant that often a Zero
Tolerance practice was dealing with difficult patients without
access to their medical records which only exacerbated the
situations they found themselves in. The response he had
received from NHS Digital about this was “disturbing” and he
would take this up nationally as well. TK asked for the
response received from NHS Digital to be forwarded to him and
he would follow up. SA agreed to forward this.
 PF asked if Contract Sanction letters would be sent to the
practices concerned. SA responded that it would be a remedial
note asking for an action plan, if this was not accepted the CCG
could terminate the contract.
MB summarised the financial position noting that there were some
pressures on the CCG regarding delivery and any help and support
which the organisation could be given would be valuable. The
Category M cost pressure in prescribing was a national issue with
over £1m of cost pressure. CMa referred to the performance
dashboard and felt that it would be useful to see the frequency
information was expected to be updated.
The Primary Care Commissioning Committee:
 Noted the performance of the CCG in delivery of Primary
Care Medical commissioned services.
 Determined if the levels of assurance given are adequate in
terms of mitigating actions
 Noted the forecast financial positon for 2019/20 as at
September 2019 (Month 6) including key issues that have
been factored into reporting assumptions
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PART 5: STRATEGY & COMMISSIONING
6.

ANY OTHER BUSINESS
No other business raised for discussion.

7.

DATE AND TIME OF NEXT MEETING
Tuesday 17th December 2019 Formal Meeting - 10am
Boardroom Liverpool CCG – however it was likely that the 19th
November 2019 Informal date would become a formal meeting.
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
HR COMMITTEE
Minutes of meeting held on Tuesday 15th October 2019 at 2pm
Meeting Room 2, Liverpool CCG, The Department, Lewis’s Building
PRESENT:
Helen Dearden (HD)
Dr Maurice Smith (MS)
Sally Houghton (SHo)
Dr Shamim Rose (SR)

Lay Member for Governance (In the
Chair)
Governing Body GP
Lay Member for Audit
Governing Body GP

In Attendance
Mark Bakewell (MB)
Gillian Roberts (GR)

Joanne Twist (JT)
Andrew Woods (AW)

Paula Jones (PJ)

Chief Finance & Contracting Officer
Senior HR Business Partner,
People Service, Midland &
Lancashire Commissioning Support
Unit
Director of Organisational & People
Development
Senior Governance Manager
(Merseyside CCGs Equality &
Inclusion Service) (up to an
including item 3.1)
Committee Secretary (Minutes)

Apologies
Jan Ledward (JLe)
Adam Burgess-Evans (ABE)

1.1

Chief Officer
Deputy Director of People | People
and Organisational Development –
Midlands & Lancashire
Commissioning Support Unit

WELCOME & INTRODUCTIONS
The HD as Chair welcomed everyone to the meeting.
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1.2

DECLARATIONS OF INTEREST
It was noted that all those present were conflicted regarding item 3.2
Update to Payroll Issues identified 2019/20 but were essential for the
discussions to take place. Also re item 3.3 HR Performance Report all
present were potentially conflicted but this would be managed as and
when issues arose as all were necessary for the discussions to take
place. MB noted that he was now Chief Finance & Contracting Officer
for Knowsley CCG as well as Liverpool CCG although this was not a
conflict he felt he should declare it as an interest.

1.3

MINUTES OF PREVIOUS MEETING HELD ON TUESDAY 13TH
AUGUST 2019
The minutes of the previous meeting held on 13th August 2019 were
agreed as an accurate record of the discussions which had taken
place subject to the following amendments:
 Item 1.4.2 – reference should be to Training & Study Leave
Policy (typographical error).
 Item 2.1 Update to Identified current ‘Payroll’ Issues, page 3
bullet b) SHo asked for the correction to be made that show that
the advice was that this should be taxed at source rather than via
a tax code adjustment.

1.4

MATTERS ARISING NOT ALREADY ON THE AGENDA
1.4.1 Action Point One – GR noted that she and JT would be providing
a verbal update today with a review plan to be brought to the next
meeting on who the Senior Leadership Team Leads would be re
the Staff Survey Action Plan.
1.4.2 Action Point Two – it was noted that the Governing Body had
approved the Study Leave/Mandatory Training Policy at the
September 2019 Governing Body meeting.
1.4.3 Action Point Three – JT noted that the Staff Listening Group had
not met for some time, the Terms of Reference were being
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refreshed and a communication would be going out to staff on the
feedback received.
1.4.4 Action Points Four & Five – it was noted that sickness trigger
absences were covered in the paper on the agenda today around
HR Performance and there was also a paper on today’s agenda
around payroll issues.
1.4.5 Action Point Six – MB updated the committee that the action
around the definition of low value repayments (£250 and below)
should be kept open as the payroll processes were being
implemented and he would report back at the next meeting.
1.4.6 Action Point Seven – the action around the base for Lay Members
being Liverpool CCG’s Offices would be removed as all Lay
Members had received an email from the Chair of the CCG
confirming this.
1.4.7 Action Point Eight – it was noted that HR data was on the agenda
regarding completion of mandatory/statutory training.
Section 2: Items for Decision
No items.
Section 3: Items for Discussion
3.1

Equality Workforce Update and Workforce Race Equality Standard
2019 – Report No: HR 10-19
AW presented a paper to the HR Committee which provided an update
on progress made against the CCG’s workforce equality and diversity
plan 2019-2021 and how the CCG was paying due regard on the
requirements of the Workforce Race Equality Standard (‘WRES’) and
the work being undertaken in response to this. He highlighted:
 From the Workforce Action Plan there were two remedial actions
around Equality Impact Assessments and the development of
reliable monitoring systems. The Commissioning Support Unit
was carrying out impact assessments on all policies.
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 Regarding the WRES we needed to ensure providers complied via
the quality contract schedule and the governing body were to be
challenged on attitudinal barriers and unconscious bias.
 The percentage of Black and Ethnic Minority (‘BME’) staff had
reduced from 7% to 6.33% compared with the population
percentage of between 11% and 13%.
 From the staff survey there were no concerns around
discrimination.
 The CCG led the Merseyside Equality Collaborative Group made
up of all NHS CCGs and providers. There was a proposal to look
at supplying the staff support offer for BME staff in the CCG. This
Collaborative Group linked in with the Cheshire & Merseyside
Care Partnership EDI Steering Group which prioritized areas such
as enhancing opportunities for BME and other protected groups,
using Workforce Equality Standards to bring about change and
opportunity, advising the Sustainability and Transformation
Partnership Workforce and Educational Strategy Programmes
and reviewing recruitment programmes and promotional
strategies to encourage wider involvement from minority
communities.
The HR Committee commented as follows:
 MB pointed out a typographical error in Appendix B where the
Chief Officer’s name was misspelt.
 SR commented on the ethnicity of the Governing Body and noted
that as Office Holders were voted in by the GP members of the
CCG, the CCG GB had no direct control over the ethnic mix of the
GB; indeed it was against the law to manipulate this. Also certain
roles would be restricted to those having the appropriate
qualifications which could not be altered.
 HD noted that the issue was more around removing barriers rather
than positively discriminating.
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 SHo noted the need to reach the “hard to reach” groups. She also
wanted to be assured that the Commissioning Support Unit carried
out the Equality Impact Assessments correctly. GR responded
that the Commissioning Support Unit had an Equality & Diversity
Team and the assessments were part of each policy. HD
reminded the committee that this also related to disability.
The Liverpool CCG HR Committee:
 Noted the progress made against the LCCG E&D workforce
plan (Appendix A)
 Noted and pay ‘due regard’ to the LCCG WRES template
(Appendix B)
 Noted the work of the Equality Collaborative Group on
developing positive action programmes across Merseyside
and wider Cheshire and Merseyside Care Partnership in
response to the WRES.

3.2

Update to Payroll Issues Identified 2019/20 – Report No: HR 11-19
MB presented a paper to the HR Committee which updated on progress
made since the last meeting held on 13th August 2019 on a variety of
operational issues previously presented. He noted:
 There were sixteen actions from the last committee and five of
these had now been closed off.
 Of the remaining eleven, five were in progress with payroll, three
were currently with the Commissioning Support Unit HR Team to
action, two were with the CCG to undertake (working with the
Payroll Team to ensure training re the electronic expenses system
going live and over-payments were dealt with).
 IR 35 – we were closing off the audit recommendations, the IR 35
log provided an audit log and during the year the CCG finance
team had increased staff awareness including budget holder
training for staff, circulation of the IR 35 policy and updating staff
on the IR 35 legislation at the Friday Floor Meeting was planned.
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The numbers involved were low but we were compliant with the
rules and regulations.
The HR Committee commented as follows:
 MS asked about the immaterial over-payments with past
employees to be collected and the process. MB explained that
there was a process to be followed under the Scheme of
Reservation and Delegation (‘SORD’) i.e. salary sacrifice, so that
there was a consistent approach. SR agreed that the process
needed to be the same for everyone.
 SHo asked what the reference on page 5 of the paper asking for
the HR Committee to consider the recommendations raised
regarding the rates for ‘apprentice roles’ within the CCG referred
to. MB responded that this was a mistake.
 HD asked about backdating from November if submitted in
November, MB responded that this referred to any claim relating
to November. HD was not confident that the payroll service would
get the tax treatment right for example for expenses and
unravelling any mistakes would be time-consuming.
MB
responded that the CCG was trying to be clear and hold the payroll
provider to account.
 HD referred to IR 35 and commented that it was good that the
CCG did not have many but asked if there was a process for
ensuring that decisions had been taken correctly particularly
where the conclusion was that IR35 did not apply. GR responded
that the process needed to be looked at to ensure it was more
robust. It was agreed that a second stage review process might
be appropriate.
The Liverpool CCG HR Committee:
 Noted the Payroll / HR related issues that are currently being
investigated and actioned as appropriate
 Noted the actions that have taken place since the last HR
committee meeting
 Noted the progress made on IR35 issues as identified.
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3.3

HR Performance Report – Report No: HR 12-19
GR presented a paper to the HR Committee which provided information
on workforce performance monitoring for quarter 1 of 2019/20
(Appendix 1), sickness trigger report (Appendix 2) and
statutory/mandatory training completion report by team as at 22nd
September 2019 (Appendix 3). She highlighted:
 Staff turnover rate was 15.33% which was lower than the NHS
average. The most frequent reason for leaving was voluntary
resignation due to promotion which did not present us with any
real concerns.
 Sickness absence had reduced from 5.01% in April 2019 to 3.72%
in May 2019 and 1.16% in June 2019. There had been no change
in long term sickness absence for which stress/anxiety/depression
was the most frequent reason.
 Statutory and Mandatory Training – performance was not as good
and there was work to be done.
The HR Committee commented as follows:
 MS asked if the stress cited as the reason for sickness was workrelated or not. JT responded that the Electronic Staff Records
(‘ESR’) system did not allow for this differentiation between work
and non-work related stress.
 HD referred to the pay bands and age noting the need for
succession planning. JT confirmed that this had begun.
 MB noted that some teams had expressed a need for more staff
development via secondments etc to help move forward.
 MB asked if the training compliance statistics included people on
maternity leave so the exclusions needed to be correct so the data
was meaningful. GR noted that those on maternity leave needed
Page 7 of 8

577

to be included hence the compliance figure being 85% rather than
100%.
 HD noted that the Governing Body performance on
mandatory/statutory training was poor and they needed to lead by
example. MB commented that Governing Body members were
not always aware that they were non-compliant due to needed to
be logged in to ESR.
 SHo queried why the equality report had staff numbers of 158 and
the HR reporting 139, it was clarified that this was due to the
difference between headcount and whole time equivalent.
The Liverpool CCG HR Committee:
 Noted content of the report.

Section 4: Items for Information
No items.
5.

DATE AND TIME OF NEXT MEETING
Tuesday 26th November 2019 at 2pm – MS gave his apologies in
advance for this meeting.
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
FINANCE PROCUREMENT AND CONTRACTING COMMITTEE
MINUTES OF MEETING HELD ON TUESDAY 29TH OCTOBER 2019
10AM TO 12PM
ROOM 3, LIVERPOOL CCG, THE DEPARTMENT, LIVERPOOL, L1
2SA
Present
Gerry Gray (GG)
Lay Member for Financial Management
Helen Dearden (HD)
Lay Member for Governance
Mark Bakewell (MB)
Chief Finance & Contracting Officer
Maurice Smith (MS)
GP Governing Body Member
In Attendance
Alison Picton (AP)
Paula Jones
Apologies
Jane Lunt (JL)
Samson James (SJ)
Jan Ledward (JLe)
Derek Rothwell (DR)
Ian Davies (ID)

Head of Contracts
Committee Secretary (Minutes)
Director of Quality, Outcomes &
Improvement/Chief Nurse
Director of Planning, Performance &
Delivery
Chief Officer
Head of Contracts, Procurement &
Business Intelligence
Chief Operating Officer

Part 1: Introductions and Apologies
GG as Chair welcomed everyone to the meeting and introductions were
made.
1.1

Declarations of Interest

MS noted that in regards to item 4.1 Drs K & S Mangarai GMS Contract
Options, he was not directly conflicted as a partner in a practice
receiving dispersed patients; however his practice was in the same
Primary Care Network (SWAGGA). This was noted by the committee
and it was agreed that there was no need for him to be excluded given
the nature of the discussions.
1.2

Minutes and action points from the meeting on 24th
September 2019
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The minutes of the meeting on 24th September 2019 were approved as
an accurate record of the discussions which had taken place, subject to
the corrections below:
 Item 4.5 Translation Services page 11, MS noted that the second
paragraph should be clarified that the entity being referred to was
NHS North West (which in itself is not an entity)
 Item 4.6 Talk Liverpool Contract page 12 third paragraph
typographic error “thast” should be “that”.
 Item 3.2 Community Services Performance Reporting – page 7 4th
paragraph “that this” to be removed.
 Item 4.2 Catheter Prescription Service Procurement page 8 first
bullet “in” to be removed.
1.3

Matters Arising Not already on the Agenda

1.3.1

GG referred to the Mersey Internal Audit Agency contract
discussions and that the CCG should pursue a procurement.
MB responded that this issue had been discussed at the last
meeting and that as prices had already been lowered through
the recent process and given timelines around the current MOU
would align suitably to match changes regarding CCG
footprints, etc this would be option at that point.

1.3.2

Action Point One: It was noted that the APMS risk impact and
residual risk scoring had been updated.

1.3.3

Action Point Two: It was noted that narrative around utilisation
of reserves year to date and forecast outturn in the Finance
report had been clarified but was not as relevant due to full
utilisation of contingency in current assumptions

1.3.4

Action Point Three: It was noted that Community Services
Performance Reporting was coming to the November 2019
meeting as per agreed development plan.

1.3.5

Action Point Four: It was noted that the Contract Report would
be updated as requested for presentation at the November
2019 meeting.

1.3.6

Action Point Five: It was noted that the future contracting
approach to the Anticoagulation Service (when the two year
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extension expired in April 2022) had been included within
procurement planning process.
1.3.7

Action Point Six: it was noted that the Cardiorespiratory Update
was planned for the December 2019 meeting.

1.3.8

Action Point Seven: It was noted that MB would provide a
further update on the NHS England request to join the CCG’s
Translation Services Contract under Any Other Business.

1.3.9

Action Point Eight: It was noted that following the September
2019 meeting DR had held discussions with GG over the
decision taken at the non-quorate section of the meeting (HD
conflicted). GG agreed the decision taken by the committee for
the Improving Access to Psychological Therapies service to
become part of the main Mersey Care Mental Health contract.

1.3.10

Action Point Nine: it was noted that the action around One to
One Midwifery and clarification of the risk on the Risk Register
could be closed down.

1.3.11

Action Point Ten: it was noted that the action around JLe
raising at the Cheshire & Mersey Partnership System
Management Board the issue of the governance around their
recommendation to the CCG re appointment of Internal
Auditors needed to be kept open.

Part 2:

Updates

No items
Part 3:
3.1

Performance

Finance Update September 2019 – Month 06 2019/20 - Report
No: FPCC 51-19

MB presented the Month 6 2019/20 Finance Update to the Finance
Procurement & Contracting Committee, highlighting the key points from
the report
 The same financial trends have continued as reported in previous
months, with the CCG reporting a balanced year to date and
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forecast outturn position consisting of operational overperformance
offset by contingency and other earmarked reserves as described
within the report. Increased expenditure compared to planned
levels continue to exist in areas of programme expenditure
including High Cost Drugs and Devices, Continuing Healthcare
and Prescribing. This overspend is offset by the available 0.5%
contingency and other earmarked slippage reserves and delivery
of cash releasing efficiency savings.
 Some additional allocations had been received in month but these
were pass through and were of no direct benefit to the CCG’s
financial position.
 Forecast Cash Releasing Efficiency savings (‘CRES’) were greater
than the planned level at £14.6m against plan of £13.8m but again
included a combination of over / under delivery.
 Most performance indicators were Green with the exception of the
Better Payments Practice Code indicator as previously reported,
with performance continuing to improve with an expectation that
performance being compliant before the year end.
MB provided further details on the current performance position
 Continuing Healthcare/Funded Packages of Care continue rise
month on month with regards to both expenditure impact and
numbers of cases, and it continues to be an area of concern
regarding year-end financial performance. It was recognised that
the issue regarding Funded Nursing Care costs paid for by the
council remains an outstanding risk and is being progressed
through a process being undertaken by the Commissioning
Support Unit to review the payments made by LCC.
 Further work had been undertaken with regards to the ‘Category M
Drugs’ cost pressures as had previously been flagged and was
going to be a national issue for all CCG’s. The potential impact of
around £1.2m of additional expenditure is now included within the
forecast outturn position.
 Better Care Fund Quarterly Update – the 2019/20 plan had been
recently resubmitted in September 2019, and the CCG had
received additional allocations for social care expenditure (£927k)
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to reflect increased allocation growth levels higher than the original
planned levels. However, these allocations were non-recurrent so
we needed to work together to set the 2020/21 plan as the impact
was recurrent.
The Finance Procurement & Contracting Committee commented as
follows:
 MS asked for more information on the measures being taken to
mitigate the financial pressures. MB responded that an enhanced
action plan had been put in place given the increasing risk to
financial delivery and that he was confident that the appropriate
steps were being taken. A process is underway to begin looking at
the impact of the plans for the next financial year as part of this
process and would take into account any lessons learnt.
 GG felt that it would be helpful to have the risks and opportunities
presented going forward.
 AP noted that lessons learnt were always included in the Contract
Update to the committee but something more detailed could be
provided.
 HD asked about the potential financial risk regarding FNC and how
would the CCG manage if it materialised. MB responded that the
£1.5m as quoted was hopefully the very worst case scenario and
internally the view was this impact should be a lot less.
 HD referred to Category M prescribing pressures and asked what
leniency there might be from NHS England on the financial year
end position of the CCG given that these pressures had been
impossible to budget for and beyond the CCG’s control and had
happened in year. MB replied that the response from NHS
England would be that we would just need to manage it.
 MS felt strongly that comment regarding GP Practice and
prescribing risk should be amended and that the references to
Primary Care and Prescribing should be separate. MB was happy
to amend this.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
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Part 4:
4.1

Noted the current financial position and risks associated
with delivery of the forecast outturn position.
Strategy & Commissioning

Drs K and S Mangarai – Report No: FPCC 52-19

AP presented a paper to the Finance, Procurement & Contracting
Committee for the Committee to note.
On 15th October 2019 the Primary Care Commissioning Committee had
approved the recommendation to implement a managed dispersal for
the Dr K and S Mangarai GMS contract following the decision by the two
doctors to terminate their GMS contract. This practice was based in
Speke Neighbourhood Health Centre and the patients would be
dispersed to the two other practices in the same building. The Finance
Procurement & Contracting Committee were also being asked to note
that, as per the dispersal of the APMS practices last year, a payment of
£9.06 was to be made to the receiving practice for each patient to help
manage the transition at a maximum cost of £23k.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


Noted that on the 15th October 2019, the Primary Care
Commissioning
Committee
approved
the
recommendation to implement a managed dispersal for
the Dr K and S Mangarai contract.



Noted the support payment of £9.06 per patient to cover
the transfer of the patients as part of the managed
dispersal process.

Part 5:
5.1

Governance

Information Governance – Standing Item – Information
Governance Steering Group – Verbal

MB noted that there were no exceptional issues to report and that work
plan was progressing as required on the Toolkit submission.
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The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the Verbal Update.
5.2

Finance, Contracting & Business Intelligence Risk Register
October 2019 – Report No: FPCC 53-19

It was noted that the Risk Register was stable with no changes to five
risks. The One to One Midwifery risk C05 had been updated following
discussions at the previous month’s Finance Procurement & Contracting
Committee meeting.
The Finance Procurement & Contracting Committee commented as
follows:
 Given the earlier conversation on FNC risk, MS referred to risk
CO2 and asked if the level of risk was correct. MB responded that
the risk included in C02 was in relation to the number of
outstanding reviews and not the financial risk as described earlier.
It could be included as a specific contributing risk within F01
regarding financial risk. HD felt that it should be a separate risk.
 HD felt that in respect of C02 Continuing Healthcare/Funded
Nursing Care the current/residual risk needed to be higher.
 MS requested more information around the claim registered by the
CCG with the Insolvency Practitioner for One to One Midwifery.
MB explained that as there was an element within the contract
payments made to One to One for the initial part of the maternity
pathway, the CCG would be required to make a duplicate payment
to the new provider and hence the register of the claim in order to
offset this cost.
 Following a further discussion, the committee agreed that there
should still be two separate aspects to this risk, the transition of
clinical caseload and the Clinical Negligence Scheme for Trusts
(‘CNST’) risk that was the responsibility of the CCG but impact was
unknown.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
Page 7 of 8

585

 Noted the risks for 2019/20 financial year and relevant
updates as at October 2019.
6.

Any Other Business

MB informed the Finance Procurement & Contracting Committee that
further discussions had taken place regarding NHS England’s request to
participate in the CCG’s translation services contract for Primary Care
services. The feedback from the Committee has been fed back to NHS
England but they have not agreed with this approach. The CCG was
now wording a response to NHS England and the committee would be
kept informed
7.

Date and time of next meeting

Tuesday 26th November 2019 10am The Department Lewis’s Building L1
2SA. Both GG and MS noted that they would need to send apologies to
this meeting therefore the issue of quoracy would need to be
considered.
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
FINANCE PROCUREMENT AND CONTRACTING COMMITTEE
MINUTES OF MEETING HELD ON TUESDAY 26 NOVEMBER 2019
10AM TO 12PM
ROOM 2, LIVERPOOL CCG, THE DEPARTMENT
LIVERPOOL, L1 2SA
Present
Helen Dearden (HD)
Mark Bakewell (MB)
Jan Ledward (JLe)
Jane Lunt (JL)
Samson James (SJ)
Ian Davies (ID)
David O’Hagan (OH)

Lay Member for Governance
Chief Finance & Contracting Officer
Chief Officer
Director of Quality, Outcomes & Improvement/Chief
Nurse
Director of Planning, Performance & Delivery
Chief Operating Officer
GP Governing Body Member

In Attendance
Alison Picton (AP)
Becky Tunstall (BT)
Val Attwood (VA)
Bernie Cain

Head of Contracts
Deputy Chief Finance Officer
Deputy Chief Contracting Officer
Temporary Executive Support (Minutes)

Apologies
Gerry Gray (GG)
Maurice Smith (MS)

Lay Member for Financial Management
GP Governing Body Member

Part 1: Introductions and Apologies
HD as Chair welcomed everyone to the meeting and introductions were made. David
O’Hagan was welcomed to the meeting as a newly appointed member of the
Committee.
Apologies were noted as above.
1.1 Declarations of Interest
Declarations were noted by the committee as follows:
DO’H is an employee of a local Primary Care provider and HD has connections with
Mersey Care. The Chair deemed that the declarations would not conflict with the
Finance, Procurement and Contracting agenda items and would be able to participate
in the meeting.
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1.2

Minutes and action points from the meeting on 29 October 2019

The minutes of the meeting on 29 October 2019 were approved as an accurate
record of the discussions which had taken place, subject to the corrections below:
 Item 6 Any Other Business (PAGE 10)
HD noted a typographic error in the penultimate sentence.
‘feedback’ in the sentence should be ‘fed back’.
1.3

The second

Matters Arising not already on the Agenda

1.3.1

Action Point One: MB informed the meeting that the Health & Care
Partnership had acted on behalf of Cheshire & Mersey Clinical
Commissioning Groups and had initiated a five year framework agreement
with Mersey Internal Audit. There had been concerns raised by committee
members at previous meetings of the governance around these
arrangements and what other decisions could be being made.
JLe expressed concern around the arrangements when they did not have
authority to do so. MB gave assurance that they do not have authority to
sign off a contract

1.3.2

Action Point Two: Completed.

1.3.3

Action Point Three: Completed.

1.3.4

Action Point Four: Completed.

Part 2:

Updates

No further AOB items were raised.
Part 3:
3.1

Performance

Finance Update October 2019 – Month 07 2019/20
- Report No: FPCC 54-19

MB presented the Month 7 2019/20 Finance Update to the Finance Procurement &
Contracting Committee (FPCC), highlighting the key points from the report.
 There has been no major change in the reported financial position compared to
previous months. The CCG continues to report a balanced year to date and
forecast outturn position. The same key issues were still evident in month 7
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including continued over-performance in High Cost Drugs and Devices,
Continuing Healthcare and Prescribing. There was a contingency reserve of
0.5% in place at the start of the year which is forecast to be fully utilised to
partly offset in year over-performance in addition to slippage against earmarked
reserves.


MB highlighted from the business rules (page 17) that position relating to the
Better Payment Practice Code continued to improve and it was expected that
this would be achieved by the end of the year. MB was also pleased to share
that the cash balance remains in line with LCCG’s performance targets.

MB provided further details on the current performance position (page 19) as follows:
 Continuing Healthcare/Funded Packages continue to increase due to a
combination of an increase in the volume and cost of packages and increased
in the number of packages requiring 1:1 care.
 The Prescribing overspend position is mainly driven by the national price
changes for Category M drugs.
 The Acute position is mainly driven by over-performance in High Cost Drugs
and Devices although there is also an over-performance at non AAO providers
(mainly St Helens & Knowsley).
 Internal action plans have been developed to investigate key areas of overspend (page 22).
In relation to CRES (page 24) LCCG is forecasting to achieve savings of £1.7m over
and above the plan of which £1.4m was due to in year slippage on planned funding
investments. This would have an impact on the 2020/21 plan as some slippage
against investments is non-recurrent in nature but this will be assessed as part of
20/21 planning process
MB highlighted the financial risks (page 25) which remained unchanged.
The Finance & Procurement Committee commented as follows:
 HD asked when we would have any further clarity on the FNC risk.
 MB informed the Committee that by the January 2020 meeting, he would hope
to have an early indication of the financial impact of the review. As such, that
position reported currently remains unchanged.
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 JL stated that in terms of healthcare we are clear that FNC payments should
not be made without a healthcare assessment in place and this had been
communicated to LCC colleagues.
 JLe asked why the funding has not been spent on investments that had
previously been agreed. MB stated that recruitment issues have been a driving
factor in the majority of investment delays but there have been instances where
circumstances have changed and the original planned investment is no longer
the right thing to do.
 HD asked for clarification regarding the application of the available contingency
within the financial position. MB clarified that all of the contingencies had not
been used at month 7 but noted that the forecast showed they would be used
by year end.
 DO’H queried if forecasts took into account the impact of winter on activity. MB
confirmed that the forecast assumptions took into account the estimated profile
of the activity but that this was difficult to predict.
 MB stated that LCCG were looking to re-establish the Finance Recovery and
Oversight Group (FROG) to ensure delivery of a balanced position at year end
and provide oversight of action plans. MB welcomed Committee members to
be part of the group should they so wish.
 HD referred to page 19 and stated that it was surprising to note a decrease in
community contract expenditure. MB gave an example of Specsavers as one
of the key changes to a number of contracts that are based on lower volumes of
activity.
 ID queried the under-spend on telehealth. MB stated he understood that there
had been a number of operational issues in implementation and would request
a further update from the programme lead for a future meeting.
In conclusion, MB asked the committee to note the financial position at Month 7 and
to note the range of pressures and risks that had been discussed including actions
that are being taken to mitigate.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Noted the information provided by MB in that continued focus is required
to ensure that budgets remain in balance for the remainder of the financial
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year and opportunities for greater financial efficiency continue to be
explored.
 MB to provide the committee with an update on the Telehealth underperformance.
3.2

Financial Planning Update – Report no: FPCC 55-19

BT provided a summary of the first Long Term Plan Financial Submission for 2020/21
to 2023/24.
BT highlighted the following:
 Current assumptions are that delivery of LCCG’s control total is broadly
achievable subject to some key assumptions, i.e. no further deterioration in the
CCGs financial position and future risk is manageable within a contingency of
0.5%. The current planning assumptions would result in a CRES requirement of
around £17m for 2020/2021, equivalent to 1.8%.
 For 2020/21 & 2021/22 resource allocations have been confirmed but for
2022/23 & 2024 allocations remain indicative but provide a basis to plan upon.
 MB highlighted that there remains an outstanding risk with regards to running
costs for next year relating to Employer’s Pension contributions which increase
from 14% to 21%. Currently, the assumption is that this would be centrally
funded as has been the case in 19-20 but it is unclear how this will be adjusted
in 20/21
 BT highlighted the key assumptions included in the plan (page 42-44) and that
the risks associated with the delivery of 2019/20 investments have not been
included in the plan for 2020/2021.
 BT presented the summary financial position for 2020/21 to 2023/24 (page 45).
The CRES is assumed to reduce from 1.8% in 2020/21 to 1.1% in 2023/24.
 BT went through the bridge between the 2019/20 forecast outturn and the
2020/21 plan (page 46). This highlighted that there are underlying pressures
totalling £10.5m in 2019/20 that will be the first call on allocations for 2020/21.
These include non-recurrent CRES, slippage on investments, non-recurrent
benefits from the prior year and the underlying impact of AAO contracts and
2019/20 cost pressures.
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 It is assumed that the Primary Care delegated budget will be fully spent and
that the Running Cost allocation reduction will be offset by an equal expenditure
reduction.
 Growth and tariff impacts have been include based on current national and local
intelligence but could be subject to change.
 Cost pressures have been included for meeting constitutional standards, Mental
Health Investment Standard (MHIS) and for new NICE decisions.
 BT highlighted the MHIS (page 47) which includes the recurrent pickup of
schemes currently funded via the STP top slice and that LCCG is working with
providers on the required mental health planned investment funding.
 BT highlighted the next steps required to develop the detailed financial plan for
2020/21 (page 48).
The Committee commented as follows:
 ID asked for clarification relating to Ambulance Response Services for NWAS
and asked what the position was for other CCGs.
 JLe highlighted that LCCG cannot give a view about other CCGs funding
decisions and that LCCG needed to be focusing on the delivery of efficiency
and improvement plans that drive the cost out of the system rather than
individual providers.
 DO’H queried whether there was a breakdown of the tariff uplift assumptions on
page 43.
 MB stated that these were national assumptions and the national guidance did
contain a breakdown of the components of the net tariff uplift. This includes the
requirement that providers would need to deliver 1.1% as a minimum but some
would require a stretch target of up to 1.6%.
 JLe stated that investments for 2020/21 would need to be prioritised in light of
the plan assumptions.


MB highlighted that as LCCG investment plans have slipped in 2019/20 the
resultant service benefits have also not been delivered therefore whilst slippage
has supported the in-year financial position, it is not beneficial in the long-term.
.
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 ID asked if there remains an underlying risk relating to the merger and
formation of the new Liverpool University Hospital NHS Foundation Trust
(LUHFT). As the two previous Trusts come together there may be another year
of not having the capacity that we anticipated would be available in the system.
 MB commented that this is part of the planned contracting conversations.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Noted the financial planning assumptions in respect of:
¯ Resources available to LCCG based on the confirmed allocations for
2020/2021 and 2021/2022 and indicative allocations for 2022/2023 and
2023/2024 published by NHS England.
¯ Expenditure assumptions based on current forecast outturn, national
guidance and local intelligence for growth and price increases.
¯ Mental Health Investment Standard Investment.
¯ Estimated cash releasing efficiency savings (CRES) assumptions.
3.3

Scheme of Reservation and Delegation (SORD) –
Report no: FPCC 56-19

BT informed the meeting that the SORD had been reviewed following the recent
restructure within the organisation, and the report provided an update to the
Committee on the full refresh to the operational components of the CCG’s scheme of
delegation.
BT highlighted the following:
 Losses and special payments are now restricted to the Accountable Officer and
Chief Finance and Contracting Officer.
 Purchase of Non-Healthcare Goods & Services have been amended to align
authorisation limits to band. The only anomaly was the Programme Manager for
Cheshire & Merseyside Women’s and Children’s Partnership (Band 7) that
requires a limit of £20,000 due to the small size of the team. Limits for the Chief
Finance & Contracting Officer & Director of Quality, Improvement & Outcomes
have been amended to reflect the current non healthcare EU procurement limit.
 Signing of Healthcare Contracts has been restricted to Accountable Officer and/or
Chief Finance and Contracting Officer. Their authorisation limit has also increased
to £350m to accommodate the relative size of the new Liverpool University
Hospital Foundation Trust. The Governing Body had previously been included but
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this has been deleted as a contract cannot be physically signed by the Governing
Body.
 Purchase of Healthcare Goods & Services have been amended to align
authorisation limits to band with the exception of Deputy Director of Quality,
Improvements & Outcomes and Head of Transformation & Programmes who
require a limit of up to £100,000 due to the increased level of Continuing
Healthcare and Digital budgets respectively. In addition for Band 9 staff the
Director of Performance & Delivery, Deputy Chief Finance Officer and Deputy
Chief Contracting Officer require a limit up to £4m for approval of regular contract
invoices in addition to the Director of Quality, Improvements & Outcomes to aid
operational matters. The Programme Manager for Cheshire & Merseyside
Women's and Children’s Partnership hosted by the CCG again requires a limit of
£20,000 due to the small size of the team.
 For Ad hoc & Crises payments limits have been amended to align authorisation
limits to band with the exception of the Programme Manager for Cheshire &
Merseyside Women's and Children’s Partnership hosted by the CCG again
requires a limit of £20,000 due to the small size of the team. There was no change
to Accountable Officer and Chief Finance & Contracting Officer limits but
expenditure above £200,000 would need joint approval over £200,000.
 Approval of Quotation and Tenders (in line with established CCG Procurement
Policy) has been split into 2 categories to reflect different expenditure levels and
limits in respect of EU procurement rules between Non-Healthcare and Healthcare.
Approval has also been restricted to members of SLT.
 For Staffing Employment Establishment/ Overtime Travel Expenses 8d posts have
been added for authorisation of 8d and below and for Staffing Employment Non
Establishment band 9 and 8d posts have been added for authorisation below their
respective bandings.
 Approval of Purchases Orders remains restricted to Deputy Chief Contracting
Officer (acting as Chief Buyer and required due to separation of duties within the
structure of the ledger system) but the value has been amended to reflect the
increased values related to Liverpool University Hospital Foundation Trust.
The Committee commented as follows:
 HD and DO’H stated that they found it initially difficult to be comfortable with the
limits as proposed within the document with no supporting information. MB
advised that these operational limits were no different in principle to previous
Page 8 of 16

594

arrangements and are connected with a wider suite of policies and procedures that
enable to operate as described within the constitution and scheme of delegation.
 It was recognised that further consideration needed to be given to having only two
signatories for high value Ad hoc & Crises payments to ensure the CCG business
could progress if one or both were away from the office. It was suggested that JL
be added as an option as the only other Executive level post.
 HD & JLe asked for further clarification relating to the role of the Chief Buyer.
 BT explained that this required in order to raise Purchase Orders within the SBS
system and was due to separation of roles. A ‘buyer’ role was required with a limit
sufficient for the purchase order to be raised. The CCG was looking to increase
the volume of purchase orders raised particularly for contract expenditure in order
to improve effectiveness of payment mechanism.
 JLe proposed that a flow chart of the Purchase Order approval process could be
shared to help improve understanding.
 BT reported that refresher training would be provided to staff following approval.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Approved the updates to the Scheme of Reservation and Delegation to be
actioned as described with the addition of JL to be added as a third
signatory for Ad-hoc and Crises payments above £200k as a Governing
Body member.
 Proposed that a flow chart of the Purchase Order approval process to be
shared.
3.4

Contracting position - Report no: FPCC 57-19

VA provided the Committee with a Bi-monthly update and explained that the format of
the report changed in September to more of an exception report. VA highlighted
some of the key elements as follows:
The Acting As One agreement (AAO) was showing a financial benefit in 19/20 by
mitigating contractual over performance by circa £3.2m reducing this from £3.5m to
£300k in year
 Much of the forecast over-performance related to increased High cost drug
charges and part of this related to issues with variation to planning assumptions
made at the start of the year and general increases in activity. LCCG is working
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with RLBUHT and the Medicines Management team locally to understand the
drivers for that in year and to enable more accurate forecasts in future.
 The under-performance in LHCH continued but whilst investigating this, it had
been identified there was an issue with charging of activity between NHS
England (NHSE) and LCCG. It appeared that the CCG had potentially been
paying for activity that should have been charged to NHSE but it was not
considered to be a cost pressure as had it been identified in the plan at the start
of the year, the funding would have transferred to NHSE as part of the
Identification Rules transfer of allocation process. The Committee will be
updated on this situation in January.
 Over Performance in Non Elective activity continues but this is due to increased
patient level costs rather than increase in patient numbers, which would
suggest activity potential change in coding. The CCG may consider an
independent coding audit to check for material changes and an update on this
decision would be provided in the next update.
 Underperformance in planned care continues, VA stated it was important to
highlight to the Committee that at the start of the year, the planned funding
included sufficient investment to deliver the 18 week Referral to Treatment
Targets. Therefore, the Provider Trusts had been paid for something they had
not delivered. VA suggested that consideration is given now as to how this
could be reflected in the AAO contractual agreement for next year so that there
was a financial consequence for non delivery and performance could be
challenged.
 CQUIN – there had been underperformance across the board. There are welldefined rules about when something is/is not payable and this had been
reflected in the tables at Section 4 of the report (page 87).
VA highlighted that a summary paper was attached as Appendix 1 which provided
more detail and confirmed that there are contracts in place with all of the main
providers.
DOH stated that it would be useful to have an understanding of Acute Trusts’ position
in relation to CQUIN achievement, with some specifications that set out the process
for achievement / failure. VA agreed to look into this.
HD asked for clarification on how reinvestment of any technical penalties is
considered.
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MB explained that as part of the AAO agreement, LCCG identify the potential penalty
but do not take the benefit and re-invest to support the stability of the providers
position.
JLe stated the need for full transparency on performance and delivery even within any
future AAO agreements.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Noted the month 6 reported contractual position and stated that the
Committee is mindful that there is more work to be done on this.
 Supports the on-ongoing investigation of contract issues by officers of
the CCG.
 VA to provide the Committee with an update at the next meeting, in
January 2020, regarding correct commissioner charges for LHCH.
 Performance and Delivery of targets to be transparent in any future AAO
agreements.
Part 4:
4.1

Strategy & Commissioning

Procurement Plan – Report no: FPCC 58-19

VA highlighted that the previous update report had been provided to the Committee in
June and that a quarterly update report will be provided to the Committee in future.
VA highlighted the key changes as follows:
 Digitally Enabled Primary Care Service – there had been some delays and an
alternative approach was currently being considered.
 Children’s and Maternity Services – Community Midwifery Service: On FPCC
agenda
 Medicines Management – Stoma Services – feedback from the engagement
session had called in to question the model that was being proposed, therefore
alternative options being explored.
 Primary Care, Extended Access in Primary Care - there is very little guidance
available nationally on the expectations of procurement regulations in relation to
Primary Care Networks. VA is awaiting national guidance that has been
promised
 Primary Care, GP Out of Hours Service –agenda item.
 Bariatrics Contract previously approved by FPCC for 12 months following a
Provider handing back their contract mid year and with very little market interest
in a new contract. Current proposal was to align with the Lancashire approach
and extend again until 2021. VA noted it is a premium price but that there are
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very limited alternatives and the approach offered some stability in the short –
medium term – proposal to extend the contract to January 2021 agreed
 Primary Care – Data Protection Officer support for Liverpool GPs: New
requirement to provide a Data Protection Officer for Primary Care. A short
quotation exercise to be undertaken between November and the end of
December to secure a local provider until April 2021.
 Planned Care – AQP (Audiology): There is the need to determine what to do
with previous AQP contracts and an options paper is being drafted for all North
Mersey CCGs and update will be provided in a future paper.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Noted the contents of the report and the implications for the CCG.
 Approved the proposal to extend the Bariatric contract until January 2021
4.4

Children and Young People Mental health (CYP MH) Therapeutic provision
(Seedlings Service) – Report no: FPCC61-19

HD welcomed LN to the meeting.
LN referred to the information in the paper provided to the Committee and explained
the rationale for the proposal for the full transfer of the contract to YPAS.
The benefits and consequences of a potential tender were discussed but the
committee members agreed that it was not in the best interests of patient to
necessarily go out to tender given potential advantages of recommended approach.
MB stated that there was a very well established co-operation between C&YP
providers in the system
VA explained the need to look at how recurring contracts are dealt with in future, and
propose changes to national regulations may negate the need to tender in the future.
These changes could only be considered after a new government has been
established.
ID asked if there would be any liability in the transfer? LN clarified that TUPE will be
involved, but she will work closely with the Contracts Team to ensure that the
arrangements are clear.
VA clarified that there would be no TUPE liability for the CCG unless the inherited
provider refused to accept an individual staff transfer. VA stated this could be made a
condition of agreeing to transfer the service to YPAS and clearly documented in the
service variation.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
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 Noted that a sensible approach between the providers had been arrived at
to achieve an acceptable solution for the full contract to be transferred to
YPAS.
 Agreed the preferred option (D) for transfer of the full contract of
Seedlings and Spinning World to YPAS on the condition that they accept
full liability for any TUPE implications.
4.2

‘Power BI’ Configuration, Support and Licencing Procurement – Report
no: FPCC 59-19

VA introduced the paper regarding power BI proposal, which would enable the CCG
to keep pace with changing demands for intelligence support given that the current
system is not supporting the organisation requirements in a timely manner.
VA informed the committee that there were three potential systems that could enable
required reporting arrangements, 2 of which were already being used locally by other
CCGs.
MB explained there will not be the need for two systems in the longer term but the
intention was to make sure that the system was fit for purpose first, hence testing it
before committing to a contract change. It was suggested that there is a review of the
system within 12 months for a decision about continuation with a potential 5 year
contract.
VA highlighted that the preference was to test the preferred option as described and
that funding was already in place to enable this approach.
VA outlined that it was possible, to purchase the software, training and licences
required via a national framework contract but that the potential value of the full
contract would be in excess of the tender threshold limit stipulated in the CCGs
SORD and Financial Policies as it did not recognise purchases via a Framework as it
not state that this was a compliant route to market and therefore, a tender waiver will
be required to ensure that LCCG is compliant with the Policy.
JLe confirmed that Frameworks were a recognised compliant route to purchase
goods and services, and asked VA and BT to update the organisational policies in
relation to schemes of delegation.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Noted the content and conclusions of the document.
 Approved the recommended procurement route, as described via the GCloud 11 framework.
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 Approved a tender waiver to ensure compliance with CCG Governance
requirements.
 Agreed a 12 month review of the system.
4.3

Community Services Performance Reporting Update
– Report no: FPCC 60-19

MB provided an overview of the report, highlighting the development of a wider
community service dashboard in order to assess service delivery and value for
money. He highlighted that the intention was that this report would become a key
part of the reporting suite moving forward.
MB advised that the key exceptions highlighted in the report included narrative in
terms of the reasons for poor performance and the actions being taken by CCG
officers to make improvements.
JL suggested that the dashboard should be extended to be all age.
MB requested that the report should be probably presented by the Director of
Planning, Performance and Delivery in future.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Agreed the content and display of performance metrics is at a suitable
level for purpose.
 Agreed the approach to providing assurance via an exception report
against deviation from plan is acceptable.
 Noted caveats and agree data and reporting development plan.
 Agreed for the reporting method to include children, in order to include all
age groups.
 Agree that future reports would be presented by the Director of Planning,
Performance and Delivery
4.5

Community Midwifery Service Procurement
– Report no: FPCC 62-19

AP reminded the committee of the recent history and failure of a local independent
midwifery provider earlier in the financial year which had resulted in patients being
transferred mid pathway to local NHS Providers. AP explained that at the time of the
supplier failure, the CCG, along with other local CCGs were in the middle of a formal
re-procurement exercise but it had been paused to allow the focus on patent
transfers. Now that the situation had stabilised it was necessary to agree a position
on any future procurement activity.
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AP introduced the procurement options paper and recommendation of Option 1. AP
referred the Committee to Wirral CCG’s paper which provided supporting detail of the
relevant considerations.
DO’H asked if the situation would mean that LCCG would be left with any liability
moving forward, and whether it would mean that the LCCG would continue to have
separate maternity contracts?
AP clarified that there were a number of aspects to consider including that One to
One (North West) Ltd had stopped payment of their indemnity premiums into the
clinical negligence scheme for Trusts (CNST) when they went into administration.
Therefore there was an ongoing risk with regard to clinical negligence claims although
it was hoped that there would be some national support for this.
AP also explained that the CCG had already paid One to One for maternity pathway
payments, therefore the CCG had also had to pay Liverpool Women’s Hospital (LWH)
for any patients who moved mid pathway. This meant that LCCG will need to look at
the outturn next year with LWH to monitor the impact from a financial perspective and
that the CCG had started to see some increased activity with Wirral Hospital and
Southport Hospital which will be factored into future year’s contracts.
JL confirmed that she understood LCCG would hopefully not be left with the clinical
negligence liability as the issue also involved other CCGs and therefore a review
would be taking place by NHS England.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Supported the recommended option (Option 1) for future procurement of
Community Midwifery Services.
Part 5:
5.1

Governance

Information Governance – Standing Item – Information Governance
Steering Group – Verbal

MB advised that there had been a recent meeting of the CCG’s Information
Governance (IG) Steering Group and noted that there were no issues for escalation,
with the exception of ensuring that everyone in the CCG had completed the relevant
IG training. It was noted that the Steering Group would receive reports on progress
over the next few months
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Noted the Verbal Update.
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5.2

Finance, Contracting & Business Intelligence Risk Register October 2019
– Report No: FPCC 53-19

MB provided a detailed overview of the report and highlighted there were no changes
to the scores for F01 and F02. He advised that the Risk Register has been split into
separate areas to identify specific risks and confirmed that the CHCEnd to end model
review is still ongoing. CO5 has been separated in to two particular risks – C05(a) in
year issue and long-term, and C05(b) patient specific financial risk.
The NHS Liverpool CCG Finance Procurement & Contracting Committee:
 Noted the risks for 2019/20 financial year and relevant updates as at
November 2019.
6.

Any Other Business

HD noted that she had asked GG and MS for any items/queries they wanted noted at
the meeting, MS had provided a comment for amendment within the finance report
regarding prescribing risks.
7.

Date and time of next meeting

Tuesday 17 December 2019 at 2.00 pm, The Department Lewis’s Building L1 2SA.
MB highlighted that due to the early date of the Finance, Procurement and Contracts
Committee, some of the papers will not be available for circulation until Friday 13
December 2019.
HD thanked all present for their attendance at the meeting.
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
QUALITY SAFETY & OUTCOMES COMMITTEE
Minutes of meeting held on Tuesday 1ST OCTOBER 2019 at 3pm
Boardroom, The Department, Lewis’s Building
Present
Cathy Maddaford (CM)
Jane Lunt (JL)
Peter Kirkbride (PK)
Fiona Ogden-Forde (FOF)
Stephen Sutcliffe (SS)
Shamim Rose (SR)

Governing Body Lay
Member/Registered Nurse (Chair)
Director of Quality, Outcomes &
Improvement (Chief Nurse)
Secondary Care Clinician
Governing Body GP/Prescribing Clinical
GP Governing Body Member
GP Governing Body Member

In attendance
Mark Bakewell (MB)
Samson James (SJ)
Jan Lloyd (JE)
Peter Johnstone (PJ)
Lindsay Humphreys (LH)
Keely Stasik (KS)
Helen Johnson (HJ)
Sharon Poll (SP)
Paula Jones

Chief Finance & Contracting Officer
Director of Planning, Performance &
Delivery
Senior Clinical Quality & Safety
Manager
Head of Primary Care Delivery
Clinical Quality & Safety Manager
Clinical Quality & Safety Manager
Head of Engagement
Nursing Transformation and Workforce
Lead
Committee Secretary (Minutes)

Observing
Paula Finnerty (PF)
Apologies
Sarah Thwaites (ST)
Kerry Lloyd (KL)
Jan Ledward (JLe)
Mavis Morgan (MM)
Lynn Jones (LJ)

Governing Body GP Member (up to and
including item 4.1)
Chief Executive, Healthwatch Liverpool
Deputy Chief Nurse
Chief Officer
Patient Representative
Primary Care Quality Manager
Page 1 of 17

603

Part 1: Introductions & Apologies
1.1 WELCOME & INTRODUCTIONS
The Chair CMa welcomed everyone to the meeting.
1.2 DECLARATIONS OF INTEREST
SR declared an interest in item 4.3 Special Educational Needs &
Disability (‘SEND’) Written Statement of Action Progress Report as
she had two children receiving packages of care. It was agreed by the
Committee that this did not represent a conflict of interest as the
progress report was for noting so there was no need for SR to be
excluded from the discussions.
1.3 MINUTES AND ACTIONS FROM 3RD SEPTEMBER 2019
The minutes of the meeting which took place on 3rd September 2019
were agreed as an accurate record of the discussions which had
taken place subject to:
 Item 1.3 minutes from previous meeting on 2nd July 2019
matters arising first bullet 1.4.5 JE wanted it to be clarified that
there were two separate contract performance notices with
remedial action plans: keeping nourished and the Learning
Disabilities risk assessment.
 From item 2.1 Chief Nurse’s Report – JE asked for the
correction to page 5 second bullet to be amended to read that
other providers had declined the offer of use of the Alder Hey
scanners when they were free.
 Item 2.3 page 7 last bullet – JE noted that the word “asked” was
missing, also the panel held every two weeks looked at all
serious incidents, not just Mersey Care .
 Item 2.4 Quality Assurance Group Care Home Update Report –
JE referred to page 9 first bullet and noted that a Care Home
could be a patient’s usual place of residence.
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 From item 3.1 Serious Incident Overview Quarter 1 2019/20 –
page 12 second bullet from bottom JE noted that this should
read that the Royal Liverpool Hospital had provided assurance
via a presentation to the Clinical Quality & Performance Group
that its surgical procedures were robust.
1.4

MATTERS ARISING NOT ALREADY ON THE AGENDA:
1.4.1 Action Point One – JL noted that the action around the role of
the committee in the review of the Equality Impact Assessment
of the Individual Funding Request Policy could be closed down
as this would be picked up by the Clinical Forum would look at
how we worked with the Commissioning Support Unit.
1.4.2 Action Point Two – it was noted that the learning from the
Single Item Quality Surveillance Group on E-Col/GNSBI would
be coming to the November 2019 meeting to allow time for the
Cheshire & Mersey approach action plan to be collated by NHS
England to give direction on the next steps. In response to a
query from CMa around the role of the Quality Safety &
Outcomes Committee for scrutiny it was noted that the
committee would have an assurance role.
1.4.3 Action Point Four – JL noted that the Care Homes
Benchmarking Tool had been distributed with the papers as the
version circulated with the papers for the September 2019 had
been out of date and JE had requested the most up to date
version from Jane Fradley. JE added that we needed to look at
how to bring Care Homes to the new Performance Committee
going forward. SS made reference to the number of amber
indicators to which JE responded that the Safeguarding
representatives had been included in the tool and she could ask
Jane Fradley, whose work this was, to come and present to the
committee if required as she was not that close to it. JL added
that the Local Authority was the commissioner for care homes
locally so perhaps the Cheshire & Merseyside wider footprint
view should be considered and then applied locally. However
the workforce development/technical development could be
done on a local level. FOF added that the Provider Alliance
had identified care homes which required additional support to
perform better so a great deal of work was being carried out in
the background.
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1.4.4 Action Point Five – it was noted that the Quality Impact
Assessment for Lymphoedema was on the agenda in the
engagement update.
1.4.5 Action Point Six – it was noted that the Governance section
therefore Risk Register had been moved to the first section on
the agenda after updates as requested.
1.4.6 Action Point Seven – It was noted that there was an update on
the Quality Impact Assessment process so far on the agenda.
Part 2: Updates
2.1

CHIEF NURSE’S REPORT – REPORT NO: QSOC 50-19
JL presented the Chief Nurse’s report to the Quality Safety &
Outcomes Committee and highlighted:
 Royal Liverpool Hospital:
o Contract Performance Notices had been discussed earlier
under minutes from previous meeting.
o Quality Risk Profile – the meeting took place on 28th
August 2019 and an update had come to the Quality
Safety & Outcomes Committee previously. There had
been some discussion between NHS England, CCGs and
the Trust to agree on metrics and set outcomes so there
had been no move to a Single Item Quality Surveillance
Group but the Trust had remained on Enhanced
Surveillance.
 The Merger of the Royal and Aintree had taken place 1st
October 2019 so we were looking at how South Sefton CCG
and Liverpool CCG worked together to on quality assurance
and contract monitoring, a workshop was being held with South
Sefton CCG on 3rd October 2019 and the outcome of this would
be brought to the next meeting. The learning from the transfer
of services from Liverpool Community Health to Mersey Care to
be used. The latest Aintree Hospital Care Quality Commission
inspection was rated as “Good” overall whilst the Royal
“Required Improvement” so they needed to level up.
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 Mental Health – work was ongoing with NHS England to
improve the performance in carrying out physical health checks
for patients with mental illness.
 One to One Midwifery Service – the company ceased trading
on 31st July 2019 and we were working to quantify the financial
impact locally. Work was being undertaken by the Cheshire &
Mersey Children’s and Maternity Partnership to support some of
the working around developing a maternity system.
 Single Item Quality Surveillance Group on Anti-Microbial
Resistance took place on 3rd September 2019.
 Items on the Quality Safety & Outcomes Committee agenda:
o Quality Impact Assessment Update.
o Quality Dashboard/Early Warning Dashboard.
o Special Educational Needs & Disability (‘SEND’) – the
final action plan had been accepted, going forward there
was a clear process and metrics to be used to see if the
plan was being achieved. Updates on performance would
go to each Governing Body meeting within the
performance report. There had already been the
achievement of the health aspect of Health & Educational
Care Plans being achieved 100%.
o Non-Medical Prescribing Policy.
The Quality Safety & Outcomes Committee commented as follows:
 PK commented that he had been pleasantly surprised by the
lack of backlash around the media article on Radio-pharmacy
and asked if the mitigations in place were satisfactory. JL
responded that fortnightly meetings were taking place and the
Royal were making the necessary progress but any delay in
diagnostics might result in issue further down the line and we
did not yet know that there would be no patient harm
materialising. This was a huge challenge but the CCG was
unable to dictate the process as this came under Specialist
Commissioning.
The Quality Safety & Outcomes Committee:
 Noted the contents of the report.
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2.2

ENGAGEMENT UPDATE – REPORT NO: QSOC 51-19
HJ updated the Quality Safety & Outcomes Committee on
engagement, the paper submitted had been prepared by Sarah
Dewar although going forward it would be HJ attending:
 Lyphoedema – the Quality Impact Assessment was attached.
To undertake the engagement with patients on the new service
being delivered by Mersey Care we needed to know the
locations from which this would be delivered and there was no
detail as yet.
 Over The Counter Medicines Engagement – the consultation
was now underway and had been discussed at the Governing
Body and the Health and Select Committee on 11th September
2019. Just under 500 responses had been received so far,
some door to door enquiries were taking place, focussed on
areas of higher deprivation. (It was noted that template used
for the Quality Impact Assessment was an earlier version so
this should be disregarded).
The Quality Safety & Outcomes Committee:


Noted the engagement plan updates.

Part 3: Governance
3.1

RISK REGISTER – REPORT NO: QSOC 52-19
JE presented the Risk Register to the Quality Safety & Outcomes
Committee:
 There were two open risks (the risk around the Kirkup Report
had been closed as it was clear via the Clinical Quality &
Performance Groups that the Trusts understood the
implications). JL noted that the challenge for the Quality Safety
& Outcomes Committee was around who owned the risk and as
the Governing Body Assurance Framework evolved it would be
easier to deal with quality risk and the new Performance
Committee would consider quality, Financial, performance and
reputational risks together:
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o Looked After Children (Mersey Care)
o Royal Referral to Treatment Times
 We needed to be clear how we captured risks around the
quality of services. CMa commented that the committee has a
responsibility to ensure that risks have good controls and
mitigation in place which can be shared with Governing Body.
The Quality Safety & Outcomes Committee:
 Requested addition of any risks identified at the meeting.
3.2

NON MEDICAL PRESCRIBING POLICY – REPORT NO: QSOC 5319
SP presented the Non-Medical Prescribing Policy which had been
agreed for implementation across Liverpool CCG by the Medicines
Optimisation Committee and which required the approval of the
Quality Safety & Outcomes Committee. She noted:
 There had been legislation since 1998 around Non Medical
Prescribers. There were currently Non Medical Prescribers
register within Liverpool CCG of which 161 were nurses and 26
were pharmacists.
 102 Non Medical Prescribers were employed directly by
General Practice or engaged in a service commissioned by
Liverpool CCG working in practice, 55 in Unplanned Care 24, 7
in the Liverpool Diabetes Partnership, 4 in the Community Anticoagulation team, 5 in Bullen Healthcare, 8 as independent
pharmacists in general practice and 6 working with Addaction
therefore a consistent approach was required.
 The Midlands and Lancashire Commissioning Support Unit
Policy had been adapted to comply with statutory/regulatory
requirements. It would support safer and better prescribing,
there was currently no assurance and a lack of support for
clinicians and non-medical prescribers.
 Some non-medical prescribers were potentially prescribing
outside of their scope so there needed to be a clear strategy to
ensure prescribing practices were consistent to prescribing
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status, changes were incorporate and that there was
professional indemnity provision.
 The Midlands & Lancashire Commissioning Support Unit Policy
had been amended to localise it:
 Item 3.1- Addition of clear statement setting out the steps a
prescriber must take prior to issuing a prescription as per
the Royal Pharmaceutical Society Competency
Framework.
 Item 3.3 - Designated Medical Practitioner (DMP): update
to reflect recent changes relating to the Nursing and
Midwifery Council (NMC) ‘Standards for Prescribing
Practice’. Additional statement to distinguish between
nursing and pharmacists.
 Item 4 – Standards: Reference to Nursing and Midwifery
Council removed
 Item 7.6 – Additional clarity around professional indemnity
provision and the NHS state-backed indemnity scheme.
 Item 7.8 Item added around those engaged or employed in
a service commissioned by Liverpool CCG, including
general practice
 Item 7.8 – Consensus on how to register locum NMPs
 Item 11.1 –Reference to Clinical Commissioning NonMedical Prescribing Lead removed
 Item 12.8 – Update to quantify LCCGs responsibility in
commissioning educational meetings for NMPs
 Appendix 2 – Additional sections added to the Approval to
Practice form to provide form as evidence of assurance
 Appendix 3 – Addition of local process to applying to NonMedical Prescribing course
 Appendix 4- Addition of local process for registering
qualified Non-Medical Prescribers to prescribe.
 Appendix 6 – Addition of local process for dealing with
prescribing concerns.
 The Medicines Optimisation Committee had recommended
adoption by Liverpool CCG. As Primary Care Networks and
practice working developed we need to have regular reviews of
the Policy to ensure it was fit for purpose as the provider
system evolved.
The Quality Safety & Outcomes Committee commented as follows:
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o MB asked how the CCG had got to this point without a policy in
place and how we differentiated between medical and nonmedical prescribing. JL highlighted that the Cheshire &
Merseyside policy held by the CSU was in place which was
used by the CCG.
o SS commented that the as flagged by the Medicines
Optimisation Committee this particular workforce was quite
mobile and sometimes accountability lay with the previous
employer and the governance trail was lost and they worked
across multiple locations.
o CMa referred to Appendix 6 on how to deal with prescribing
concerns and who would concerns be raised with although
noted that the flow chart explained this very well.
o JL referred to the governance structure, this had come under
the portfolio of the Non Executive Nurse on the Governing Body
who had now stepped down from her post and was not linked
into the wider governance so the CCG needed to look at this
and come up with something that reflected current structures,
this would link into the system of emerging Primary Care
Networks, not necessarily our framework although the CCG did
become the default support. SJ noted that any wording relating
to Primary Care Networks needed to be fluid.
o In response to a query from PK SP noted that Secondary Care
had their own policy which would be a similar
approach/wording.
o SR noted that every non-medical prescriber had their own
number which did not change if they moved between practices,
PJ noted that the practice codes were however different.
o CMa noted that the reporting template to the Governing Body
would keep them informed. We needed to bear in mind that
policy needed to be taken in the context of a changing
organisation.
o It was agreed that a progress report would be brought back to
the Quality Safety & Outcomes Committee with granular detail
around the Provider Alliance in six month’s time.
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The Quality Safety & Outcomes Committee:
 Approved the Medicines Optimisation Committees
recommendation for the implementation of a Non-Medical
Prescribing Policy across Liverpool CCG.
 Recommended that the Policy be submitted to the Governing
Body for final approval.
Part 4: Strategy & Commissioning
4.1

EARLY WARNING DASHBOARD – REPORT NO: QSOC 54-19
JE presented the Early Warning Dashboard to the Quality Safety &
Outcomes Committee which informed on Provider compliance
against key national and local performance targets against particular
timescales. She highlighted:
 Mortality rates at the Royal and Aintree were within the expected
range, the Providers submitted quarterly mortality reports which
were reviewed at the Clinical Quality & Performance Group
meetings.
 Quality Risk Profile for the Royal Liverpool Hospital had been
discussed already.
 Royal and Aintree merger, the new Royal Hospital and Estates
issues were standard items. There was a lot of equipment
available in the new hospital but due to delays in the move some
equipment had been taken into use into existing services/estate.
 There had been Care Quality Commission Reports received: The
Walton Centre had been rated as “Outstanding”, Liverpool Heart
& Chest Hospital “Outstanding”, the Royal “Required
Improvement” but was “Good” in some areas and Aintree was
“Good” overall.
 Referral to Treatment performance was monitored at the Clinical
Quality & Performance Group meetings.
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 There had been five cases of MRSA year to date, four of these
had no lapses of care but were attributed to Liverpool CCG, one
was a hospital onset. Two of the cases were intravenous drug
users, there were no lapses of care but we were still trying to
work with Public Health colleagues to support work with this
vulnerable cohort of patients.
 Never Events – there were four Never Events and Alder Hey was
seeking to improve their Local Safety Standards for Invasive
Procedures (‘ LocSSIPs’).
 Venous Thromboembolism (‘VTE’) – the Royal Liverpool Hospital
were implementing a “force Function” on their electronic patient
records system and we had received assurance from the Chief
Operating Officer that this would be introduced. Aintree Hospital
was below trajectory.
 A C Difficile workshop had been held in September 2019.
National guidance issued was not agreed with by the provider as
it was difficult to implement.
JE commented that going forward the plan was to use the
Organisational Healthcheck and she would work with SJ to bring
together the Early Warning Dashboard and the Organisational
Healthcheck.
The Quality Safety & Outcomes Committee commented as follows:
 CMa commented that the Royal and Aintree and had higher the
national average of deaths in hospital but had maintained a
consistent trend and asked if the mortality reviews had
identified any learning. JE responded that palliative care at the
Royal had meant an increase in deaths there other than in care
homes. How the Royal engaged with families and sought
feedback would be discussed at the next Clinical Quality &
Performance Group along with changes to the mortality report.
CMa noted the need for assurance to the Quality Safety &
Outcomes Committee, JE responded that the Royal mortality
process open to challenge and transparent. PF noted that
Aintree were performing better against the Standard Hospital
Mortality Indicator but a more in-depth review was required.
 PK referred to the merged Royal and Aintree Hospital and
effects on performance on the better areas of one site against
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poorer areas in the other and loss of individual site data. SJ
responded that we would still be working with individual site
data as well as aggregated data and this had been flagged to
the Chief Operating Officers.
 With regards to the discussions around mortality SS
commented that the Liverpool population gravitated to hospital,
also given the level of deprivation in the city many patients had
co-morbidities. JE commented that a schedule of Quality Team
visits to providers were being set and someone from the Quality
Team would attend the Royal’s super-stranded patients
meeting to look at their safer bundle etc to understand the
operational impact on systems.
 JL noted that the CCG needed to respond on a larger footprint,
the position at the Royal was not unique. Contract
Performance Notices would not have the impact we wanted. SJ
asked if we could evidence that we had done everything within
our gift to receive assurance, if the answer to this was yes then
we needed to have a different discussion with the Trust.
 SS referred to Sepsis where Aintree Hospital was a significant
outlier. PJ responded that the responsibility for this lay with the
clinical teams, prescribing teams and pharmacy teams for
review. JL commented that the Quality Team had had some
issues over Safeguarding data received in this area which
could be followed up. JE noted how the work of the Medicines
Optimisation Committee liked into the quality aspect of this. PJ
responded that the Medicines Optimisation Committee was
close to the primary care data but not the hospital data. JL
acknowledged that this was all work in process and was part of
the internal committee and governance review.
There was discussion around how frequently the Early Warning
Dashboard should be presented to the Quality Safety & Outcomes
Committee. SJ noted some of the overlapping areas with the
Organisational Healthchecks report and that ways of combining the
two were being looked at.
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.
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4.2

ROYAL LIVERPOOL AND BROADGREEN HOSPITAL NHS TRUST
QUALITY PROFILE – REPORT NO: QSOC 55-19
JE presented to the Quality Safety & Outcomes Committee the
report informing on the key risks to quality at the Royal Liverpool and
Broadgreen Hospital NHS Trust and the quality assurance
mechanisms in place:
 The Care Quality Commission had rated the Trust as “Required
Improvement” although it was rated “Outstanding” in the domain
of Caring but “Required Improvement” for the domains of
“Responsive” and “Well Led”.
 The merger of the Royal and Aintree was ongoing.
 There needed to be alignment of the reporting requirements,
key performance indicators and quality schedule submissions
for next year’s contract.
 Monitoring was via the monthly Clinical Quality and
Performance Groups and the Collaborative Commissioning
Forum.
 The NHS England Quality Risk Profile had been held for the
Trust and the outcome was expected. We had asked for the
final report to be cross-referenced with the Care Quality
Commission Action Plan rather than have a separate
workstream.
 The Standard Hospital Mortality Rate was as expected.
 C Difficile – performance was positive with the year to date
figures below trajectory. There had been one case of MRSA
attributed to the Royal but there were no lapses in care
identified.
 Seven Contract Performance Notices had been issued, two
had been withdrawn, two were issued and three were to be
subject to a joint investigation between the Trust and the CCG
for more information.
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 Re Serious Incidents, the Trust had been considered as being a
low reporter which they had challenged. The Quality Risk
Profile process had confronted them with the Peer data and
they had agreed to look at the reporting of Serious Incidents
through StEIS, they had now reported their first pressure ulcer
in two years.
 There was significant assurance around safeguarding.
 A&E performance was improving over time.
 Diagnostics/Referral to Treatment – there had been a slight
decrease overall in performance but still at trajectory.
Endoscopy performance had improved but there had been
deterioration in cardiology diagnostic performance (ECHO and
Cardiac CT).
 Cancer performance had improved, the July Referral to
Treatment position was showing improvement at 84% with the
aim to achieve 92% compliance by the end of September 2019.
Waiting Lists were subject to ongoing review.
 The Trust had been focussing on improving patient
flow/discharge with the effective implementation of the super
stranded patient tracker and an increased use of the discharge
lounge which was staffed by regular staff rather than agency
thus pulling patients through the system rather than pushing.
 Radio pharmacy – the CCG had set up a stakeholder meeting
(including specialised commissioning) who met fortnightly to
understand the impact on patients and patient safety, to
address capacity and impact across the Cheshire & Mersey
region and how to best manage the waiting list and backlog.
More staff had been recruited into the team and was
undergoing phased training.
 Friends & Family Data: response rate was higher than the
England average for in patients with 92% recommending
services which were slightly lower than the England average.
There was a higher than the England average response rate for
Emergency Departments with a lightly lower than average
recommended rate. For outpatients response rates and results
were in line with the England average.
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The Quality Safety & Outcomes Committee commented as follows:
 FOF referred to stranded and super-stranded patients and
asked if their Choice Policies had been considered. JE
responded that providers were asked to implement Choice. JL
commented that we needed to have these types of
conversations as a system.
 MB referred to the Provider Alliance role going forward and the
need to get providers working together. We needed to get the
different parts of the system working together.
The Quality Safety & Outcomes Committee:
 Noted the contents of the report and the actions being taken.
4.3

SPECIAL EDUCATIONAL NEEDS & DISABILITY (‘SEND’)
WRITTEN STATEMENT OF ACTION – PROGRESS REPORT –
REPORT NO: QSOC 56-19
SR had declared in interest in this item due to two of her children
receiving packages of care, however it had been agreed that she was
not conflicted as the item was for noting and did not need to be
excluded.
JL presented the Quality Safety & Outcomes Committee with a
progress report against the Ofsted/Care Quality Commission Special
Educational Needs & Disability (‘SEND’) Written Statement of Action
Plan as agreed on 28th August 2019. She noted that this had been
discussed at the Governing Body meeting in September 2019.
Update on progress of Written Statement of Action was:
 Failure of leaders to take the necessary steps to remedy known
weaknesses – we had looked at the governance arrangements
and oversight/scrutiny and compliance with the Code of
Practice and NICE guidelines.
 Significant weakness in the Education Health and Care Plan
(‘EHCP’) processes, timeliness and quality of plan – there was
interdependency between the different parts of the system so
we had health representation at the EHCP Moderating Panel.
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The health aspect of the EHCPs was now being provided within
the prescribed timelines.
 SEND Joint Commissioning Arrangements being underdeveloped – a work plan had been agreed for broader
commissioning assignment and the Joint SEND Commissioning
Board developed.
 The Action Plan which had been accepted by Ofsted on 28th
August 2019 was appended to the paper. Updates would be
submitted as part of the Performance Report to the Governing
Body and would come to the Quality Safety & Outcomes
Committee by exception.
The Quality Safety & Outcomes Committee commented as follows:
 SJ asked if the progress milestone had been completed. JL
referred to the Action Plan noting that there was a progress
rating column.
 MB asked what resources we had as a system. JL commented
it was complex around the interdependencies e.g. the broad
domain of Children with Learning and Physical Disabilities who
had complex needs and the relationship with adult services.
Some reductions could be achieved by efficiencies (EHCP
Pathway) but what was required was for providers to know this
and carry it out.
The Quality Safety & Outcomes Committee:
 Noted the contents of this report
 Raised any items for clarification
Part 5: Strategy & Commissioning
5.1

QUALITY IMPACT ASSESSMENT UPDATE – REPORT NO: QSOC
57-19
JE provided the Quality Safety & Outcomes Committee with a
progress report/update on Quality Impact Assessments (‘QIAs’)
submitted in quarters 1 and 2 2019/20 as per the governance
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arrangements detailed in the Policy. Nine QIAs had been submitted
for review in Quarter 1 and 2 of the highlighted:
 GP Specification – a re-submission was awaited.
 Over The Counter Medicines – this had been to the Quality
Safety & Outcomes Committee and was now out for
consultation.
 Training was available on how to complete assessments and
the template was available on the Intranet.
 QIAs were discussed at the weekly Planning and Performance
meetings, the impact of any changes made on quality would be
assessed every six months and tracking of these reviews
undertaken by the Programme Management Office.
CMa asked if there had been any issues emerging. JE responded
that where information was missing from the QIA it was sent back or
resubmission. Usually it was a case of improving the narrative
around the risk mitigations in place.
JL and SJ agreed that the scoring on Form 1s should take into
account QIAs and that QIAs should be seen within this context. JE
responded that she was happy to change the Policy.
The Quality Safety & Outcomes Committee:
 Noted the numbers of Quality Impact Assessments
submitted for the first six months of 2019/20
 Noted the range of assessments submitted and the
number(s) escalated to QSOC.
6.

ANY OTHER BUSINESS

No items
7.

DATE AND TIME OF NEXT MEETING
Tuesday 5th November 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 5 November 2019 at 3pm
Boardroom, The Department, Lewis’s Building
Present
Cathy Maddaford (CM)
Jane Lunt (JL)
Dr Shamim Rose (SR)
Dr Peter Kirkbride (PK)
Dr Fiona Ogden-Forde (FOF)
Dr Stephen Sutcliffe (SS)

Governing Body Lay
Member/Registered Nurse (Chair)
Director of Quality, Outcomes &
Improvement (Chief Nurse)
GP Governing Body Member
Secondary Care Clinician
Governing Body GP/Prescribing Clinical
Lead
GP Governing Body Member (from item
3.2 onwards)

In attendance
Mark Bakewell (MB)
Samson James (SJ)
Jan Lloyd (JLL)
Sallyanne Hunter (SAH)
Helen Johnston (HJ)
Carol Hughes (CH)

Chief Finance Officer
Director of Planning, Performance &
Delivery
Senior Clinical Quality & Safety Manager
Deputy Head of Corporate Services &
Governance
Head of Engagement (up to item 2.2)
Corporate Services Officer (Minutes)

Apologies
Jan Ledward (JLe)

Chief Officer

Part 1: Introductions & Apologies
1.1 WELCOME & INTRODUCTIONS
CM welcomed everyone to the meeting and introductions were made.
JL requested that it should formally be recorded that that Mrs Mavis
Morgan who had been a member of the committee since its inception in
April 2013 had recently died.
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P Jones attended the funeral on behalf of the CCG and advised that
Mavis’ involvement with the committee and CCG was mentioned in her
eulogy.
CM will write to thank the family on behalf of the CCG and the committee
and to acknowledge how much Mavis’ input and service was valued and
appreciated.
1.2 DECLARATIONS OF INTEREST
SR declared an interest as she has two children with special needs but
there were no particular issues within the papers for her to be excluded.
1.3 MINUTES AND ACTIONS FROM 1 OCTOBER 2019
The minutes of the previous meeting held on Tuesday, 1 October
2019 were agreed as an accurate record of the discussions which had
taken place subject to:
 Item 3.1 Risk Register - final bullet final sentence – CM
commented that the committee has a responsibility to ensure
that risks have good controls and mitigation in place which can
be shared with Governing Body
 Item 3.2 Non Medical Prescribing Policy page 9 first bullet – JL
advised that the Cheshire & Mersey policy held by the CSU was
in place which was used by the CCG. .
 Item 4.1 Early Warning Dashboard – page 10 third bullet – to
amend to read: There was a lot of equipment available in the
new hospital but due to delays in the move some equipment had
been taken into use into the existing services/estate.
 Item 4.1 Early Warning Dashboard – page 11 fourth bullet amend last sentence to: National guidance issued was not
agreed with by the provider as it was difficult to implement.
 Item 4.2 RLBUHT Quality profile – page 13 last bullet – amend
issues to issued.

1.4

MATTERS ARISING NOT ALREADY ON THE AGENDA:
None to report.

2.1

CHIEF NURSE’S REPORT – REPORT NO: QSOC 50-19
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JL presented the Chief Nurse’s report to the Quality Safety &
Outcomes Committee and highlighted:
 Royal Liverpool & Broadgreen University Hospital and
Aintree Hospitals – The trusts had merged with effect from 1
October 2019 and from a committee perspective, will ensure that
there is effective oversight of quality and performance within the
Trust.
A commissioner workshop was held on the 3 October to review
process with a focus on how to assure NHSE on risk and quality
whilst working with South Sefton CG to develop reporting
systems. It has been agreed that a member of the Aintree
Collaborative Commissioning Forum (CCF) will be broadened to
become the CCF of the newly merged Trust. A broader piece of
work is ongoing to look at how to bring together contracting and
clinical quality and performance meetings so they are run as one
In the background a lot of work is ongoing within the quality,
contracting and business intelligence teams to look at more
effective and efficient ways of working.
PK commented that going forward as patient pathways change and
become integrated the CCG will need to be well informed to be able to
contribute to those discussions and asked what plans have been put
in place going forward for the CCG to be involved?
In response JL advised that the Trusts have spent a lot of time planning
for the merger and have submitted proposals for bringing services
together e.g. From 11 November 2019 Trauma and Orthopaedics will
come together to form one service.
Underpinning that work patient
engagement and consultation has taken place to support that and to
consider what the service may look like in the future. Going forward
there is a challenge for the CCG as commissioners of how this will be
quality monitored and to understand the implications of what is
happening as it involves movement of elective emergency intervention
and trauma moving away from RLBUHT to Aintree.
 Radio Pharmacy RLBUHT – This is improving better than
expected with work ongoing and meetings being held every two
weeks to oversee continued improvement.
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Discussions have previously taken place around waiting times
for tests. However, there is no indication that this would be
potential harm to patients and consideration is being given to
how to maintain oversight and awareness
 RLBUHT Quality Risk Profile – The finalised QRP has been
communicated to all stakeholders who have provided an up to
date assessment prior to merger with Aintree.
The CCG has
developed a better working relationship with the Trust and a
better understanding of what is required from the CCG.
 Special Educational Needs and Disability (SEND) – The
partnership Board held on 4 November 2019 identified an
improved picture. Progress has been made in achieving 20 day
health advices to the Education, Health and Care Plan with an
improvement in 6 week turnaround from 20% to 97% in one
month.
Mersey care is keen to assure that systems and processes in
place are sustainable, that levels of performance will be
maintained and backlog is reduced and that a system that works
well will be in place by the end of 2019.
 LD health Checks – Performance is poor around young people
aged 14 – 25 and a system needs to be put in place to achieve
the 62% target.
FOF asked that given that the ES data was for people with LD, all ages > 14
years old, how does the CCG gather information/percentage of the Health
checks for the 14 – 25 year old cohort it is focussing on, as the data
presented was not specific to this age range. JL advised that a detailed
breakdown of data can be provided which can also be accessed on EMIS
and via a support tool for primary care networks going forward. Action
agreed: J Lunt, A Egan, FOF and SR to look at this.
 Continuing Health Care (CHC) – Work is ongoing with Mersey
care and MLCSU to bring together two parts of the clinical
assessment service to provide an end to end service. Mersey
care has appointed to a leadership role to support mobilisation in
April 2020.
The Quality Safety & Outcomes Committee:
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 Noted the contents of the report.
2.2

ENGAGEMENT UPDATE – VERBAL
Helen Johnson highlighted the following 3 areas:
 Lymphoedema: The current service is provided by Marie Curie.
Woodlands Hospice is no longer providing a lymphoedema
service for Liverpool patients, however Marie Curie are
continuing to see existing Woodlands patients from the Aintree
site.
Marie Curie had given notice on their contract and Mersey Care
will take over the service from April 2020. At this stage it is not
known where the service will be delivered from in the future and
there may be a duty to involve and engage patients in that
decision.
 Over the Counter Medicines: Engagement commenced on the
11 September 2019 and was due to run until 4 December 2019.
However due to Purdah which commences from 6 November it
has been agreed that engagement will be extended to 31
January 2020.
There have been high levels of interest from MPs and other
stakeholders and to date more than 1,000 responses have
been received from to the survey which has been a mixture of
on line questionnaire and door to door questions.
 Stroke: A review of hyper-acute services in North Mersey is
taking place. A case for change has been presented to the
Governing Body and Liverpool City Council’s Social Care and
Health Select Committee.
Work is being done with the Stroke Association to talk to stroke
survivors and carers about their experiences and gather views
on bringing hyper-acute stroke services together. A report will
be produced to include patient views which will be used as part
of the review and to develop options for the next stage of the
process.
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The Quality Safety & Outcomes Committee:
 Noted the verbal update.

Part 3: Governance
3.1

RISK REGISTER – REPORT NO: QSOC 59-19
The risk register was presented by JLL who highlighted the following
ongoing risks:
Liverpool Community Health – LCH3 Looked after Children:
This relates to administration transfer from Mersey Care to Alder Hey
and remains the same at 16.
RLBUHT – Referral to Treatment (RTT)
RRT performance has improved slightly with a reported position of
84.9% in September compared to 83.2% in August.
This remains varied at speciality level and meetings are being held
with the trust regarding speciality level reports and to ensure scores
are an accurate reflection of risk.
Assurance has been given that patients are being treated in
chronological order and that staff are undergoing training relating to
RTT.
The monthly CPQG meeting held with RLBUHT now includes RTT
and performance as a standard agenda item.
JE confirmed that following merger the RTT data for RLBUHT and
Aintree continues to be separate and work is being done to bring data
together.
CM advised that she had met with KL to discuss the risk register and
moving forward with the new committee structure to include issues that
are risks from a commissioning perspective that could be looked at
more collectively e.g. E Coli and which will be included in contracts as
performance targets.
In response JL commented that the new
committee structure will give an opportunity to re think understanding
of risk to the organisation.
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JE advised that she had discussed the use of Datix to identify risk
based on particular committees with corporate colleagues.
SAH
advised that data is currently provided on Datix via Insight and a new
data system Ulyses will be introduced early 2020. SAH to involve JE
in the demonstration of the new Ulyses data system.
CM suggested that a workshop should be arranged after the next
QSOC meeting to consider and discuss risk.
The Quality Safety & Outcomes Committee:
 Requested that a workshop to consider and discuss risk should
be arranged after a QSOC meeting. It was agreed that this
should be included on the January 2020 QSOC agenda.
3.2

COMPLAINTS, SUBJECT ACCESS REQUESTS, FREEDOM OF
INFORMATION REQUESTS AND MP ENQUIRIES APRIL –
SEPTEMBER 2019 - REPORT NO: QSOC 60-19
A PowerPoint presentation and report was presented by SAH to
provide an update on the complaints, subject access and freedom of
information requests and MP enquiries received for the 6 month period
April – September 2019 who highlighted:
MP Enquiries: 13 had been received compared to 35 for the same
period last year and related to
 3 for treatments pathways
 3 for CHC packages of care
 7 enquiries did not identify any trends
Freedom of Information requests: A decrease in the number of
requests received from 168 to 148 compared to the same period last
year.
Numbers of questions asked had also decreased at 922
compared to 1,230 for the same period last year.
A total of 34% of requests received related to commissioning policy,
contracts, service specifications, pathways and procurement.
There were no breaches as all requests were responded to within the
statutory 20 day working day response period.
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General Enquiries: 87 were received for the period with 36% closed
within 48 hours and 44% closed within a working week.
Complaints: 90 complaints were received compared to 66 for the same
period last year. However, as 24 related to primary care they were
redirected or closed due to the provider already investigating.
It was noted that every complaint and enquiry received offers the CCG
an opportunity to learn and improve the services we commission and
examples of lessons learned as a result were identified for:
 PC24: Lack of clear communication regarding end of life patient
care plan.
Resulting in PC24 reinforcing too all staff the
importance of clear communication
 Continuing Health Care: Lack of communication around CHC
process. Resulting in changes in practice and dedicated nursing
role to arrange clinical reviews on behalf of CHC nurses.
 RLBUHT: Cancellation of two scheduled operations for one patient.
Resulting in production of an investigation report which indicated
areas for improvement and ideas and recommendations addressed
via an action plan. Consideration will also be given to availability
of vascular support.

Subject Access Request: 13 requests received compared to 14 for
the same period last year 8 of which relate to continuing health care
cases.
JE referred to the primary care complaints which are submitted to the
Quality Safety and Outcomes Group (QSAG) and advised that an
internal process will be developed around management of SEA’s
(Significant Event Analysis)
With regard to Safeguarding issues a forum has been set up to review
SEAs clinically.
Safeguarding complaints: CM asked whether safeguarding
complaints had been received. In response SAH advised that this
Page 8 of 10

628

would be flagged to the safeguarding team and highlighted that
information is logged in Datix which could be utilised to report to
safeguarding on issues identified and actions taken.
SAH asked the committee whether they preferred a report or
PowerPoint presentation to be presented to the committee in future
and it was agreed that it would be useful for a report together with a
PowerPoint presentation highlighting key issues to be provided.

The Quality Safety & Outcomes Committee:
 Noted the contents of the report.

3.2

NHS LIVERPOOL CCG COMPLAINTS, CONCERNS AND
COMPLIMENTS POLICY (OCTOBER 2019 V5)
SAH presented a copy of the Complains, Concerns and Compliments
Policy and highlighted the amendments which had been made which
were clearly shown in the policy version control and actions.
The policy was accepted subject to the following amendments:
Item 5.4 Quality Safety & Outcomes Committee: to amend
typographical errors : full stop to be inserted after system and
Receive to be amended to lower case.

Item 11 Monitoring of Commissioned Services: Final paragraph
to remove Quality, Safety and Outcomes Committee and replace with
The Corporate Governance Team. .
Appendix C – Consent Form:
Dr Rose raised her concerns about secondary care providers,
providing copies of deceased patient’s medical records, and that this
shouldn’t be done under any circumstances, asking for the CCG to
inform them of this.
The CCG will seek advice from the Data Protection Officer (DPO).
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6.

ANY OTHER BUSINESS
None

7.

DATE AND TIME OF NEXT MEETING
Tuesday 3 December 2019 3pm to 5pm, Boardroom Liverpool CCG
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