AGENDA FOR

Governing Body Meeting
Date:
Venue:

Tues 8 Sept 2020
Time:
Skype Conference Call

No

Item

A
A1
A2
A3
A4

Introduction and apologies
Welcome & Introductions
Apologies received:
Declarations of Interest
Previous Minutes (23 June & 14 July
2020)
Action Log
Officer Updates
Chief Officer Report
Chief Nurses Report
Public Health Update
Finance Report
Performance Report
GBAF, Corporate Risk Register and
Issues Log Update
Better Care Fund 2020-21
Planning Update

A5
B
B1
B2
B3
B4
B5
B6
B7
B8
B9
C
C1
D
E
E1
F

F1
F2
F3
F4

City Plan for Liverpool
For Decision
Risk Management and Assurance
Strategy
For Noting
No items
Questions from Public
Questions received in advance from the
general public
Papers to Note / For Information

2.30pm

Lead

Note/Information/
Decision

Fiona Lemmens
Fiona Lemmens
Fiona Lemmens
Fiona Lemmens

Verbal to note
Verbal to note
Verbal to note
Paper for approval

Fiona Lemmens

Paper for approval

Jan Ledward
Jane Lunt
Matt Ashton
Mark Bakewell
Sam James
Stephen Hendry

Paper for information
Paper for information
Paper for information
Paper for information
Paper for information
Paper for information

Mark Bakewell
Sam James / Mark
Bakewell
Carole Hill

Verbal update
Paper for information

Stephen Hendry

Paper for approval

Fiona Lemmens

Paper to note

Paper for information

Note – these items are provided for noting by / or for information to the Governing Body, they do not
require approval or for a decision to be made. Members are asked to read the papers prior to the
meeting and, unless the Chair receives notification before the meeting that a member wishes to
debate the item or seek clarification on an issue, the paper will be recorded in the minutes as being
noted without debate at the meeting in line with the process for Papers to Note / For Information.

Audit & Risk Committee feedback – July
2020
Remuneration & HR Committee
feedback – June 2020
People and Community Voice
Committee feedback – August 2020
Performance and Quality Committee
feedback – August 2020
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Sally Houghton

Paper to note

Helen Dearden

Paper to note

Carol Rogers

Paper to note

Cathy Maddaford

Paper to note

F5

F6

G

H
H1

Committee Minutes
Liverpool CCG Committees:
• Audit and Risk Committee 21/04/20
& 23/06/20
• People and Community Voice
Committee 13/03/20
• Performance and Quality Committee
10/03/20
• Primary Care Commissioning
Committee 26/05/20
Other Committees:
• Cheshire and Merseyside Health and
Care Partnership System
Management Board - Jan 2020; &
Feb 2020.

For information

For information

The Governing Body is invited to adopt the following resolution:
‘That the Governing Body hereby resolves that the remainder of the meeting to be
held in private, because publicity would be prejudicial to the public interest, by
reason of the confidential nature of the business to be transacted’. [Section (2) of
the Public Bodies (Admission to Meetings) Act 1960]
Any Other Business
Any Other Business
Dates of Future Meetings:
•
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th

10 November 2020

Deadline for papers/questions:
•
•

th

Papers due 27 October
th
Questions due 5
November
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Reporting to:

Governing Body

Date of Meeting:

Tuesday 9th September 2020

Title of Report:

Chief Officer Report – September 2020

Presented by

Jan Ledward

Report Author

Jan Ledward

Lead Governor

Jan Ledward

Senior Leadership
Team Lead
Report Category

Jan Ledward
Decision ☐

Discussion ☐

Assurance ☐

Information ☒

Purpose of this report
The report highlights to the Governing Body the issues and risks that have reached the
attention of the Chief Officer and require noting by the Governing Body.
Recommendation(s)
That Liverpool CCG Governing Body:
a) Note the Chief Officer report
Is this subject matter confidential?
Yes ☐
No ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
02
Ensure commissioning of high quality, safe and responsive health services
03
Reduce health inequalities
04
Ensure maximum value from available resources
05
Decisions that are evidence-based and evaluated for maximum impact
06
Maintain the CCG’s reputation and safeguard public confidence
Executive summary
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☐
☐
☐
☐
☐
☐

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:

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☐
☐
group(s) less or more favourably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☐
☐
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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1.

2.

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

3.

INTRODUCTION
The CCG continues to help and co-ordinate the response of the local system to
managing the COVID response whilst also returning the NHS to some degree of
business as usual. However, NHS business cannot operate as it did. The social
distancing rules and increased infection control measures required to offer a safe
NHS for patients and staff has meant that our capacity to deliver what we did last
year is significantly curtailed.
Our providers are operating at between 60 and 70% of what they could offer this
time last year. This varies by service and exacerbated some of the challenges
some services were experiencing before COVID. Diagnostics has been a
challenge locally for some time, now this is one area where we are experiencing
our greatest issues.
Nationally the incident has been down graded from level 4 to 3. This means
more of the incident management takes place at regional level. NHS North West
continues to operate via 2 cells, Out of Hospital and Hospital. National contract
with all NHS and Independent sector hospital remains in place and are likely to,
until the end of March 2021.
In my last report I did highlight this to inform patients and the public that we
cannot deliver services in as timely way as we all want.
I can assure the
Governing Body that we are doing as much as we possibly can in this difficult
situation. The Phase 3 planning letter indicated the level of ambition in term of
restoring the NHS to previous levels.

4.

LOCAL ISSUES

4.1

COVID 19 Incident
Governing Body members will be aware that there has been a local outbreak in
Liverpool in Princes Park.
Public Health locally working with partners are
engaging with local communities to minimise the spread and contain the
outbreak.
There has been significant good practice and learning form this local incident and
will help inform us in managing any further outbreaks. There is more information
in the report from Public Health colleagues.
3
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4.2

System Working
The Integrated Care Partnership Board considered the City Plan at its last
meeting and I am pleased to inform members that it is on the agenda today for
our agreement.
As a reminder this is a partnership plan for the city, developed before COVID, but
is now more than ever relevant to improve the prosperity and health of the city.
One Liverpool is the health and Care chapter of the City Plan so you will be able
to see the prominence placed on health outcomes and wellbeing across our
partners. The plan is on the agenda.

4.3

Phase 3 Planning Guidance
The awaited planning guidance was published on 31st July 2020, the letter is
attached at Appendix A. Much of the detail was trailed ahead of the letter being
published, however at the time of writing my report some of the detail is still
awaited.
The significant shift in approach is that the Cheshire & Merseyside Partnership
will take more responsibility in the co-ordination of a system submission rather
than this being done at CCG level and aggregated by NHSE. The Partnership
will work with the Hospital and Out of Hospital cells to produce the trajectories
and finalise the planning submissions. The CCG will continue to support local
providers to co-ordinate this for Liverpool and support the North Mersey system.
I will keep Governing Body members updated as more detail is issued. As you
will see from the letter the first submission of plans was due on the 1st September
2020. Whilst this is still a draft plan, I have ensured this is shared with the
Governing Body and is on the agenda today. Final submissions are due on the
14th September 2020.

4.4

Winter Plan
As part of the Phase 3 planning process, each local system was required to
submit a winter plan on 24th August 2020 covering the A&E Delivery Board
footprint (North Mersey). The CCG led this work on behalf of the system and
submitted a comprehensive plan covering a range of joint system initiatives both
locking in effective practice established during COVID and new, innovative
programmes. The key priorities of the plan are designed to manage demand,
patient flow and system capacity through what could be a very challenging
period.
The plan will continue to be developed over the coming weeks as programme
areas advance.
4
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4.5

People and Organisational Development
Staff returning to the office
With any return to the working environment employers need to ensure they follow
the government guidance on “safe return to the working environment”. This
includes the 2-meter rules regarding social distancing, increased hygiene and
relevant PPE requirements etc. From initial assessments undertaken by the
Estates Team, the maximum staff that should attend the office is 4.5 desks per
every 10 desks – approx. 50% i.e. 85 staff out of the current 170.
The safety, health and wellbeing of our people will continue to be at the forefront
of any decisions we make.
The last 6 months has demonstrated that agile working is a potential future
workforce model for CCG staff. Technology has supported almost all staff to be
able to work from home successfully and needs to be built into future models of
working. Over 95% of our staff have felt they could work effectively at home and
would like more opportunity to continue to work in an agile and flexible way,
beyond the pandemic.
We have agreed to pilot a blended approach to support staff working from both
the office and home, from October 2020 and review this workforce model in
March 2021. Each team will review their own staff skill sets and individual needs
and develop a blended staffing rota.
We must be mindful of any second wave/winter pressures or local lockdown and
that we can step staff “back down” to full working from home, quickly if required.
In addition, any staff caught up with the impact of quarantine on returning to the
UK from countries not in air corridors, will follow the quarantine advice and work
from home for the necessary period.
Board Effectiveness
We are starting to think about how we more systematically measure our board
effectiveness.
A new values based appraisal process has recently been
introduced within the organisation, therefore we need to build on this along with
the culture discussions we have had at previous board development sessions.
We need to ensure that our culture is aligned to our One Liverpool Strategy,
purpose and values. All of this combined will help us to ensure we have the
qualities of a high impact board.
As a Governing Body, we should embody and promote the desired culture.
Culture must start with leaders.
There are a number of tools that we can
consider, so we can start to triangulate information better and ensure our
governance, processes and contribution of Governing Body members shape our
outcomes.
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To support our new Talent and Performance Conversations (appraisal), we will
be working with the NHS Leadership Academy over the next few months to
support a 360 questionnaire feedback for senior leaders and members of the
Governing Body. This gives leaders a real insight into their areas of strengths
and limitations and to develop a development plan, which can enhance their
effectiveness as a leader. They will be undertaken either as individual or group
reports dependent upon role.
People Plan
“We are the NHS: People Plan for 2020/21” launched on 30th July 2020. The
plan sets out actions to support transformation across the whole NHS. It focuses
on how we must all continue to look after each other and foster a culture of
inclusion and belonging, as well as action to grow our workforce, train our people
and work differently to deliver patient care.
It will ensure that “Systems” have an important role in leading and overseeing
progress on this agenda, strengthening collaboration among all health and care
partners – particular with social care – to meet the complex and evolving staffing
needs of our services.
Ensuring the learning taken from the response to COVID 19 from our people, the
NHS needs to harness this and make real and lasting change for our people.
4.6

CCG Financial Allocations
The CCG is still awaiting further detailed information regarding planning
requirements for the remainder of the financial year. The recent planning letter
confirms that current arrangements (block contracts, top up payments, revised
CCG allocations) will be extended until September with a revised regime for the
framework for the period October – March, but further details are not yet
available.
There are a number of key aspects that need to be considered in determining
these arrangements, including the level of block payments and associated activity
planning assumptions, mental health investment standard and the restoration of
continuing healthcare framework and management of backlog as a result of the
revised discharge arrangements.

4.7

CCG Merger
In March 2020 the Liverpool CCG Governing Body approved a proposal to make
an application to NHS England for the establishment of a North Mersey CCGs,
following support from the CCG’s membership. This was also supported by the
GP memberships of Knowsley, South Sefton and Southport and Formby CCGs.
Since March, the four CCGs have been developing an application which was due
to be submitted in September 2020 for the establishment of the new CCG in April
2021.
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The recently issued Phase 3 guidance setting out new priorities for the NHS
included a statement indicating the policy direction for the future of CCG
commissioning, which would “typically lead to a single CCG across the system.”
This direction was confirmed in a letter to all North West NHS organisations from
Bill McCarthy, NHS England North West Regional Director, which stated that
“The default expectation is that there will be one CCG per ICS, enabling strategic
commissioning and the devolution of more functions to the system
level…decision making and energy will be located in place based leadership
alongside Local Authority colleagues to tackle longstanding inequalities…..”
The Chairs of the four CCGs met with leaders from NHS England and the
Cheshire and Merseyside Health and Care Partnership in August to understand
what this means for the North Mersey CCG proposal. The outcome of the
meeting was that NHS England considers an application for a North Mersey CCG
is not on a scale that matches the national or regional direction.
CCGs will enter into further discussions with NHSE/I and Cheshire and Mersey
Health and Care Partnership in September.
5.

NATIONAL UPDATE
The focus has been on the planning guidance, managing the reduction in
lockdown measures and improving the testing, tracing and contain measures to
minimise a second surge in cases of COVID 19 and support local systems to
manage outbreaks. Most of which I have covered in the report above or in other
reports on the agenda.
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APPENDIX A

Skipton
House 80 London
Road London SE1
6LH
england.spoc@nhs
.net
From the Chief Executive Sir Simon Stevens
& Chief Operating Officer Amanda Pritchard
To:
Chief executives of all NHS trusts and
foundation trusts CCG Accountable Officers
GP practices and Primary Care Networks
Providers of community health
services NHS 111 providers
Copy to:
NHS Regional Directors
Regional Incident Directors & Heads of EPRR Chairs of ICSs and STPs
Chairs of NHS trusts, foundation trusts and CCG governing bodies
Local authority chief executives and directors of adult social care Chairs of Local Resilience
Forums
31 July 2020
Dear Colleague
IMPORTANT – FOR ACTION – THIRD PHASE OF NHS RESPONSE TO COVID-19
We are writing to thank you and your teams for the successful NHS response in the face of
this unprecedented pandemic, and to set out the next – third – phase of the NHS response,
effective from 1 August 2020.
You will recollect that on 30th January NHS England and NHS Improvement declared a Level
4 National Incident, triggering the first phase of the NHS pandemic response. Since then the
NHS has been able to treat every coronavirus patient who has needed specialist care –
including 107,000 people needing emergency hospitalisation. Even at the peak of demand,
hospitals were still able to look after two non-Covid inpatients for every one Covid inpatient,
and a similar picture was seen in primary, community and mental health services.
As acute Covid pressures were beginning to reduce, we wrote to you on 29 April to outline
agreed measures for the second phase, restarting urgent services. Now in this Phase Three
letter we:
9
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•

update you on the latest Covid national alert level;

•

set out priorities for the rest of 2020/21; and

•

outline financial arrangements heading into Autumn as agreed with Government.

Current position on Covid-19
On 19 June 2020 the Chief Medical Officers and the Government’s Joint Biosecurity Centre
downgraded the UK’s overall Covid alert level from four to three, signifying that the virus
remains in general circulation with localised outbreaks likely to occur. On 17 July the
Government set out next steps including the role of the new Test and Trace programme in
providing us advance notice of any expected surge in Covid demand, and in helping manage
local and regional public health mitigation measures to prevent national resurgence.
Fortunately, Covid inpatient numbers have now fallen nationally from a peak of 19,000 a day,
to around 900 today. As signalled earlier this month, the current level of Covid demand on the
NHS means that the Government has agreed that the NHS EPRR incident level will move from
Level 4 (national) to Level 3 (regional) with effect from tomorrow, 1 August. This approach
matches the differential regional measures the Government is deploying, including today in
parts of the North West and North East. The main implications of this are set out in Annex One
to this letter.
However Covid remains in general circulation and we are seeing a number of local and
regional outbreaks across the country, with the risk of further national acceleration. Together
with the Joint Biosecurity Centre and Public Health England (PHE) we will therefore continue
to keep the situation under close review, and will not hesitate to reinstate the Level 4 national
response immediately as circumstances justify it. In the meantime NHS organisations will need
to retain their EPRR incident coordination centres and will be supported by oversight and
coordination by Regional Directors and their teams.
NHS priorities from August
Having pulled out all the stops to treat Covid patients over the last few months, our health
services now need to redouble their focus on the needs of all other patients too, while
recognising the new challenges of overcoming our current Covid-related capacity constraints.
This will continue to require excellent collaboration between clinical teams, providers and
CCGs operating as part of local ‘systems’ (STPs and ICSs), local authorities and the voluntary
sector, underpinned by a renewed focus on patient communication and partnership.
Following discussion with patients’ groups, national clinical and stakeholder organisations,
and feedback from our seven regional ‘virtual’ frontline leadership meetings last week, we are
setting out NHS priorities for this third phase. Our shared focus is on:
A. Accelerating the return to near-normal levels of non-Covid health services, making full
use
of the capacity available in the ‘window of opportunity’ between now and winter
B. Preparation for winter demand pressures, alongside continuing vigilance in the
10
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light of further probable Covid spikes locally and possibly nationally.
C. Doing the above in a way that takes account of lessons learned during the first Covid
peak; locks in beneficial changes; and explicitly tackles fundamental challenges
including: support for our staff, and action on inequalities and prevention.

As part of this Phase Three work, and following helpful engagement and discussion, alongside
this letter yesterday we published a more detailed 2020/21 People Plan, and will shortly do the
same on inequalities reduction. DHSC are also expected to set out equivalent phase three
priorities and support for social care.
Nationally, we will work with the wide range of stakeholders represented on the NHS
Assembly to help track and challenge progress against these priorities. As we do so it is vital
that we listen and learn from patients and communities. We ask that all local systems act on the
Five principles for the next phase of the Covid-19 response developed by patients’ groups
through National Voices.

A: Accelerating the return of non-Covid health services, making full use of the
capacity available in the window of opportunity between now and winter
A1. Restore full operation of all cancer services. This work will be overseen by a national
cancer delivery taskforce, involving major patient charities and other key
stakeholders. Systems should commission their Cancer Alliance to rapidly draw up
delivery plans for September 2020 to March 2021 to:
•

To reduce unmet need and tackle health inequalities, work with GPs and the public
locally to restore the number of people coming forward and appropriately being
referred with suspected cancer to at least pre-pandemic levels.

•

Manage the immediate growth in people requiring cancer diagnosis and/or
treatment returning to the service by:

- Ensuring that sufficient diagnostic capacity is in place in Covid19-secure
-

-

environments, including through the use of independent sector facilities, and the
development of Community Diagnostic Hubs and Rapid Diagnostic Centres
Increasing endoscopy capacity to normal levels, including through the release of
endoscopy staff from other duties, separating upper and lower GI (non-aerosolgenerating) investigations, and using CT colonography to substitute where
appropriate
for colonoscopy.
Expanding the capacity of surgical hubs to meet demand and ensuring other
treatment modalities are also delivered in Covid19-secure environments.
Putting in place specific actions to support any groups of patients who might
have unequal access to diagnostics and/or treatment.
Fully restarting all cancer screening programmes. Alliances delivering lung
health checks should restart them.
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•

Thereby reducing the number of patients waiting for diagnostics and/or treatment
longer than 62 days on an urgent pathway, or over 31 days on a treatment pathway, to
pre- pandemic levels, with an immediate plan for managing those waiting longer than
104 days.

A2. Recover the maximum elective activity possible between now and winter, making full
use of the NHS capacity currently available, as well as re-contracted independent
hospitals.
In setting clear performance expectations there is a careful balance to be struck between the
need to be ambitious and stretching for our patients so as to avoid patient harm, while
setting a performance level that is deliverable, recognising that each trust will have its own
particular pattern of constraints to overcome.
Having carefully tested the feasible degree of ambition with a number of trusts and systems
in recent weeks, trusts and systems are now expected to re-establish (and where necessary
redesign) services to deliver through their own local NHS (non-independent sector)
capacity the following:
•

In September at least 80% of their last year’s activity for both overnight electives
and for outpatient/daycase procedures, rising to 90% in October (while aiming for
70% in August);

•

This means that systems need to very swiftly return to at least 90% of their last year’s
levels of MRI/CT and endoscopy procedures, with an ambition to reach 100% by
October.

•

100% of their last year’s activity for first outpatient attendances and follow-ups
(face to face or virtually) from September through the balance of the year (and
aiming for 90% in August).

Block payments will flex meaningfully to reflect delivery (or otherwise) against these
important patient treatment goals, with details to follow shortly once finalised with
Government.
Elective waiting lists and performance should be managed at system as well as trust level
to ensure equal patient access and effective use of facilities.
Trusts, working with GP practices, should ensure that, between them, every patient whose
planned care has been disrupted by Covid receives clear communication about how they
will be looked after, and who to contact in the event that their clinical circumstances change.
Clinically urgent patients should continue to be treated first, with next priority given to the
longest waiting patients, specifically those breaching or at risk of breaching 52 weeks by
the end of March 2021.
To further support the recovery and restoration of elective services, a modified national
contract will be in place giving access to most independent hospital capacity until March
2021. The current arrangements are being adjusted to take account of expected usage, and by
October/ November it will then be replaced with a re-procured national framework agreement
12
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within which local contracting will resume, with funding allocations for systems adjusted
accordingly. To ensure good value for money for taxpayers, systems must produce week-byweek independent sector usage plans from August and will then be held directly to account for
delivering against them.
In scheduling planned care, providers should follow the new streamlined patient self isolation
and testing requirements set out in the guideline published by NICE earlier this week. For
many patients this will remove the need to isolate for 14 days prior to a procedure or
admission.
Trusts should ensure their e-Referral Service is fully open to referrals from primary care. To
reduce infection risk and support social distancing across the hospital estate, clinicians should
consider avoiding asking patients to attend physical outpatient appointments where a
clinically-appropriate and accessible alternative exists. Healthwatch have produced useful
advice on how to support patients in this way. This means collaboration between primary and
secondary care to use advice and guidance where possible and treat patients without an onward
referral, as well as giving patients more control over their outpatient follow-up care by
adopting a patient-initiated follow-up approach across major outpatient specialties. Where an
outpatient appointment is clinically necessary, the national benchmark is that at least 25%
could be conducted by telephone or video including 60% of all follow-up appointments.
A3. Restore service delivery in primary care and community services.
•

General practice, community and optometry services should restore activity to usual
levels where clinically appropriate, and reach out proactively to clinically
vulnerable patients and those whose care may have been delayed. Dental practices
should have now mobilised for face to face interventions. We recognise that capacity
is constrained, but will support practices to deliver as comprehensive a service as
possible.

•

In restoring services, GP practices need to make rapid progress in addressing the
backlog of childhood immunisations and cervical screening through specific catch-up
initiatives and additional capacity and deliver through their Primary Care Network
(PCN) the service requirements coming into effect on 1 October as part of the Network
Contract DES.

•

GPs, primary care networks and community health services should build on the
enhanced support they are providing to care homes, and begin a programme of
structured medication reviews.

•

CCGs should work with GP practices to expand the range of services to which patients
can self-refer, freeing-up clinical time. All GP practices must offer face to face
appointments at their surgeries as well as continuing to use remote triage and video,
online and telephone consultation wherever appropriate – whilst also considering those
who are unable to access or engage with digital services.

•

Community health services crisis responsiveness should be enhanced in line with the
goals set out in the Long Term Plan, and should continue to support patients who have
recovered from the acute phase of Covid but need ongoing rehabilitation and other
13
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community health services. Community health teams should fully resume appropriate
and safe home visiting care for all those vulnerable/shielding patients who need them.
•

The Government is continuing to provide funding to support timely and appropriate
discharge from hospital inpatient care in line with forthcoming updated Hospital
Discharge Service Requirements. From 1 September 2020, hospitals and community
health and social care partners should fully embed the discharge to assess processes.
New or extended health and care support will be funded for a period of up to six weeks,
following discharge from hospital and during this period a comprehensive care and
health assessment for any ongoing care needs, including determining funding eligibility,
must now take place. The fund can also be used to provide short term urgent care
support for those who would otherwise have been admitted to hospital.

•

The Government has further decided that CCGs must resume NHS Continuing
Healthcare assessments from 1 September 2020 and work with local authorities using
the trusted assessor model. Any patients discharged from hospital between 19 March
2020 and 31 August 2020, whose discharge support package has been paid for by the
NHS, will need to be assessed and moved to core NHS, social care or self-funding
arrangements.
A4. Expand and improve mental health services and services for people with
learning disability and/or autism
•

Every CCG must continue to increase investment in mental health services in line with
the Mental Health Investment Standard and we will be repeating the independent audits
of this. Systems should work together to ensure that funding decisions are decided in
partnership with Mental Health Providers and CCGs and that funding is allocated to
core Long Term Plan (LTP) priorities.

•

In addition, we will be asking systems to validate their existing LTP mental health
service expansion trajectories for 2020/21. Further advice on this will be issued
shortly. In the meantime:
- IAPT services should fully resume
- the 24/7 crisis helplines for all ages that were established locally during the
pandemic should be retained, developing this into a national service continue the
transition to
digital working
- maintain the growth in the number of children and young people accessing care
- proactively review all patients on community mental health teams’ caseloads and
increase therapeutic activity and supportive interventions to prevent relapse or
escalation of mental health needs for people with SMI in the community;
- ensure that local access to services is clearly advertised
- use £250 million of earmarked new capital to help eliminate mental health
dormitory wards.

•

In respect of support for people with a learning disability, autism or both:
- Continue to reduce the number of children, young people and adults within a
specialist inpatient setting by providing better alternatives and by ensuring that
Care (Education) and Treatment Reviews always take place both prior to and
following inpatient admission.
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- Complete all outstanding Learning Disability Mortality Reviews (LeDeR) by
December 2020.
- GP practices should ensure that everybody with a Learning Disability is identified
on their register; that their annual health checks are completed; and access to
screening and flu vaccinations is proactively arranged. (This is supported by
existing payment
arrangements and the new support intended through the Impact and Investment
Fund to improve uptake.)
B: Preparation for winter alongside possible Covid resurgence.
B1. Continue to follow good Covid-related practice to enable patients to access services
safely and protect staff, whilst also preparing for localised Covid outbreaks or a wider
national wave. This includes:
•

Continuing to follow PHE’s guidance on defining and managing communicable disease
outbreaks.

•

Continue to follow PHE/DHSC-determined policies on which patients, staff and
members of the public should be tested and at what frequency, including the further
PHE-endorsed actions set out on testing on 24 June. All NHS employers should
prepare for the likelihood that if background infection risk increases in the Autumn,
and DHSC Test and Trace secures 500,000+ tests per day, the Chief Medical Officer
and DHSC may decide in September or October to implement a policy of regular
routine Covid testing of all asymptomatic staff across the NHS.

•

Ongoing application of PHE’s infection prevention and control guidance and the
actions set out in the letter from 9 June on minimising nosocomial infections across all
NHS settings, including appropriate Covid-free areas and strict application of hand
hygiene, appropriate physical distancing, and use of masks/face coverings.

•

Ensuring NHS staff and patients have access to and use PPE in line with PHE’s
recommended policies, drawing on DHSC’s sourcing and its winter/EU transition PPE
and medicines stockpiling.

B2. Prepare for winter including by:
•

Sustaining current NHS staffing, beds and capacity, while taking advantage of
the additional £3 billion NHS revenue funding for ongoing independent sector
capacity, Nightingale hospitals, and support to quickly and safely discharge
patients from NHS hospitals through to March 2021.

•

Deliver a very significantly expanded seasonal flu vaccination programme for DHSCdetermined priority groups, including providing easy access for all NHS staff promoting
universal uptake. Mobilising delivery capability for the administration of a Covid19
vaccine if and when a vaccine becomes available.

•

Expanding the 111 First offer to provide low complexity urgent care without the need
for an A&E attendance, ensuring those who need care can receive it in the right setting
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more quickly. This includes increasing the range of dispositions from 111 to local
services, such as direct referrals to Same Day Emergency Care and specialty ‘hot’
clinics, as well as ensuring all Type 3 services are designated as Urgent Treatment
Centres (UTCs). DHSC will shortly be releasing agreed A&E capital to help offset
physical constraints associated with social distancing requirements in Emergency
Departments.
•

Systems should maximise the use of ‘Hear and Treat’ and ‘See and Treat’ pathways for
999 demand, to support a sustained reduction in the number of patients conveyed to
Type 1 or 2 emergency departments.

•

Continue to make full use of the NHS Volunteer Responders scheme in conjunction
with the Royal Voluntary Society and the partnership with British Red Cross, Age
UK and St. Johns Ambulance which is set to be renewed.

•

Continuing to work with local authorities, given the critical dependency of our
patients – particularly over winter - on resilient social care services. Ensure that those
medically fit for discharge are not delayed from being able to go home as soon as it is
safe for them to do so in line with DHSC/PHE policies (see A3 above).

•

C: Doing the above in a way that takes account of lessons learned during the first
Covid peak; locks in beneficial changes; and explicitly tackles fundamental challenges
including support for our staff, action on inequalities and prevention.

C1. Workforce
Covid19 has once again highlighted that the NHS, at its core, is our staff. Yesterday we
published We are the NHS: People Plan for 2020/21 - actions for us all which reflects the
strong messages from NHS leaders and colleagues from across the NHS about what
matters most. It sets out practical actions for employers and systems, over the remainder of
2020/21 ahead of Government decisions in the Autumn Spending Review on future
education and training expansions. It includes specific commitments on:
•

Actions all NHS employers should take to keep staff safe, healthy and well –
both physically and psychologically.

•

Specific requirements to offer staff flexible working.

•

Urgent action to address systemic inequality that is experienced by some of our
staff, including BAME staff.

•

New ways of working and delivering care, making full and flexible use of the full
range of our people’s skills and experience.

•

Growing our workforce, building on unprecedented interest in NHS careers. It also
encourages action to support former staff to return to the NHS, as well as taking
steps to retain staff for longer – all as a contribution to growing the nursing
workforce by 50,000, the GP workforce by 6,000 and the extended primary care
workforce by 26,000.
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•

Workforce planning and transformation that needs to be undertaken by systems to
enable people to be recruited and deployed across organisations, sectors and
geographies locally.

All systems should develop a local People Plan in response to these actions, covering
expansion of staff numbers, mental and physical support for staff, improving retention and
flexible working opportunities, plus setting out new initiatives for development and
upskilling of staff. Wherever possible, please work with local authorities and local partners
in developing plans for recruitment that contribute to the regeneration of communities,
especially in light of the economic impact of Covid. These local People Plans should be
reviewed by regional and system People Boards, and should be refreshed regularly.
C2. Health inequalities and prevention.
Covid has further exposed some of the health and wider inequalities that persist in our
society. The virus itself has had a disproportionate impact on certain sections of the
population, including those living in most deprived neighbourhoods, people from Black,
Asian and minority ethnic communities, older people, men, those who are obese and who
have other long- term health conditions and those in certain occupations. It is essential that
recovery is planned in a way that inclusively supports those in greatest need.
We are asking you to work collaboratively with your local communities and partners to
take urgent action to increase the scale and pace of progress of reducing health
inequalities, and regularly assess this progress. Recommended urgent actions have been
developed by an expert national advisory group and these will be published shortly. They
include:
•

Protect the most vulnerable from Covid, with enhanced analysis and community
engagement, to mitigate the risks associated with relevant protected characteristics
and social and economic conditions; and better engage those communities who
need most support.

•

Restore NHS services inclusively, so that they are used by those in greatest need. This
will be guided by new, core performance monitoring of service use and outcomes
among those from the most deprived neighbourhoods and from Black and Asian
communities, by 31 October. Develop digitally enabled care pathways in ways which
increase inclusion, including reviewing who is using new primary, outpatient and
mental health digitally enabled care pathways by 31 March.

•

Accelerate preventative programmes which proactively engage those at greatest risk of
poor health outcomes. This should include more accessible flu vaccinations, the better
targeting of long-term condition prevention and management programmes, obesity
reduction programmes including self-referral to the NHS Diabetes Prevention
Programme, health checks for people with learning disabilities, and increasing the
continuity of maternity carers including for BAME women and those in high risk
groups.

•

Strengthen leadership and accountability, with a named executive Board member
responsible for tackling inequalities in place in September in every NHS organisation.
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Each NHS board to publish an action plan showing how over the next five years its
board and senior staffing will in percentage terms at least match the overall BAME
composition of its overall workforce, or its local community, whichever is the higher.
•

Ensure datasets are complete and timely, to underpin an understanding of and response
to inequalities. All NHS organisations should proactively review and ensure the
completeness of patient ethnicity data by no later 31 December, with general practice
prioritising those groups at significant risk of Covid19 from 1 September.

Financial arrangements and system working
To support restoration, and enable continued collaborative working, current financial
arrangements for CCGs and trusts will largely be extended to cover August and September
2020. The intention is to move towards a revised financial framework for the latter part of
2020/21, once this has been finalised with Government. More detail is set out in Annex Two.
Working across systems, including NHS, local authority and voluntary sector partners, has
been essential for dealing with the pandemic and the same is true in recovery. As we move
towards comprehensive ICS coverage by April 2021, all ICSs and STPs should embed and
accelerate this joint working through a development plan, agreed with their NHSE/I regional
director, that includes:
•

•
•

Collaborative leadership arrangements, agreed by all partners, that support joint working
and quick, effective decision-making. This should include a single STP/ICS leader and a
non- executive chair, appointed in line with NHSE/I guidance, and clearly defined
arrangements for provider collaboration, place leadership and integrated care partnerships.
Organisations within the system coming together to serve communities through a
Partnership Board, underpinned by agreed governance and decision-making arrangements
including high standards of transparency – in which providers and commissioners can
agree actions in the best interests of their populations, based on co-production, engagement
and evidence.

•

Plans to streamline commissioning through a single ICS/STP approach. This will typically
lead to a single CCG across the system. Formal written applications to merge CCGs on 1
April 2021 needed to give effect to this expectation should be submitted by 30 September
2020.

•

A plan for developing and implementing a full shared care record, allowing the safe
flow of patient data between care settings, and the aggregation of data for population
health.

Finally, we are asking you – working as local systems - to return a draft summary plan by 1
September using the templates issued and covering the key actions set out in this letter, with
final plans due by 21 September. These plans need to be the product of partnership working
across STPs/ICSs, with clear and transparent triangulation between commissioner and
provider activity and performance plans.
Over the last few months, the NHS has shown an extraordinary resilience, capacity for
innovation and ability to move quickly for our patients. Like health services across Europe, we
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now face the double challenge of continuing to have to operate in a world with Covid while
also urgently responding to the many urgent non-Covid needs of our patients. If we can
continue to harness the same ambition, resilience, and innovation in the second half of the year
as we did in the first, many millions of our fellow citizens will be healthier and happier as a
result. So thank you again for all that you and your teams have been – and are – doing, in what
is probably the defining year in the seven-decade history of the NHS.
With best wishes,

Simon Stevens
NHS Chief Executive

Amanda Pritchard
NHS Chief Operating Officer
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ANNEX ONE: IMPLICATIONS OF EPRR TRANSITION TO A LEVEL 3 INCIDENT
As previously signalled, effective 1 August 2020 the national incident level for the Covid19
response will change from level 4 (an incident that requires NHS England National Command
and Control to support the NHS response) to level 3 (an incident that requires the response of a
number of health organisations across geographical areas within an NHS England region),
until further notice.
It is entirely possible that future increases in Covid demands on the NHS mean that the level 4
incident will need to be reinstated. In which case, there will be no delay in doing so. However
this change does, for the time being, provide the opportunity to focus local and regional NHS
teams on accelerating the restart of non-Covid services, while still preparing for a possible
second national peak.
The implications of the transition from a level 4 to level 3 incident are as follows:
•

Oversight: Transition from a national command, control and coordination structure to a
regional command, control and coordination structure but with national oversight as this
remains an incident of international concern.

•

Reporting: We will be stopping weekend sit rep collections from Saturday 8 August 2020
(Saturday and Sunday data will be collected on Mondays with further detail to follow).
Whilst we are reducing the incident level with immediate effect reports will still be required
this weekend (1 and 2 August 2020) and we will subsequently need to be able to continue to
align to DHSC requirements. Additional reporting will be required for those areas of the
country experiencing community outbreaks in line with areas of heightened interest,
concern or intervention.

•

Incident coordination functions: The national and regional Incident Coordination Centres
will remain in place (hours of operation may be reduced). The frequency of national
meetings will decrease (for example IMT will move to Monday, Wednesday, Friday).
Local organisations should similarly adjust their hours and meeting frequency
accordingly. It is however essential that NHS organisations fully retain their incident
coordination functions given the ongoing pandemic, and the need to stand up for local
incidents and outbreaks.

•

Communications: All communications related to Covid19 should continue to go via
established Covid19 incident management channels, with NHS organisations not expected
to respond to incident instructions received outside of these channels. Equally, since this
incident continues to have an international and national profile, it is important that our
messaging to the public is clear and consistent. You should therefore continue to coordinate
communications with your regional NHS England and NHS Improvement communications
team. This will ensure that information given to the media, staff and wider public is
accurate, fully up-to-date and aligns with national and regional activity.
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ANNEX TWO: REVISED FINANCIAL ARRANGEMENTS
The current arrangements comprise nationally-set block contracts between NHS
providers and commissioners, and prospective and retrospective top-up funding issued
by NHSE/I to organisations to support delivery of breakeven positions against reasonable
expenditure. The M5 and M6 block contract and prospective top-up payments will be the
same as M4. Costs of testing and PPE will continue to be borne centrally for trusts and
general practices funded by DHSC who continue to lead these functions for the health
and social care sectors.
The intention is to move towards a revised financial framework for the latter part of
2020/21, once this has been finalised with Government.
The revised framework will retain simplified arrangements for payment and contracting
but with a greater focus on system partnership and the restoration of elective services. The
intention is that systems will be issued with funding envelopes comprising funding for
NHS providers equivalent in nature to the current block and prospective top-up payments
and a system-wide Covid funding envelope. There will no longer be a retrospective
payment mechanism. Providers and CCGs must achieve financial balance within these
envelopes in line with a return to usual financial disciplines. Whilst systems will be
expected to breakeven, organisations within them will be permitted by mutual agreement
across their system to deliver surplus and deficit positions. The funding envelopes will
comprise:
•

CCG allocations – within which block contract values for services commissioned
from NHS providers within and outside of the system will continue to be nationally
calculated;

•

Directly commissioned services from NHS providers – block contract values for
specialised and other directly commissioned services will continue to be nationally
calculated;

•

Top-up – additional funding to support delivery of a breakeven position; and

•

Non-recurrent Covid allocation – additional funding to cover Covid-related
costs for the remainder of the year.

Funding envelopes will be calculated on the basis of full external income recovery. For
relationships between commissioners and NHS providers we will continue to operate
nationally calculated block contract arrangements. For low-volume flows of CCGcommissioned activity, block payments of an appropriate value would be made via the
Trust’s host CCG; this will remove the need for separate invoicing of non-contract
activity.
However block payments will be adjusted depending on delivery against the activity
restart goals set in Section A1 and A2 above.
Written contracts with NHS providers for the remainder of 2020/21 will not be required.
For commissioners, non-recurrent adjustments to commissioner allocations will continue
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to be actioned – adjustments to published allocations will include any changes in
contracting responsibility and distribution of the top-up to CCGs within the system based
on target allocation.
Reimbursement for high cost drugs under the Cancer Drugs Fund (CDF) and relating to
treatments under the Hepatitis C programme will revert to a pass-through cost and volume
basis, with adjustments made to NHS provider block contract values to reflect this. For the
majority of other high cost drugs and devices, in-year provider spend will be tracked
against a notional level of spend included in the block funding arrangements with
adjustments made in-year to ensure that providers are reimbursed for actual expenditure on
high cost drugs and devices. This will leave a smaller list of high cost drugs which will
continue to be funded as part of the block arrangements.
In respect of Medical pay awards, on 21 July 2020 the Government confirmed the decision
to uplift pay in 2020/21 by 2.8% for consultants, specialty doctors and associate specialists,
although there is no uplift to the value of Clinical Excellence Awards, Commitment
Awards, Distinction Awards and Discretionary Points for 2020/21. We expect this to be
implemented in September pay and backdated to April 2020. In this event, NHS providers
should claim the additional costs in September as part of the retrospective top-up process.
Future costs will be taken into account in the financial framework for the remainder of
2020/21, with further details to be confirmed in due course.
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Reporting to:

Governing Body

Date of Meeting:

Tuesday 8 September 2020

Title of Report:

Chief Nurse Report

Presented by

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

Report Author

Lead Governor
Senior Leadership
Team Lead
Report Category

Jane Lunt, Director of Quality, Outcomes & Improvement (Chief
Nurse)
Decision ☐
Discussion ☐ Assurance ☒ Information ☒

Purpose of this report
This report is to provide members of the committee with:
• an oversight of the key issues relevant to the Chief Nurse’s portfolio, highlighting
issues of note or risk to the CCG.
Recommendation(s)
The Committee is asked to:
a) Note the contents of the report
Is this subject matter confidential?
Yes ☐
No ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
02
Ensure commissioning of high quality, safe and responsive health services
03
Reduce health inequalities
04
Ensure maximum value from available resources
05
Decisions that are evidence-based and evaluated for maximum impact
06
Maintain the CCG’s reputation and safeguard public confidence
Executive summary
This report offers an oversight of the key issues relevant to the Chief Nurse’s
portfolio, highlighting issues of note or risk to the CCG.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date

Meeting

Decision made / outcome
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☐
☒
☒
☐
☒
☒

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:

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☐
☐
group(s) less or more favourably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☐
☐
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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1.

BACKGROUND

This report offers an overview of the current key risks in terms of quality within the
CCG commissioned services and the wider aspects of the Chief Nurse portfolio.
2.

QUALITY UPDATES

TRUST UPDATES
2.1 LIVERPOOL WOMEN’S NHS FOUNDATION TRUST
Referral to Treatment time (RTT) continues to be impacted by the response to
Covid19. The trust reported eleven 52 week waiting time breaches in July. As per the
national guidance issued in March 2020; the trust has established a priority clinical
order, which takes precedent over the usual mandated cancer rules. This means that
all surgical cancer patients are prioritised in order on a single list.
The trust submitted their clinical harm review process in February 2020 for patients
with increased waiting times for treatment. However, in light of the pandemic and
resulting increased waiting times an updated process for clinical harm reviews was
requested for the August 2020 CQRM, but unfortunately, evidence was not
submitted for the meeting held on 11 august and the CCG requires further
assurance. The September CQRM will focus on gaining this assurance.
The trust has carried out workforce risk assessments for 100% of the trust’s
workforce who have a BAME (Black, Asian, minority ethnic) background with the
necessary mitigations being put in place to reduce risk to these individuals. A further
89% of ‘high risk’ individuals have undergone a risk assessment. A written update on
workforce risk assessments will be a standing agenda item on all monthly CQRM
agendas going forward.
Colposcopy services have continued to be prioritised and delivered for women with
specific high grade cervical changes; referred via the NHS cervical screening
pathway throughout the national incident.
In terms of follow up cervical screens; discussions have taken place between the
local medical committees (Liverpool and Sefton) and NHSE/I with an agreement
reached to support the trust’s colposcopy service to discharge a number of women
back to primary care for follow up cervical screens, following colposcopy treatment.
Any women overdue for their cervical screen will continue to be seen at the trust.
The trust will discharge women from GP practices across Liverpool, South Sefton
and Southport and Formby CCGs, whose screens are due between August 2020
and March 2021. Fortnightly calls between NHSE/I (as commissioner) and the
service will continue to monitor progress against this plan and update reports will be
provided from the NHSE/I Direct Commissioning team for the trust CQRMs.
It was announced in mid-August that the present Chief Nurse would retire with
immediate effect due to ill-health. There is an interim appointed to cover this role.
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2.2 LIVERPOOL HEART & CHEST NHS FOUNDATION TRUST
The trust reported a particularly sensitive serious incident on STEIS on 24 July 2020.
The incident has been referred to the coroner and has additionally been reported to
the Care Quality Commission and NHSE/I. Duty of Candour has been delivered to
the patient’s family and the 72 hour report has been received and reviewed by
Liverpool CCG. The investigation is in progress and subject to the national timescale
for completion. The trust continues to report its approach to the Phase 3 response
via the CQPG.
2.3 MERSEY CARE FOUNDATION TRUST (MCFT) - TRUST WIDE
Staffing is being closely monitored across all divisions due to significantly high levels
of staff sickness as NHSE/I had identified Mersey Care as an outlier. The trust have
advised that staff sickness levels are improving and appropriate support measures
are in place to promote staff wellbeing. The trust is due to present a workforce report
at the September CQPG which will provide the current picture of staff sickness in line
with Covid19 recovery.
MERSEY CARE – COMMUNITY SERVICES
Covid19 has a significant impact on phlebotomy and it has been acknowledged that
the service requires full remodelling. A series of localised meetings had been set up
involving both commissioners and Mersey Care in order to support and drive new
ways of working. In light of the quality and safety issues, the monthly CQPGs will
include a regular focus on this. The service is currently only able to operate at a
much reduced level of service, however capacity is improving.
MERSEY CARE MENTAL HEALTH
Eating disorder service
Covid19 has led to unprecedented demand on services which has had a detrimental
impact on the waiting list, leading Mersey Care to review and suspend services. The
service has had to revise its clinical model in light of Covid19 which has contributed
to the waiting times increasing. The remote working and virtual appointments which
had to be implemented contributing to this. The digital platform to support group work
was not initially available significantly reducing capacity and affecting throughput.
Furthermore the service was impacted by staff sickness in addition to carrying
vacancies. The Trust has put risk mitigation plans in place in order to support
recovery planning, from a quality perspective updates will be provided at CQPGs.
Autism Spectrum disorder (ASD)
Due to consistent issues in terms of service capacity and access, a capacity and
demand exercise has been undertaken and an options paper is being further refined
by the service which will be internally reviewed by the trust for approval after which it
will be shared with CCGs. Some discussion is needed to understand the future
funding of the model given the current financial regime in place due to Covid19. This
service also impacts on the SEND agenda as the cohort of young people aged 18-25
years will also be considered via this framework, locally via the SEND Partnership
Board and via and Ofsted and CQC inspection.
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LD health checks:
Annual learning disability health checks have been highlighted by the trust as a key
priority. Current compliance with annual health checks is 48% therefore the trust
hopes to improve this figure and have listed key actions
discussed with
commissioners, Transforming Care Programme (TCP) and will be discussed with
Primary Care Networks (PCNs):
•
•
•

every patient open to community LD services will be offered a pre-screening
annual health check, to be completed between September and December
2020
System will be developed to highlight any actions required for GPs through
EMIS
Health Facilitators are proactively supporting GP practices to improve uptake
and are positively engaging with Integrated Care Teams in order to ensure a
partnership approach.

Merseycare have commissioned an additional 10 beds to accommodate the increase
in demand for in-patient services and at the time of writing this report had to place 4
patients in out of area beds for the first time in years. These patients will be
repatriated as soon as practicable and clinical oversight will be maintained.
Given the numbers of risks and the negative impact of Covid upon mental health
services, the recommendation is that the CQPG which is bi-monthly is moved to
monthly to permit greater oversight by commissioners.
2.4 LIVERPOOL UNIVERSITY HOSPITALS FOUNDATION TRUST (LUHFT)
LCCG recommenced the formal contract quality review meetings (CQRMs) with the
trust in June 2020 and are working with the trust to revise the work plan for CQRM
going forward to include metrics for the continued enhanced surveillance and also
the recovery and reset work for elective and in-patient and outpatient activity due to
the impact of the Covid19 pandemic response. The enhanced surveillance has 2
components-firstly the trust is placed in enhanced surveillance due to the merger of
the legacy trusts. It is recognised as time of risk for any trust and the surveillance
level is increased because of this. Secondly, early warning signs of quality risks often
manifest in negative patient or staff experience and in light of this the trust will
present a set of metrics quarterly to the CQRM which will be augmented by specific
Survey Monkeys which are targeted to specific staff groups. One targeted group will
be staff affected by change due to service integration. In conjunction with this
enhanced surveillance work, there is activity to close down any outstanding actions
relating to the previous enhanced surveillance of the legacy trusts. The CQRM
meeting in August focused on this and actions have been agreed. NHSE/I are in
attendance as part of their oversight.
LUHFT provided and presented a Covid19 Reset and Recovery plan, the plan has
been developed to support the trust’s approach in resuming service provision
following the surge in demand due to the covid-19 pandemic. LCCG has requested
additional assurance regarding the trust’s approach to clinical prioritisation and
management of long waits for treatment.

5

Page 51

Since its merger, LUHFT has reported seven never events, four of which have been
declared since early July. LCCG has met with the trust to better understand its
organisational approach to avoidance of never events, given the legacy of never
events at the previous Aintree site, prior to trust merger. There is a now a regular
monthly meeting between the CCG and the Director of Patient Safety where issues
relating to Serious Incidents and Never Events, such as ongoing action plans, will be
explored and actions mutually agreed.
LCCG has revised the agenda and work plan for the CQRM and the Commissioning
Forum (CF) meetings so as to focus on areas of greatest risk post Covid19. In
addition, in light of the volume and complexity of work, it has been agreed by all
parties that a subgroup to the CQRM will be created to focus on the quality and
performance issues in more detail with escalation to the CQRM by exception. LCCG
is to lead on both the administration and management of these meetings moving
forward, for simplicity. It has been recognised that this will reduce risk and
fragmentation of approach.
2.5 ALDER HEY CHILDREN’S HOSPITAL (AHCH)
AHCH reported an incident relating to equipment used for fit testing of FFP3
respirator masks. Concern was raised when the Trust identified that the settings
within the equipment had defaulted to US standards, rather than the recommended
UK guidelines. The incident was reported as a Serious Incident and an SBAR
produced, which was disseminated via NHSE to Public Health England (PHE),
Medicines and Healthcare products Regulatory Agency (MHRA), Health & Safety
Executive (HSE) for national review of any potential for wider learning.
Following a multi-organisational call in response to a potential serious incident, the
CCG is working with AHCH to and has set up a steering group in relation to
management of children with certain neurological conditions. Work is underway to
review children under the care of a particular clinician to ensure all management is
evidence based and that children are being managed upon the correct patient
pathway. Communication with parents has taken place and will continue with the
oversight of a steering group involving locally affected CCGs and Local Authorities,
AHCH and NHSE/I. The incident has been reported to STEIS as a Serious Incident.
A new Chief Nurse has been very recently been appointed to the Executive Team
and the name of the successful candidate will be released as soon as permissible.
Other Provider issues:
2.6 Vancouver House (VH)
Vancouver House is an Independent Care Home run by Priory Group. It provides
nursing care for up to 32 adults with learning disabilities, autism and mental health
conditions over the age of 65.
The CQC undertook an unannounced, comprehensive inspection on 2 & 6 March
2020. CQC reported significant improvements since its previous inspection in 2014,
but reported an overall rating of `Requires Improvement’.
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Safe:

Requires improvement

Effective:

Good

Caring:

Good

Responsive: Good
Well Led:

Requires improvement

In March 2020, Liverpool City Council (LCC) received `whistle blowing’ safeguarding
concerns which led to a Police investigation, 4 staff suspensions and 1 staff
dismissal.
The Chair of the Merseyside Safeguarding Adult Board (MSAB) has been asked to
oversee the LCC review by Martin Farran Director of Health & Social Care for
Liverpool. This has resulted in monthly strategy meetings involving representatives
from all commissioned CCG’s/Local Authorities in addition to:
•
•
•
•

LCC `Call in’ meeting with the Priory Group
The Priory Group management team placed themselves on a self-suspension
for any new placements and appointed a new manager (experienced turn
around manager).
Commissioned CCG’s /LA’s & CHC’s team reviewed residents positive
feedback no concerns raised from Liverpool, Cheshire West and Cheshire
East Local Authorities
Following a number of subsequent safeguardings, LCCG now chairing
fortnightly meetings with the Provider to work through its quality improvement
plan and has held an associated meetings with placing CCGS to discuss
ongoing medium to long term plans for VH. There were no patient specific
concerns raised but several recommendations made, including CCG led
quality review visit and follow up CCG meeting at end of August 2020.

LCC continues to manage any ongoing safeguarding investigations with Vancouver
House.
2.7 Safeguarding Reviews
Merseyside Safeguarding Adults Board and Liverpool City Safe Partnership have
commissioned a joint Safeguarding Adult Review (SAR) and Domestic Homicide
Review (DHR). An independent author has been identified and the terms of
reference will be agreed and shared to ensure the best possible learning. The
LCCG Safeguarding team are members of the reviewing panels and supporting
information for the reviews is provided by Primary Care via the Named GP. A further
2 DHRs relating to deaths in 2018 were completed shortly before Covid 19 and have
been sent to the Home office for approval. Once approved, a learning event will take
place across partner agencies. Individual organisations have already identified areas
of learning and have action plans in place which are monitored by the Liverpool
Domestic Abuse Strategic Group and where health Trusts are involved, by the LCCG
Safeguarding team by via KPI submissions and business meetings.
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Liverpool Safeguarding Children Partnership are currently conducting a Local Child
Safeguarding Practice Review into the case of a young person who died whilst they
were a child in care. The review was commenced in November 2019 but the review
process was paused during the lockdown period as per instructions from the
National Child Safeguarding Practice Review Panel. The review has now
recommenced and learning summaries have been requested from local health care
providers and NHS Liverpool Clinical Commissioning Group. An external reviewer
has been sourced to write the LCCG report to ensure complete independence and
avoid any potential conflict of interest. The next stage of the Local Child
Safeguarding Practice review will require analysis of all of learning summaries by the
Practice review Panel. A learning event will be held with the frontline practitioners
from the case. The most appropriate way to conduct the learning event whilst abiding
by social distancing measures is currently being debated by the review panel. It is
anticipated that the final report on the Local Child Safeguarding Practice Review will
be produced in March 2022.
2.8 Children in Care
Alder Hey have approached Liverpool CCG to request Designated Nurses for
Children in Care for Liverpool & Sefton support in the completion of a full service
review in relation to the Statutory Children in Care Service, incorporating a review of
the Designated Doctor for Children in Care role and function. Draft Terms of
Reference have been circulated for review with final agreement awaited. It is hoped
the review will start in early September and will conclude by end of 2020, to assist in
informing future service delivery and commissioning of provision for this cohort of
children.
The Designated Nurse for Children in Care will be supporting Alder Hey and NHS E
colleagues in relation to recent escalation involving delayed discharge for a child in
care with complex mental health issues. This was escalated within the Quality
Surveillance Group (QSG) in August.
This issue of limited and often unsuitable provision has previously been raised
nationally by NHSE/I Regional Safeguarding Leads via the Designated Nurse
Children in Care and currently sits with the Clinical Reference Group for Looked after
Children.
2.9 Continuing Healthcare (CHC)
One of the enablers to support the Discharge to Assess (D2A) pathway that was put
in place in March to facilitate rapid discharge was the suspension of the CHC
Framework with payment for placements via a national Covid fund. This ceases on
the 1st September as detailed within the Phase 3 letter and the national CHC
Framework needs to be reinstated. The impact of this is approximately 700 patients
will require an assessment and review of their care needs to check that they are
placed safely and appropriately. One potential outcome of this is that there will be a
number of patients who may be placed incorrectly or placed in a ‘free’ placement
during Covid but now need to pay as they may not be entitled to free care once
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assessed under the Care Act 2014; or potentially placed where there may the need
for top-ups to be paid.
LCCG is working with partner CCGs, MLCSU, Merseycare and the 2 local authorities
(Liverpool and Sefton) to prepare a plan to address this for North Mersey. The Phase
3 letter intimates national funding and support around dealing with this process as
the risks are numerous, starting with patients being incorrectly placed, family distress
and financial and reputational risk to the CCG. The Chief Nurses in Cheshire &
Mersey have escalated this to the Out of Hospital Cell to support a consistent
response. The Committee and the Governing Body will be kept informed of progress
and management of risk.
2.10 Special Educational Needs & Disability (SEND) Update
The latest meeting between Liverpool senior leaders, NHSE/I and Department for
Education (DfE) took place on 25th August. The purpose of these meetings is to
review progress against the action plan relating to the Written Statement of Action
(WSoA) and to offer support and challenge to both Liverpool City Council (LCC) and
LCCG as the accountable organisations for the delivery of the SEND Code of
Practice in Liverpool.
To remind colleagues, LCC and LCCG received a Written Statement of Action
following an inspection in January 2019. For clarity the areas specific to the WSoA
were:
1. The failure of leaders to take the necessary actions to remedy known
weaknesses
2. The significant weaknesses in the EHC processes, timeliness and quality of
plans
3. The underdeveloped joint commissioning arrangements for 0 to 25 SEND
provision.
The focus of the meeting on the 25th was the areas that were not progressing well
and the how further progress could be made with a degree of pace. NHSE/I and DfE
have agreed to link Liverpool to places where they have made progress in the areas
that we are stalling on or progress is slower than anticipated in order to help us learn
what may have worked for them.
One area where there are challenges are in the overall process of Education, Health
& Care Plans (EHCPs) and the progress made with the overall timescale for
completion (20 weeks) and the timeliness of the social care and education
components of the plans. Additional staff have been employed to address the
backlog whilst not compromising the new EHCPs going forward. It was
acknowledged that health have made, and sustained, progress with this and have
achieved 100% of health advices within the 6 week timescale since July 2019.
Meetings have taken place between LCC and health colleagues to learn from the
effective approach taken by health and the transferability of this learning to LCC.
This is an area within the WSoA in which health has made significant progress.
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In terms of Joint Commissioning, there is a Joint Strategic Needs Assessment
(JSNA) which has been agreed by the SEND Partnership Board and this informs the
Joint Commissioning Strategy. The Joint Commissioning Board meets regularly and
has a clear action plan for delivery of the key commissioning priorities. This work has
informed further development of joint commissioning between LCC and LCCG.
In terms of the leadership, there has been a growing trust and maturity within the
Partnership Board which has enabled more challenging discussion to take place and
the holding of partners to account for delivery of their part of the WSoA and the wider
SEND agenda.
An area where limited progress has been made is with Annual Health Checks (AHC)
for those with a learning disability. Current performance is 47%- the local target is
75%. These are undertaken by Primary Care and in addition there are 3 LD health
Facilitators employed by Merseycare who support Primary Care to deliver this
function. In light of the emerging adverse impact of Covid on people with a learning
disability, AHC’s are ever more important as a preventative approach in diagnosing,
or the effective management of long-term conditions. The CCG is working
proactively with both Primary Care, via the Local Network Alliance (LNA), and
Merseycare to improve performance in this area.
Great progress has been made in improving access to diagnostic pathways provided
by Alder Hey for ASD and ADHD that are NICE compliant for under 18’s. The
original targets had been to achieve a 30 week NICE compliant pathway (referral to
diagnosis) by 31st December 2020. Due to Covid this has had to be extended to 31st
March 2021. NHSE/I have accepted this and the recovery plan to achieve this new
deadline. However, progress to improve waiting times for diagnostic pathways,
provided by Merseycare, in the 18-25 cohort is slower. Recently, NHSE/I reviewed
the waiting times and other issues for this cohort via the Quality Surveillance Group
(QSG) and found that across Cheshire & Mersey each CCG area had issues.
NHSE/I are supporting CCGs with addressing this and currently, LCCG has asked
the current provider, Merseycare, for detailed information about waiting times and
numbers to inform a plan to improve. Services for the 18-25 age group will form a
key part of any subsequent inspection as it was highlighted in the previous
inspection as an area of inadequacy.
SEND Performance continues to be a feature on the agenda for the Clinical Quality
& Performance Groups (CQPGs) for both Merseycare and Alder Hey as providers of
key SEND services. The performance data and narrative forms part of the
Performance reports for both the Performance Committee and the Governing Body.
The SEND Partnership Board continues to meet regularly and in support of the
meeting in September, preparation meetings have taken place in week commencing
24th August to review performance and progress to date to inform a focused Board
discussion. A new post has recently been appointed to, that of SEND Strategic Lead.
The successful candidate has a health background and will have credibility with
Health, in addition to being hosted within the Council which offers the potential for
bringing the 2 commissioners even closer together in terms of partnership working.
In addition to this, there is a root and branch review of the current SEND pathway in
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Liverpool which will ensure that the whole of the pathway is as robust as it can be
and simple to navigate for parents and carers. In light of this they are integral to the
review.
3.

NEXT STEPS

The Quality and Safeguarding teams will continue to work with colleagues internally
within the Performance team and Contracts team in assuring the CCG re
commissioned services and other quality issues more broadly.
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
5.3

6.

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.

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).
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9.

CONCLUSION

This report offers a detailed and comprehensive overview of the current quality and
safeguarding issues outlining the impact of Covid19 on services and the response
required to the Phase 3 letter to support the system to stand up planned services,
respond to winter and learn lessons from the response to Covid19 so far. Within the
response to date and the required response going forward, this has impacted on
quality in some positive ways, but also in ways that impact negatively on patient
safety and experience. The CCG via the governance processes the CQPGs/CQRMs
provide will continue to gain assurance of the quality and safety of services and
present this assurance to Performance Committee and Governing Body.

Ends

12

Page 58

Public Health Briefing
To: Liverpool CCG Governing Body
From: Matthew Ashton - Director of Public Health Liverpool City Council
Date: 25th August 2020
Subject: Public Health Update
1. Purpose
To provide Liverpool CCG Governing Body with an update on public health since the
last Governing Body meeting.
2. Background
COVID-19 lockdown requirements have been eased in a safe and controlled way
over the months of July and August in Liverpool.
Liverpool Public Health team is a crucial partner in this work and we have been
leading on a number of key priority areas including the development and
implementation of the Liverpool Outbreak Control plan, leading on health and social
care recovery and engaging with the retails and hospitality sector in order to ensure a
safe reopening. We are contributing towards other recovery groups in the city, using
our understanding of the impact of the pandemic on the city’s adults, children and
young people as well as the broader impact on mental health and wellbeing.
3. COVID – 19 Response
Liverpool confirmed COVID-19 cases have been increasing rapidly since around the
20th July, when there were around 14 cases per week to the current level of 78
cases in the previous 7 days up to 23 August 2020.
The most notable event since the last Governing Body meeting was the Princes’ Park
outbreak, which was a community outbreak in a diverse deprived community.
Household transmission has been a key route of spread, with evidence of
multigenerational spread. Most cases have been in working aged adults (20 to 50
years old, with equal distribution between males and females). Outbreak control
measures were rapidly instigated, with daily outbreak control team meetings led by
the Director of Public Health and the Director of Adults Social Care. Close working
with the community has been key. The outbreak curve shows a peak of 9 cases on
27 July with cases decreasing daily since.
A diagram describing the timelines of the events and measures introduced is
included below.
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Best practice identified during our response includes:
•

•
•

•

•
•

We noted a clustering of cases in Princes’ Park ward, by analysing the
postcode data that have become available to LCC at the beginning of July.
Daily access to poscode, ethnicity and occupation data is essential in order
to have a targeted rapid outbreak response.
Outbreak control measures were rapidly instigated from the 31 July with
enhanced local action plan and daily outbreak control team meetings led
by the DPH.
The collaborative work building on existing strong relationships between
community development workers, network of community organisations and
faith sector has been vital. The main theme was about the community
protecting their own community. Measures have been done with the
community and not to them.
Enhanced contact tracing was carried out by door knocking at homes of
cases to find out more information about where people have been in the 14
days before they became ill to better understand how infection is
spreading. Household transmission was identified as a key route of
spread.
Accessible local walk-up testing was introduced quickly at two sites within
a few days.
There was extensive community engagement to promote testing if people
had symptoms and to promote awareness of the increase in cases locally
and how to protect yourself, including door knocking and videos in different
languages shared by WhatsApp. The community themselves recorded
2
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•

•
•
•

videos of themselves on their phones using a script which enabled rapid
transmission of video messaging.
As small shops have been reported to be high risk of spread of virus in
other outbreaks in the country, environmental health officers wrote to and
visited all local food premises to advise on COVID safe practices. This has
been complimented by community workers also dropping into shops to
promote good practice and supported also by increased presence of
community policing.
High risk settings in the community were identified – visiting was stopped
at care homes in the ward due to the vulnerability of residents.
All community organisations were asked to voluntarily stop face to face
services for two weeks.
In light of the evidence from elsewhere about the potential for spread of
viruses amongst staff in small businesses in the context of a community
outbreak, testing was also offered to all staff of all local businesses,
whether or not they had symptoms. Businesses were asked to report
positive cases to the local public health team test and trace single point of
contact so that spread of infection in the workplace can be prevented.

On 12 August, daily data for the last seven days up to 11 August showed that the
number of confirmed cases in the ward was five. All of the city’s other 29 wards were
at five or fewer than five cases with 49 in the city in total. The control measures for
Princes Park ward have been relaxed, and the following apply from Saturday 15
August:
•
•
•
•
•
•

Overnight stays and visits to one other household are allowed but must be
socially distanced
Clinically extremely vulnerable people at risk of severe illness should continue
to take additional measures to protect themselves as set out in the national
guidance.
Community buildings can reopen and outdoor gatherings resume provided
they have done a risk assessment and are COVID-secure.
Care home visits can resume, but these will be outdoor only.
Businesses should still take measures to protect staff and customers following
national guidelines.
The last day of operation for the testing centre at Princes Park Health Centre
was Friday 14 August, while the testing centre at PAL Multicultural centre
operated until 20 August.

4. Heath and social care response and recovery
The health and social care recovery group, in collaboration with LCC partners
including Liverpool CCG, are currently developing plans to prepare for a challenging
winter and a COVID-19 second wave. These will be based on the lessons learned
from the first wave and the potential modelled impact of a second wave of COVID-19.
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Our winter preparedness will address the following challenges:
1. Large resurgence of COVID-19 nationally, together with local/regional
epidemics expected in the following months, with a peak in hospital
admissions & deaths in January/February 2021, of a similar magnitude to the
1st wave, and coinciding with a period of peak demand on the NHS.
2. Disruption of the health and social care systems due to reconfigurations to
respond to and reduce transmission of COVID-19 with a knock-on effect on
the ability of the NHS to deal with non-COVID-19 care.
3. A backlog of non-COVID-19 care following the suspension of routine clinical
care that is likely to result in an increased number of poorly-managed chronic
conditions or undiagnosed diseases and be combined with a surge in postCOVID-19 morbidity.
4. A possible influenza epidemic that will be additive to the challenges above.
Health and social care priorities for prevention and mitigation of a potential second
wave of coronavirus will include:
1. Developing effective policies to maximise population engagement in essential
control measures. These include: physical distancing; wearing face coverings
in settings where physical distancing is not possible; regular hand and
respiratory hygiene; high levels of hygiene in the home; heating and ventilation
of homes; self-isolation and participation in the test, trace and isolate (TTI)
programme when symptomatic, or following contact with a COVID-19 case.
2. Public information campaign to minimise transmission and improve levels of
population resilience/health
•

Prepare our population (especially vulnerable groups and those whose
health has deteriorated as a result of delayed presentations or gaps in
routine care) for a potential second wave and lower their risk of
developing a serious disease.

•

Deliver strong behaviour change messages and refer people into our
stop smoking, healthy eating, physical activity and reducing alcohol
consumption programmes

•

Address ongoing health effects of COVID-19, including rehabilitation
needs originating from the virus and prolonged stays in intensive care
units

•

Support in place for the mental health and wellbeing of health and
social care workers during any future pandemics and afterwards

The pandemic management and response can exacerbate existing health
inequalities. Whilst planning for addressing backlog of activity built during COVID-19
management and response, we need to consider the prioritisation of service users
and population groups for greatest impact to help address inequalities.
•

Complexity of needs (population segmentation)
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•

Impact of inequalities

•

Population groups that may require additional consideration (e.g.
diabetes, CKD, cancer, mental health)

•

Consider prioritising patients who historically have lower uptake of
services

3. Significantly expanding the capacity of the TTI programme to cope with
increasing demands over the winter and ensure that it can respond quickly
and accurately.
4. Tailoring guidance for commercial, public and domestic properties on
optimising indoor environments (temperature, humidity and ventilation) to
reduce virus transmission indoors.
5. Minimise influenza transmission and impact. We are working with partners to
develop flu immunisation plans in order to deliver the immunisation to as many
people as possible within the “at risk” category, which has been extended this
year to all people older than 50. We are planning on providing the jab to all
care home staff and residents within care homes this year. We will also be
providing flu immunisation drop in sessions for LCC staff with a focus on
health and social care front line workers. There will also be a focus
communication strategy encouraging people eligible for the free vaccination to
do so at the best location for them e.g. GP, pharmacy etc.
5. Behaviour change and communication
• COVID – following an increase in COVID cases in Princess Park there has
been a focused effort on communication using community members to
translate and share information. This has been supplemented with door to
door communication, in a tremendous community engagement process.
•

Physical Activity campaign “We are Undefeatable” – launching 1st September,
encouraging people aged 40 – 75 years with health conditions to be active.
The campaign will share inspirational stories of local people with health
conditions becoming active in ways that works for them. We will use radio, the
Liverpool Echo and social media to share these stories and encourage people
to be active. Information will also be provided on mental health, healthy eating
and smoking cessation support. We are working with partners such as
charities, community, faith and voluntary organisations and NHS providers to
help reach hard to reach audiences. Translated materials will be produced.
Work has been funded by Sport England and LCCG.

•

Physical Activity campaign “This Girl Can”
o Phase one – engaging families from deprived areas during the summer
in a parks programme with Liverpool Football Club Foundation (LFCF)
offering hour long physical activity session. To date, 47 families have
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taken part. Women will be given incentives to carry on being active
when the kids go back to school through the September programme.
o Phase two - the offer will be to give poor women across the city the
chance to try free first physical activity sessions throughout SeptemberOctober. Women who have been engaged during August will be
signposted into these sessions and additional incentives will be
available to them to help them continue on their journey to becoming
more physically active.
A digital, radio and social media campaign funded by Sport England is
in development and planned for launch during the week commencing
on 14th September.
•

Smoke Free Homes – digital and social campaign launching mid-August
promoting the need and benefits of smoking outside the home (if
anywhere). Funded by LCCG.

6. Mental health – updated on the Mental Health Strategy development
Since the end of June key stakeholders have been meeting as a steering group to
discuss the development of a mental health strategy for the city. In mid- July it was
agreed that the focus of the strategy needed to focussed on the next 12 months and
the impact on mental health as a result of COVID-19. The approach we have taken
is to adopt a life stage approach so the population has been segmented into four life
stages:
• Pregnancy/ infancy and early years
• Children and Young People (including carers)
• Adults including those with Serious Mental Illness (SMI)
• Older People (including carers)
• Impacts on the life course of COVID-19
Strategic leads were identified for each of these life bandings and they encouraged
expert contributions from experts in their fields. A template was devised to encourage
a standardised and concise response for collation towards a brief strategy document
for September.
7. Recommendations
That Liverpool CCG:
• Building on lessons learned and best practice from the Princes Park outbreak,
works with public health and other LCC and NHS partners to ensure a rapid
response to any future outbreaks in the city.
• Works with LCC health and social care recovery group to develop plans for
preparing for a challenging winter, through a whole system approach.
• Supports the promotion of all public health related communication across the
city.
• Participates in the development and implementation of the mental health
strategy for the city of Liverpool.
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Reporting to:

Governing Body

Date of Meeting:

Tuesday 8th September 2020

Title of Report:

Finance Update July 2020 – Month 04 20/21

Presented by

Mark Bakewell
Chief Finance & Contracting Officer
Peter Quayle – Head of Financial Management
Rebecca Tunstall – Deputy Chief Finance Officer
Jan Ledward – Chief Officer

Report Author
Lead Governor
Senior Leadership
Team Lead
Report Category

Mark Bakewell
Chief Finance & Contracting Officer
Decision ☐

Discussion ☐

Assurance ☐

Information ☒

Purpose of this report
This paper summarises the CCG’s financial performance for the month of July
2020 (Month 04) for the Performance & Quality Committee and contains details
regarding:
a) Financial Performance under existing temporary finance regime which
currently covers the period April to July 2020.
b) The level of ‘True-Up’ funding expected from NHS England during August
2020 that will support a Month 04 year-to-date financial break-even
position.
c) The financial framework beyond Month 04.
Recommendation(s)
That the Committee notes:
a) The existing temporary finance regime that covers the period April to July
2020.
b) The level of anticipated ‘true-up’ funding expected to be received from NHS
England during August 2020, that we deliver a break-even position for the
reporting period.
c) That the CCG continues to work with NHS England and partners on
resource drawdown requirements of the remainder of the 2020/21 financial
year.
d) The update on the financial framework beyond Month 04.
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Is this subject matter confidential? Yes ☐
No ☒
Relevance to CCG Strategic Objectives / Governing Body Assurance
Framework
☐
☐
☐
☒
☐
☐

01 Commissioning for better health outcomes
02 Ensure commissioning of high quality, safe and responsive health services
03 Reduce health inequalities
04 Ensure maximum value from available resources
05 Decisions that are evidence-based and evaluated for maximum impact
06 Maintain the CCG’s reputation and safeguard public confidence
Executive summary

This paper summarises the CCG’s financial performance for the month of July
2020 (Month 04) for the Performance & Quality Committee. The paper also
includes an update on the financial framework beyond Month 04.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)

Date

Meeting

Decision made / outcome

N/A

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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Equality & Human Rights Analysis
Yes No
N/A
Do the issue(s) identified in this report affect one of the ☐
☒
☐
protected group(s) less or more favourably than any
other?
Are there any valid legal/regulatory reasons for ☐
☐
☒
discriminatory practice?
If the answer to either of the above two questions is ‘YES’, please include
a section in this report explaining why.
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PERFORMANCE & QUALITY COMMITTEE
Tuesday 25th August 2020
Title of Report

FINANCE & CONTRACTS UPDATE: JULY 2020 (Month 04)

Lead Governor

Jan Ledward
Chief Officer
Mark Bakewell
Chief Finance & Contracting Officer
Peter Quayle – Head of Financial Management
Rebecca Tunstall – Deputy Chief Finance Officer

Senior Management Team Lead
Report Author

Summary

This paper summarises the CCG’s financial performance for the month of
July 2020 (Month 04) for the Performance & Quality Committee and contains details regarding:
 Finance Performance at Month 04 which is reflective of the temporary finance regime that is in place in
response to COVID-19.
 Anticipated further ‘True-Up’ revenue resource limit allocations which would result in a break-even
performance for the reported period.
 The financial framework beyond Month 04.

Recommendation

That Liverpool CCG’s Performance & Quality Committee notes:
 The current financial position, nationally determined block contract payments to NHS Trusts / FTS, additional
COVID-19 expenditure, current and further anticipated ‘true up’ allocations that would deliver financial
break-even.
 That the CCG continues to work with NHS England and partners on resource drawdown requirements of the
remainder of the 2020/21 financial year.
 The update on the financial framework beyond Month 04.

Relevant Standards or targets
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1. Executive Summary
Financial Regime
•
•
•
•
•

Temporary financial regime currently covers period from April to July 2020. Fixed block payments made to NHS providers during this period, claims made for incurred COVID related expenditure.
Planning guidance emerging regarding arrangements for rest of the financial year with the expectation that revised financial management arrangements approach will continue in some form.
CCG allocations for April to July 20 based on average expenditure levels as at February 2019/20, with any variance needing to be ‘explained’ and approved by NHSE as reasonable in the form of a
‘true-up’ (or down!). Covid-19 and Other ‘true-up’ funding has now been received in respect of the first three months of the financial year.
Any new expenditure/local investments needs to be approved and removes any local flexibility under command and control regime.
Continue to work with NHS England and partners on resource drawdown requirements of the remainder of the 2020/21 financial year.

Overall Financial Position
•
•
•
•
•
•

‘True-Up’ funding of £7.5m received to date has delivered a break-even financial position as at Month 03.
Month 04 position 31st July 2020, the CCG is reporting a £4.79m overspend against the revised allocations as set by NHSE for July.
Further ‘True-Up’ funding of £4.79m is anticipated to be received from NHSE during August, which would result in a revised break-even performance for the CCG.
Notified Block contract payments totalling £55.4m per month are being made to named NHS Trusts & FTs in line with nationally notified figures. These costs have been fully funded within allocations.
The CCG has incurred year-to-date COVID-19 specific costs totalling £6.47m, with July costs of £2.78m expected to be funded through an August ‘True-Up’ exercise.
Other Month 04 costs exceed notified allocations by £2.01m, based on NHSE budget setting methodology, largely in respect of Prescribing £1.78m, LD/MH S117 and Non-Contract placements £0.46m,
anticipated H&C Partnership top-slice £0.22m; offset in part by prior year benefits totalling £0.41m with outturn expenditure being below accrued levels and other net favourable variances of
£0.04m.

Revenue Resource Limit (Allocation)
•
•
•
•
•
•

The CCG commenced the 2020/21 financial year with a notified in-year revenue resource limit allocation of £970.9m.
As part of the temporary finance regime that currently covers the first four months of the financial year, 8/12th of the notified allocation amounting to £647.3m was non recurrently removed from the
RRL in Month 02.
A further £5.0m of resources were non recurrently removed from the remaining 4 month allocation, based on NHSE’s budget setting methodology which used 2019/20 average monthly expenditure as
a proxy.
Subsequently, COVID-19 £3.7m and Other £3.8m ‘True-Up’ allocations have been received to mitigate reported variances covering the period April to June 2020.
Revised allocations covering the first four months of 2020/21, following the above adjustments, now total £326.1m.
Further ‘True-Up’ funding of £4.79m is anticipated with regard to the Month 04 reported financial position.

Reserves, Investments & Cash Releasing Efficiency Savings
•
•

The CCG’s planned reserves for 2020/21 have been removed as a consequence of the above allocation and NHSE budget setting methodology.
Planned Investments and Cash Releasing Efficiency Savings are currently suspended as the NHS focuses on its response to COVID-19 under NHS England’s Level 4 National Command and Control
regime.

Financial Risk
•

No detailed financial planning guidance received as yet regarding arrangements for rest of the financial year but an expectation that revised financial management arrangements approach will
continue in some form.

Overall Conclusion – The CCG anticipates that the current excess of costs above notified allocation will be fully funded through the NHSE ‘True-Up’ allocation process.
Planning guidance is beginning to emerge regarding the final 8 months of 2020/21, following the publication of the NHS letter “Third Phase of NHS Response to COVID19” issued on 31st July 2020.
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2. Revenue Resource Limit
MONTH 03
£000

New
£000

MONTH 04
£000

879,348

0

879,348

0

0

0

(590,320)

0

(590,320)

Commissioner Sustainability Fund

2,373

5,139

7,512

Primary Care Co Commissioning

26,911

0

26,911

Total Revenue Resource Limit (Programme)

323,451

Revenue Resource Limit
Baseline Recurrent Programme Allocation *
Baseline Non-Recurrent Programme Allocations
In-Year Programme Allocations

318,312

5,139

Running Costs Allocation

2,679

0

2,679

Total In-Year Allocation

320,991

5,139

326,130

Prior Year (carried forward) Surplus after Draw Down

0

0

0

320,991

5,139

326,130

£000

£000

£000

11

0

11

Transfer 8 months Programme Allocation to NHSE central reserve
NHSE Prospective 4 months Programme Non-Recurent Adjustment

(586,239)
(4,092)

0
0

(586,239)
(4,092)

Total Non-Recurrent Allocation

(590,320)

0

(590,320)

Total CCG Allocation

In-Year Programme Allocations
Clatterbridge Lymphoemedia *

Commissioner Sustainability Fund

£000

£000

£000

RETRO COVID-19 top-up allocation

2,373

1,302

3,675

RETRO NON-COVID top-up allocation

0

3,837

3,837

2,373

5,139

7,512

£000

£000

£000

82,258

0

82,258

(54,839)

0

(54,839)

(508)

0

(508)

26,911

0

26,911

Running Costs Allocations

£000

£000

£000

Baseline Allocation *

9,267

0

9,267
(6,178)

Total Commissioner Sustainability Fund Allocations
Primary Care Co-Commissioning Allocations
Baseline Primary Care Co-commissioning allocation *
Transfer 8 months delegated allocation to NHSE central reserve
Prospective 4 months delegated Non-Recurent Adjustment
Total Primary Care Co-Commissioning Allocation

Transfer 8 months Running Costs allocation to NHSE central reserve

(6,178)

0

Prospective 4 months running costs Non-Recurent Adjustment

(410)

0

(410)

Total Running Cost Allocation

2,679

0

2,679

* Recurrent Allocations
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Key Messages
a. Baseline "In-Year" revenue resource limit (RRL) allocations totalled £970.9m for 2020/21.
Revenue resource limit allocations may be revised throughout the financial year. The CCG's
expenditure is not permitted to exceed its revised "in-year" RRL allocation under NHS
England Business Rules.
b. Baseline allocations were notified prior to the closure of the 2019/20 annual financial
accounts. As such, any prior year carry forward of surplus or agreed draw down had not
been finalised at the time that baseline allocations were notified to CCGs.
c. As a consequence of COVID-19, a temporary finance regime covering the period from April
to July 2020 has been put in place by NHSE. Eight months of the 2020/21 notified allocations
totalling £647.3m have been withdrawn and are now held by NHSE in a central reserve.
d. A further £5.0m prospective reduction to the remaining resources has been actioned by
NHSE based upon:
- average monthly expenditure with major NHS Trusts / FT providers as at Dec-19's agreement
of income & expenditure exercise.
- average monthly expenditure for other programme expenditure at Feb-20.
- the withdrawal of Independent Sector Provider resources where this capacity is now being
commissioned centrally by NHSE.
- an activity growth allowance of 0.3% (excluding prescribing) and programme price increases
ranging from 1.0% to 3.0%.
- running costs average monthly expenditure at Feb-20 less 11.8% target running cost reduction.
e. The expectation is that any reported variances against notified allocations as at Month 04
will need to be 'explained' to and approved by NHSE as being reasonable, with a view that a
RRL adjustment to 'true up' or 'true down' allocations in line with reported expenditure will
be actioned resulting in a reported break-even position for the period.
f. At Month 03, the CCG reported a Year to Date (YTD) overspend against notified allocation of
£5,139k. This overspend was mitigated through Month 04 'true up' adjustments of £3,837k
in respect of Month 03 YTD Non-Covid expenditure variances and a further allocation of
£1,302k to meet Month 3 COVID-19 expenditure. It remains the CCG's expectation that
further 'true-up' funding will made available in Month 05 upon conclusion of NHSE's review
of Month 04 expenditure variances.

3.a Operating Cost Statement
Expenditure Area
Acute Services
Community
Continuing Care
Mental Health
Other Programme
Commissioning Reserves
Primary Care & Prescribing
Sub Total - Programme Expenditure
Corporate
TOTAL EXPENDITURE
Anticipated 'True Up' allocation
REVISED VARIANCE (after anticipated 'true up')

Annual

Year to Date

Budget
£000
160,236
33,352
17,508
31,935
9,780
854
69,488
323,152
2,978
326,130
4,792

Budget
£000
160,236
33,352
17,508
31,935
9,780
854
69,488
323,152
2,978
326,130
4,792

Actual
£000
160,098
32,840
17,290
32,764
12,050
1,595
71,047
327,684
3,237
330,922
0

330,922

330,922

330,922

Forecast
Variance
£000
(137)
(512)
(218)
829
2,271
741
1,560
4,533
259
4,792
(4,792)

Outturn
£000
160,098
32,840
17,290
32,764
12,050
1,595
71,047
327,684
3,237
330,922
0

0

330,922

Variance
£000
(137)
(512)
(218)
829
2,271
741
1,560
4,533
259
4,792
(4,792)
0

Key Messages

Acute Services: Reported variances across all Programme catergories at M03 have been mitigated through COVID-19 and Other "true-up" funding received from NHS Engand during July. The reported year-to-date variance is therefore reflective of costs
incurred during July as compared to NHSE's original budget setting methodology for the month. Acute Services is reporting a favourable variance of £137k at M04 which is almost entirely as a result of actual prior year outturn costs for activity based
contracts being below accrued levels. NHST/FT block contract payments for 2020/21 are consistent with NHSE's notified values which have been funded in full through the budget setting methodoly.
Community Services: Is reporting a £512k favourable variance at M04. This includes a prior year benefit of £122k with actual costs falling below accrued levels. Covid expenditure of £75k has been incured in M04 for which true-up funding is expected to
be received during August. Other costs are £465k favourable to budget including the 28 day pathway (£231k) which now forms part of the Discharge to Assess pathway and favourable variances against activity based contracts totalling £191k (SpaMedica,
SpecSavers & AQP contracts).
Continuing Care Services: Is reporting a favourable variance of £218k. Costs associated with the backdated 2019/20 FNC rate uplift has increased costs by £12k in month to £382k. Other 2019/20 outturn costs exceed year-end accruals (which were based
on the latest available data at that time) by £104k. M04 COVID-19 expenditure which is currently unfunded totals £17k. Other continuing care costs are £351k favourable to budget with COVID-19 D2A packages of care currently coded to Other Programme
expenditure (Reablement).
Mental Health Services: An adverse variance of £829k is reported at M04 comprising £35k M04 COVID-19 costs, prior Year cost pressures totalling £551k largely in respect of outturn S117 cost schedule, together with M04 costs for Learning Difficulties
and Mental Health exceeding budget by £243k based on the latest S117 schedules.
Other Programme: An adverse variance of £2,271k is reported, comprising M04 COVID-19 costs of £2,206k inclusive of Hospital Discharges; a prior year benefit of £34k with 2019/20 outturn costs below accrued levels. Other cost pressures total £99k
which includes Non-Acute contract placements.
Commissioning Reserves: Adverse variance of £741k reported at M04 includes anticipated contribution to the Better Care Fund (BCF) of £152k, including the making good of 50% of the non-recurrent Social Care allocation received in 2019/20*; Staffing
restructure agreed Programme MARS costs of £46k; HCP anticipated topslice £220k and £323k adverse impact of NHSE budget setting methodology, coupled with a CHC data quality accrual outside of the Continuing Care Service programme heading.
[* It should be noted that the CCG’s contribution to the BCF has yet to be finalised and presented to the HWB for formal approval. The 2020/21 BCF Planning guidance is expected to be published in September 2020 and will further inform requirements].
Primary Care & Prescribing: Is reporting an adverse variance of £1,560k at M04, comprising M04 COIVID-19 expenditure of £421k, Prescribing costs exceeding budget by £1,777k (impacted by Cat M, NCSO, prescribing volume and price) and other net
pressures totalling £110k including Co-Commissioning additional roles reimbursement scheme). These cost pressures have been offset in part by £748k of prior year benefits with actual Primary Care IT, Prescribing and Delegated Co-commissioning 19/20
outturn costs being below accrued levels.
Corporate - Running costs are reporting a YTD adverse variance of £259k, inclusive of M04 COVID-19 costs £42k, agreed MARS costs of £133k and a prior year benefit of £20k with 2019/20 outturn costs below accrued levels. The remaining reported
variance is reflected of the national budget setting methodolgy, which due to vacancies held by the CCG in 2019/20 during a staffing restructure resulted in a reduced budget in 2020/21. Running cost expenditure at M04, excluding COVID-19 costs, is
currently contained within the original notified Running Cost allocation for 2020/21.
Anticipated 'True Up' - The CCG has received COVID-19 and Other 'true-up' Revenue Resource Limit funding totalling £7,512k to date. Further 'true-up' funding of £4,792k is anticipated in respect of M04 variances against budget. Receipt of this additional
funding would result in a 'break-even' position for the reporting period.
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3.b) Operating Costs: Sub-analysis
Sub-analysis of Operating Costs by NHS Trust / FT national block payments, COVID-19 Costs and all other expenditure
Extract - NHS Trusts / FTs National Block Payments
Acute Services
Community
Continuing Care
Mental Health
Other Programme
Commissioning Reserves
Primary Care & Prescribing
Sub Total - Programme Expenditure
Corporate
TOTAL EXPENDITURE

Extract - COVID-19 Expenditure
Acute Services
Community
Continuing Care
Mental Health
Other Programme
Commissioning Reserves
Primary Care & Prescribing
Sub Total - Programme Expenditure
Corporate
TOTAL EXPENDITURE

Extract - All Other
Acute Services
Community
Continuing Care
Mental Health
Other Programme
Commissioning Reserves
Primary Care & Prescribing
Sub Total - Programme Expenditure
Corporate
TOTAL EXPENDITURE
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Annual
Budget
£000
168,670
25,437
4
25,895
971
0
619
221,596
26
221,622

Budget
£000
168,670
25,437
4
25,895
971
0
619
221,596
26
221,622

Year to Date
Actual
£000
168,670
25,437
4
25,895
971
0
618
221,595
26
221,621

Annual
Budget
£000

Budget
£000

Year to Date
Actual
£000

Variance
£000

0
75
17
35
2,206
0
421
2,754
42
2,796

M01 to M04 Forecast
Outturn
Variance
£000
£000
0
0
1,287
75
68
17
73
35
3,749
2,206
0
0
1,140
421
6,317
2,754
153
42
6,471
2,796

Annual
Budget
£000
(8,435)
6,703
17,452
6,002
7,266
853
68,150
97,992
2,841
100,833

Budget
£000
(8,435)
6,703
17,452
6,002
7,266
853
68,150
97,992
2,841
100,833

Year to Date
Actual
£000
(8,572)
6,115
17,218
6,796
7,330
1,595
69,289
99,772
3,058
102,830

Variance
£000
(137)
(587)
(235)
794
65
741
1,139
1,780
217
1,996

M01 to M04 Forecast
Outturn
Variance
£000
£000
(8,572)
(137)
6,115
(587)
17,218
(235)
6,796
794
7,330
65
1,595
741
69,289
1,139
99,772
1,780
3,058
217
102,830
1,996

0
1,212
51
38
1,544
1
718
3,564
111
3,675

0
1,212
51
38
1,544
1
718
3,564
111
3,675

0
1,287
68
73
3,749
0
1,140
6,317
153
6,471

Variance
£000

0
0
(0)
(0)
0
0
(1)
(1)
(0)
(1)

M01 to M04 Forecast
Outturn
Variance
£000
£000
168,670
25,437
4
25,895
971
0
618
221,595
26
221,621

0
0
(0)
(0)
0
0
(1)
(1)
(0)
(1)

3c. Operating Costs: COVID-19 Expenditure Analysis
LCCG Long
List Ref

TYPE

1
2
3
4
5
8
13
26
28
30
31
35
43
44
49
51
55
57
58
62
63
64
68
69
70
71
72
73
74
76
77
79
81
82
83
84
85
89
90
91
92
93

Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue
Revenue

11

Capital
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COVID-19 Scheme

Year-to-Date
Month 03
£000

Jul-20
Actual
£000

Year-to-Date
Month 04
£000

Revitalise - PHB Respite
SMS text messaging service (GP Practices)
Bluetooth Headset licences for CISCO softphones
Primary Care 24 - Out of Hours
Telehealth additional LCCG capacity from 2,000 to 6,000 patients.
LCCG - 2nd on-call
Bluetooth Headset Costs
MENCAP - Support for 12 vulnerable LD service users with IT.
APTCREATIVE - GP Coronavirus Banners
GP letters to vulnerable patients
Xenzone - Additional KOOTH children and young people capacity
SMR Social - facebook ad campaign - COVID-19
Installation of perspex screens - Various GP Practices
LNA Leadership team working
GP Practices - PPE
Incident Response Team skeleton staff Easter Bank Holidays
Training Courses - Virtual Minute Taking and Chairing
AMHP (Approved Mental Health Professional) assessments
Discharge Costs re £1.3bn - PHB Respite Care - alternative care package
LCCG Hunter Street Swabbing Hubs
MLCSU - COVID-19 CHC Staff support costs
Discharge Costs re: £1.3bn - Hospital Discharges
LCVS support to Shielding vulnerable patients.
GP Practices - Bank Holidays
GP Practices - Digital / IT
GP Practices - Medical Equipment
GP Practices - Cleaning / Cleaning Products
GP Practices - Misc / Sundries
Primary Care 24 - Deceased Management Service
Various Pharmacies - Medicines Optimisation - End of Life care.
Telehealth additional capacity for C&M
Discharge Costs re: £1.3bn - various CYP packages
Additional Bandwidth to support Covid-19 response
GP IT Revenue costs
Asylum - Health Assessments
Telehealth additional LCCG capacity recurrent revenue costs
BT WAQ computer software license costs
Personal Health Budgets (PHB) PPE costs
Additional security at community premises
Coronavirus Communications & Engagement
GP Practices - COVID-19 Overtime costs
GP Practices - COVID-19 Sickness Cover

0.0
54.7
4.9
58.6
677.5
1.4
17.8
4.0
0.9
20.1
34.3
15.0
93.3
6.6
27.3
8.5
0.2
0.0
7.4
55.1
36.0
1,393.9
81.0
270.7
1.2
8.6
15.2
4.7
3.9
18.5
353.4
6.5
51.3
1.5
15.9
176.2
11.5
0.0
0.0
0.0
0.0
0.0

5.2
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
34.3
0.0
0.0
0.6
36.5
(0.4)
0.0
0.4
2.0
159.8
0.0
2,043.8
0.0
224.4
0.6
4.8
27.0
13.2
0.0
3.5
0.0
(0.5)
0.0
0.0
0.0
75.0
53.5
10.5
1.6
43.0
28.4
11.1

5.2
54.7
4.9
58.6
677.5
1.5
17.8
4.0
0.9
20.1
68.5
15.0
93.3
7.2
63.8
8.1
0.2
0.4
9.4
214.9
36.0
3,437.7
81.0
495.1
1.8
13.4
42.2
17.9
3.9
22.0
353.4
6.0
51.3
1.5
15.9
251.2
65.0
10.5
1.6
43.0
28.4
11.1

TOTAL CCG REVENUE
CCS Media Ltd & EMIS - GPIT Laptops

3,537.5
154.9

2,778.2
0.0

6,315.3
154.9

TOTAL NHSE CAPITAL
TOTAL COVID-19 COSTS

154.9
3,692.4

0.0
2,778.2

154.9
6,470.6

KEY MESSAGE
Liverpool CCG has incurred COVID-19 costs totalling £6.47m
during the first four months of 2020/21.
COVID-19 costs totalling £2.78m were incurred during July
2020.
All COVID-19 cost proposals are considered by SLT before
schemes are advanced. Capital expenditure requires prior
approval from NHSE before any costs are incurred.
£1.28m of costs have been incurred to date in support of
increased Telehealth capacity for Liverpool and the wider
Cheshire and Merseyside system.
Hospital discharge costs have increase to £3.43m at the end of
July 2020, based on latest available data.
GP Practices have submitted claims for reimbursement of
directly incurred additional COVID-19 related costs totalling
£0.67m to date. Additional costs of £0.33m have also been met
by the CCG in support of GP communications with patients,
installation of perspex screens in GP premises and the provision
of Laptops to GP practices.
The CCG has received COVID-19 funding of £3.675m in respect
of costs incurred during April to June, together with a further
£0.018m 'true-up' allocation to fully fund all costs incurred in
the first quarter. Additional funding of £2.778m is expected
from NHSE as part of the 'True-Up' allocation process in respect
of COVID-19 costs incurred during July-20.

4. Statement of Financial Position
Statement of Financial Position

0

Movement
£000
0

14

757

743

Other Current Assets

14,143

73,969

59,826

Total Current Assets

14,157

74,726

60,569

TOTAL ASSETS

14,157

74,726

60,569

Accounts Payable / Accruals

57,502

57,229

(273)

Total Current Liabilities

57,502

57,229

(273)

Retained Earnings incl. In Year

(43,345)

17,496

60,841

Total Taxpayers Equity

(43,345)

17,496

60,841

14,157

74,726

60,569

Total Non-Current Assets
Cash

TOTAL EQUITY + LIABILITIES

31-Mar-20
£000
0

31-Jul-20
£000

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 July month end cash balance
of £757k represents 1.00% of the £75.65m draw-down for the month and is within
the cash target.
Other Current Assets - have increased by £59.8m in-year to a value of £73.97m at
31st July 2020. Current assets includes the monthly pre-payment of NHS Trust / FT's
block contracts amounting to £55.4m per month. The pre-payment is in accordance
with NHSE/I cash management guidance and is to assist NHS Providers with cashflows
and to facilitate the prompt payment of creditors during the current COVID-19
response.
Accounts Payable / Accrued Expenditure - has decreased by £0.3m in-year to a value
of £57.2m at 31st July 2020. Current liabilities with Liverpool City Council have
increased by £2.9m in-year, largely relating to Hospital Discharge Programme costs;
this has been offset by a reduction in NHS creditors due to NHS block contracts being
paid in advance during 20/21 and the removal of NCA recharges in the first four
months of 2020/21 under the current COVID-19 finance regime.
Retained Earnings - has changed from -£43.3m to +£17.5m at 31st July 2020. The
movement reflects year-to-date financial performance, plus / minus movements in
working capital balances. The additional drawdown of cash in April to double up on
NHS provider block payments (April & May's blocks paid over in Apr-20) has
significantly impacted on Total Taxpayers Equity.
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5. Better Payment Practice Code
BPPC - 1st April 2020 to 31st July 2020

Total Number of
Invoices Paid

Total Paid within
Target

Compliance
% age

Total Value of
Invoices Paid
£000

Value Paid within
Target
£000

Compliance
% age

NHS

1,042

1,006

96.5%

286,762

286,445

99.9%

NON NHS

5,142

5,037

98.0%

80,266

78,969

98.4%

Better Payment Practice Code

Target

M01
YTD

M02
YTD

M03
YTD

M04
YTD

Performance by Volume – NHS

95%

94.7%

95.3%

95.9%

96.5%

Performance by Volume - Non-NHS

95%

98.1%

98.0%

98.1%

98.0%

Performance by Value – NHS

95%

99.9%

99.9%

99.9%

99.9%

Performance by Value - Non-NHS

95%

95.7%

97.3%

98.3%

98.4%

M05
YTD

M06
YTD

M07
YTD

M08
YTD

M09
YTD

M10
YTD

M11
YTD

M12
YTD

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 all compliant with target. Cumulative performance for the volume of NHS invoice paid in compliance with the standard
now stands at 96.5%, NHS value 99.9%, Non NHS volume 98.0% and Non-NHS value 98.4%.
The April 2020 BPPC performance for NHS volume at 94.7% compliance was two invoices short of the target for the month. It should be noted that it is the
cumulative BPPC performance that the CCG is required to report in its Annual Accounts and the CCG's cumulative performance exceeds this target. July's
performance for NHS volume (98.5%), NHS value (99.7%) Non-NHS volume (97.4%) and Non NHS Value (98.6%) all exceeded the 95% BPPC target.
The BPPC target of 95% compliance for the 2020/21 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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6. Financial Framework Beyond Month 4

• Current financial arrangements for M1-4 are to continue to M6.
• CCG allocations continue to be non recurrently adjusted based on
national assumptions (circa £1.25m per month).
• Retrospective allocation adjustments for COVID expenditure and
any additional top up required to achieve a breakeven position
(actual allocation adjustments received in the following month).
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6. Financial Framework Beyond Month 4

• NHS provider block contract payments will continue to be calculated but
will be adjusted depending on delivery against activity restart goals
(includes a potential for both incentives and penalties).
• Modified national contract in place for independent hospital capacity
with funding allocations for systems adjusted accordingly.
• Mental Health Investment Standard to be achieved by CCG’s
(complicated by block payments / top-ups / residual allocation to be
held by ‘system’).
• CHC assessments to resume from 1st September and discharge to assess
processes to be fully embedded by this date.
• New or extended health care support to be funded for up to 6 weeks
following discharge whilst assessments are completed.
• No clarity as yet on timelines for clearing assessment ‘backlog’ or
potential for retrospective claims.
• Primary care contracts ‘back to usual’ from 1st August.
• NCA block payments will now be made via host CCGs.
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6. Financial Framework Beyond Month 4

• Providers & CCGs to achieve financial balance within system envelope
(detail / proposed approach still outstanding?)
• System funding envelopes will comprise of:
 CCG allocations within which block contract values for services
commissioned from NHS providers will continue to be nationally
calculated.
 NHSE directly commissioned services from NHS providers (will also be
nationally calculated blocks).
 Top-up – additional funding to support delivery of a breakeven
financial position.
 Non recurrent COVID allocation
 Mental Health Investment ‘gap’
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• Initial Phase 3 plan submissions at STP/ICS level by 1st September and final
submission by 21st September.

6. Financial Framework Beyond Month 4

• Detailed financial guidance is still outstanding but the key CCG issues are:
Operating principles of system / organisation level control total position.
Revised CCG Allocations / System Resources.
MHIS requirements.
BCF arrangements.
Impact of national calculations for NHS block contracts, penalty / incentive
scheme and arrangements for IS capacity.
• Modelling of hospital discharges including assessment of retrospective
reviews required for discharges between March and 31st August.
• Understanding of ongoing COVID costs pressures e.g. telehealth.
•
•
•
•
•
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7. Conclusion
The purpose of this report is to provide the Performance Committee with an update on the CCG’s
financial performance against its notified allocations which cover the first four months of 2020/21.
The CCG is reporting an adverse year-to-date variance, as a direct result of costs incurred by the CCG in
responding to COVID-19 and NHSE’s revisions to the CCG’s full-year notified allocations.
The CCG received ‘True-Up’ funding to mitigate the reported overspend at Month 03 and further ‘TrueUp’ funding is anticipating in respect of the Month 04 reported position, receipt of which would result
in a revised break-even position for the period.
Financial arrangements for April to July will continue to the end of July. Planning guidance for financial
arrangements post September is starting to emerge but detailed guidance is still outstanding.
The Performance Committee is asked to note the contents of this report.
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Reporting to:

Liverpool CCG Performance & Quality Committee

Date of Meeting:

8th September 2020

Title of Report:
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Sam James, Director of Planning, Performance and Delivery
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Laura Buckels, Senior Performance Manager
Shan Mattock, Lead Intelligence Analyst- Performance
Dr Fiona Lemmens, Chair

Lead Governor
Senior Leadership
Team Lead
Report Category

Sam James, Director of Planning, Performance and Delivery
Decision ☐

Discussion ☐

Assurance ☒

Information ☐

Purpose of this report
This report is to provide members of the committee with:
• CCG performance against of key NHS Constitutional measures, quality standards,
performance and outcomes targets for a combined period of June and July 2020.
Recommendation(s)
The Committee is asked to:
a) Note 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.
b) Determine if the levels of assurance given are adequate in terms of mitigating actions,
particularly where risks to the CCG’s strategic objectives are highlighted.
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
☐
02
Ensure commissioning of high quality, safe and responsive health services
☒
03
Reduce health inequalities
☐
04
Ensure maximum value from available resources
☒
05
Decisions that are evidence-based and evaluated for maximum impact
☐
06
Maintain the CCG’s reputation and safeguard public confidence
☒
Executive summary
• Targets were met in 11/30 reported indicators.
• Targets were not met in 19/30 reported indicators.
• Actions are in place to provide assurance to the Governing Body in relation to those
areas where targets were not met.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date
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Meeting

Decision made / outcome
Page 1 of 24

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:

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☐
☒
group(s) less or more favorably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☐
☒
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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1.

BACKGROUND

The CCG is held to account by NHS England for performance against key indicators as defined in the
NHS Oversight Framework, which requires the CCG to focus on maintaining and improving performance
against the measures in the five domains of New Service Models; Preventing Ill-Health and Reducing
Inequalities; Quality of Care and Outcomes; Leadership and Workforce; and, Finance and Use of
Resources. 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.
As explained in previous reports, the Corporate Performance Report has been further developed for the
financial year 20/21 with a number of changes to the report structure. A one-page summary of
performance is retained; this will refer only to the main Constitutional and quality standards. When NHS
England recommence reporting against the wider NHS Oversight framework, a summary of performance
against this will also be included. It will also be expanded to give an overview of other performance
issues that Performance Committee deem appropriate to escalate to governing body, in line with the
Performance Framework.
The exception reports and the organisation dashboard give (where appropriate) an indication of the
‘variation’ and ‘assurance’ of an indicator. The aim of these symbols is to provide Governing Body with
the level of confidence there is related to an indicator.
The data for each indicator is entered into a statistical process control chart tool, developed by NHS
Improvement 1. Based on this, it is possible to calculate the amount by which the measure usually varies,
and to make a judgement about whether the indicator is likely to consistently meet its target, or not.
Using these two pieces of information, an informed decision can be made regarding the performance of
an indicator.
For example, an indicator may hit the target one month- this does not automatically mean that it will
continue to do so- if an indicator usually varies a lot month on month, it may be just as likely that it won’tthe symbols will indicate this.
Symbols in blue are positive in terms of performance, symbols in orange are negative and those shown
in grey are neither.
The aim of this report is to provide a 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 assurances on the key mitigating actions taken at
both CCG and provider level to improve the position.
2.

JULY 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 September 2020, a combination of performance data from June and July 2020 has been used
as the basis of the analysis.
1

https://improvement.nhs.uk/resources/statistical-process-control-tool/
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2.1 HIGHLIGHTS
The CCG met its target against 11 out of 30 reported indicators. Of note:
•
•

28 Day Faster Diagnosis Standard has been maintained in the second month of reporting.
The Waiting List is at the lowest level for a number of years (although this is somewhat balanced
by reduced capacity in providers due to COVID-19).

2.2. AREAS FOR IMPROVEMENT
The CCG did not meet its targets for 19 of the 30 reported indicators.
Some areas continue to show a deteriorating trend, most notably:
•
•
•
•

IAPT access
IAPT recovery
18 weeks RTT
NWAS performance against national standards has deteriorated based on the most recent data,
so an exception report is included.

It should be noted that, despite not meeting the standard, performance against the 31-day decision-totreat to subsequent treatment target (surgery) was the 2nd best in the peer group. Achievement against
the 62 day from GP referral to treatment target has improved on the previous month and is the highest it
has been since January 20.
Performance against the 6-week Diagnostic Waiting Time standard has improved for the second
consecutive month and; whilst Dementia Diagnosis Rate remains below target, this is the first month
since September 19 where there has not been a deterioration on the previous month.
There are pressures across the system and targets due to the COVID-19 pandemic.

The full performance summary can be seen overleaf, followed by the relevant exception reports and the
Liverpool CCG organisational dashboard.
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2.3 PERFORMANCE AT A GLANCE
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2.4. EXCEPTION REPORTS
2.4.1 AE 4 HOUR WAITING TIME TARGET
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2.4.2 DIAGNOSTIC WAITING TIMES
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2.4.3 CANCER WAITING TIMES

Ctd overleaf…
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2.4.4 RTT INCOMPLETE PATHWAYS
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2.4.5 RTT INCOMPLETE 52 WEEK WAITERS
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2.4.6 CYP EATING DISORDERS WAITING TIMES
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2.4.7 IAPT ACCESS & RECOVERY
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2.4.8 LEARNING DISABILITY ANNUAL HEALTHCHECKS
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2.4.9 PHYSICAL HEALTHCHECKS FOR PEOPLE WITH SMI
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2.4.10 DEMENTIA DIAGNOSIS RATE
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2.4.11 MRSA
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2.4.12 E.COLI
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2.4.13 C.DIFF
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2.4.14 NWAS
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3.

NEXT STEPS

3.1 Phase 3 Planning Guidance
Phase 3 planning guidance 2 was released on the 31st of July (followed by detailed
implementation guidance 3 on the 7th of August). This guidance details the following
priorities for the NHS over the coming months:
A. Accelerating the return to near-normal levels of non-Covid health services,
making full use of the capacity available in the ‘window of opportunity’ between
now and winter
B. Preparation for winter demand pressures, alongside continuing vigilance in the
light of further probable Covid spikes locally and possibly nationally.
C. Doing the above in a way that takes account of lessons learned during the first
Covid peak; locks in beneficial changes; and explicitly tackles fundamental
challenges including: support for our staff, and action on inequalities and
prevention.
Specifically, providers are required to:
•

Restore full operation of all cancer services.

•

Reach at least 80% of their last year’s activity for both overnight electives and for
outpatient/day case procedures in September, rising to 90% in October

•

Reach at least 90% of their last year’s levels of MRI/CT and endoscopy
procedures, with an ambition to reach 100% by October.

•

Deliver 100% of their last year’s activity for first outpatient attendances and
follow-ups (face to face or virtually) from September through the balance of the
year.

•

Restore service delivery in primary care and community services.

•

Expand and improve mental health services and services for people with learning
disability and/or autism

Providers are refreshing and re-submitting their recovery plans in light of this
guidance and this will have an impact on CCG performance against the national
standards.

2

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/07/Phase-3-letter-July31-2020.pdf
3
https://www.england.nhs.uk/wp-content/uploads/2020/08/implementing-phase-3-of-the-nhsresponse-to-covid-19.pdf
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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
5.3

6.

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.

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
Where performance is at variance to plan, action is underway with Trusts
to deliver corrective action to improve performance. Performance has
been affected by the COVID-19 pandemic and recovery plans and actions
are being developed across the system to address this, with reference to
the planning guidance.

Laura Buckels, Senior Performance Manager
Shan Mattock, Lead Intelligence Analyst- Performance
ENDS
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Appendix 1: Liverpool CCG Organisational Dashboard
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Appendix 2: September 20 Liverpool CCG Peer Group Reference Document
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Date of Meeting

8th September 2020

Title of Report

Integrated Risk Management Report September 2020

Presented by

Stephen Hendry, Head of Corporate Services and Governance

Report Author

Stephen Hendry, Head of Corporate Services and Governance

Lead Governor

Dr Fiona Lemmens, Chair

Senior Leadership
Team Lead
Report Category

Stephen Hendry, Head of Corporate Services and Governance
Decision ☒

Discussion ☒

Assurance ☒

Information ☒

Purpose of this report
The purpose of this report is to provide an update to the Governing Body in respect of the
progress with the Governing Body Assurance Framework (GBAF) and Corporate Risk
Register (CRR) in mitigating against the CCG’s key operational and strategic risks.
Recommendation(s)
The Governing Body is asked to:
a) Satisfy itself that current control measures and the progress of action plans provide
reasonable / significant internal assurances of mitigation;
b) Note the three new additions to the Corporate Risk Register for September 2020 and;
c) Note that the process to develop the Governing Body Assurance Framework for 2020/21
has been ‘paused’ until October 2020.
Is this subject matter confidential?
Yes ☐
No ☒
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
02
Ensure commissioning of high quality, safe and responsive health services
03
Reduce health inequalities
04
Ensure maximum value from available resources
05
Decisions that are evidence-based and evaluated for maximum impact
06
Maintain the CCG’s reputation and safeguard public confidence
Executive summary

☒
☒
☒
☒
☒
☒

The CCG’s Governing Body has to be confident in the systems, policies and people in place
to efficiently and effectively drive the delivery of its objectives by focusing on the minimising
of risk.
The Governing Body Assurance Framework (GBAF) and Corporate Risk Register (CRR)
represent the key documents for ensuring all principal risks to the CCG's objectives are
identified and controlled, and for providing sufficient assurances to the Governing Body as to
the effectiveness of these controls. Effective risk management is an essential part of the
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CCG's system of internal control and regular, consistent reporting of the GBAF and CRR to
the Governing Body not only represents recommended good practice, but also supports the
provision of a fair and representative Annual Governance Statement.
As a result of the NHS response to the COVID-19 pandemic, the planned development work
to refresh the GBAF for the 2020/21 financial year has stalled due to the previous GBAF
themes (based on strategic objectives) being largely overtaken by events since March 2020.
Therefore, the GBAF is not included in this report. As NHSE/I Command and Control
arrangements are expected to remain in force for the remainder of the financial year, it is
essential that the GBAF (once refreshed and relaunched) is reflective of the ‘new normal’ for
the NHS.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date
7 July 2020
th

Meeting
Audit and Risk Committee

Decision made / outcome
Noted

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:
N/A
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1.

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.
2. GBAF CURRENT POSITION
Since the onset of the COVID-19 pandemic in January 2020 and the subsequent
implementation of NHS England and NHS Improvement Command and Control
arrangements in March 2020, delivery of the CCG’s ‘business as usual’ activities have
been significantly compromised. The process by which the GBAF and Corporate Risk
Register is updated and managed has been severely affected by this as it relies on
intensive work with Risk Leads to capture, challenge and understand the nuances of risks
to operational and strategic objectives. Since the start of the financial year, a substantial
amount of the CCG’s workforce capacity (and resources) have been directed to the local
health economy’s response to the pandemic. It is only now, as we head into the
autumn/winter period that some semblance of ‘business as usual’ has returned, and the
usual rigour in maintaining the Corporate Risk Register has been maintained.
The ’refresh’ of the CCG’s GBAF to cover the remainder of the financial year is being
treated as a priority and is scheduled to be considered at a ‘single item’ Governing Body
Development session scheduled for September 2020.

3. OVERVIEW OF THE CORPORATE RISK REGISTER: SEPTEMBER 2020
As at 1st September 2020 a total of 10 risks are included in the CCG’s Corporate Risk
Register – this includes four ‘new’ risks added since the July 2020 Governing Body
update. The CCG’s risk profile for September 2020 (low – extreme) is summarised below:
Risk
Category

Score Range

Total
Risks

Change
+/-

Extreme
High

15-25
8-12

3
7

+2
+4

Analysis of the direction of travel for risks since the last Governing Body update in July
2020 can be summarised as follows:
▲
▼

Risk increased
Risk reduced

Total
0
0
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►

No change (static)
New risks

6
4

There are no risks recommended for removal from the Corporate Risk Register for
September 2020.
3.1 Overview of ‘new’ risks added to the Corporate Risk Register in September 2020
As stated above, four new risks have been added to the Corporate Risk Register since the
Governing Body meeting held in July 2020. Three of these ‘new’ risks are a consequence
of added system pressures resulting from COVID-19, whilst the fourth is a ‘reinstatement’
of the EU Exit risk:
CO83

Phlebotomy capacity will be significantly reduced due to slower restoration
of community services
Residual Risk Score 16
Target Risk Score 8
Review Date: November
2020
Mersey Care (the largest provider of phlebotomy services in Liverpool) has been unable to
restore its full service capacity due to a combination of staff absence and the logistical
challenges of delivering the service in the post-COVID landscape. The shortfall of
appointments as a result is estimated at 3,000.
At provider level, Mersey Care has taken a number of actions and initiatives to improve
capacity, identifying alternative estate as a priority to prioritise phlebotomy and mobilise
additional clinics, whilst the Hunter Street ‘drive thru’ site used for COVID testing has also
been adapted to accommodate phlebotomy appointments. To manage clinical risk, all
urgent blood test requests from GPs are processed within 24 hours via a Single Point of
Contact arrangement.
For a longer-term solution, a proposal to offer a Local Quality Improvement Scheme
(LQUIS) for Phlebotomy to city General Practices was considered by CCG's Primary Care
Commissioning Committee on 18th August 2020. Depending on uptake the LQUIS is
expected to deliver 3,288 appointments per week.

CO84

System capacity and capability is unable to meet increased demand for
mental health services
Residual Risk Score 16
Target Risk Score 12
Review Date: November
2020
Whilst the impact of COVID on acute, primary and community health services has passed
the peak of the initial wave, there is an anticipated significant increase in demand for
mental health services over the coming months (and possibly years). As with phlebotomy,
current service capacity has been affected by staff absences and the delayed impacts of
COVID on the workforce, whilst national forecasts have predicted a ‘super surge’ in
demand due to people suffering the effects of extended isolation during lockdown and the
impact of recession, redundancies and the financial worries that accompany economic
hardship.
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The CCG is working with key partners, including Liverpool City Council, service providers
and the VSCE in the development of a medium term strategy and action plan. Plans also
include exploring investment in capacity to meet the forecasted increases in activity over
the next 18 months, with peaks in winter 2020/21 extremely likely.
In the short term, a CCG led System Management Group is in place to provide twice
weekly monitoring and manage mutual aid response where required.
CO86

Patients discharged from hospital care in line with D2A guidance and local
pathway placed in inappropriate care settings, which do not meet their
needs.
Residual Risk Score 12
Target Risk Score 8
Review Date: November
2020
The nationally mandated ‘Discharge to Assess (D2A) guidance (updated August 2020) is
based on four pathways of home-based without support, home based with some social
care and health input, rehabilitation in a bed based setting and longer-term healthcare
needs (Pathways 0-3). Pathways 2 and 3 require effective working at system level
between CCGs, local authorities and other partners to ensure the safe discharge of
patients into the most appropriate care setting. Although there is a robust ‘case tracking’
system in place to ensure the consistent safe discharge from hospital and continued
monitoring of care setting placements, the lasting, cumulative effects of the coronavirus
pandemic on capacity for care planning and discharge has created a backlog of cases for
retrospective reviews. The impact of an inappropriate discharge on patients from a quality
of care perspective can be significant, coupled with the potential financial consequences
for individuals (and families) should they be ineligible for the care they receive. There are
also financial and reputational risks to the CCG if cases are not progressed in line with
national guidance.
Oversight and assurance of the effectiveness of the current process continues to be
monitored via regular meetings with local system partners. There is also a requirement to
submit fortnightly data submissions to NHSE/I to assure progress against trajectory 'run
rate' of completed reviews (National COVID funding has been utilised to support this
work). Social care needs assessments and NHS Continuing Healthcare (CHC)
assessments of eligibility will recommence on 1st September 2020 following the temporary
suspension during the peak of the pandemic.

CO85

Negative impact on Health Services and patients should the UK exit the EU
with ‘no deal’ in place.
Residual Risk Score 15
Target Risk Score 10
Review Date: November
2020
In preparation for the UK’s exit from the EU, all NHS organisations were required to plan
for a ‘no deal’ scenario, with planning escalating during the autumn of 2019. All NHS
organisations were asked to ensure that planning groups could be reconvened should the
prospect of a ‘disorderly’ exit from the EU become more likely towards the end of the
transition period on 31st December 2020. As at 1st September 2020, and based on the
most current stage of negotiations, it is possible that the UK will exit on 31st December
2020 without a deal in place, impacting significantly on health sector supply chains, the
status of EU nationals working in health and social care and reciprocal healthcare
arrangements with other EU countries. It is also important to consider this risk alongside
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the likelihood of a second wave of coronavirus this winter and the ‘usual’ added winter
pressures of flu, cold weather and staff shortages.
The CCG, through the EPRR function, continues to monitor progress with EU exit planning
and reviews all documentation and alerts released by the Government, NHSE and
Department of Health and Social Care in relation to EU Exit. The CCG planning and
response arrangements have remained in place and have been stood back up in
readiness of the changing position on the UK’s future arrangements with the EU.

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 obligations and Financial Duties.

7.

CONCLUSION

The Corporate Risk Register continues to be monitored on a monthly basis. Action plans
put in place against each risk identified are reviewed monthly by the appropriate subcommittee of the CCG Governing Body with first-line assurance of controls and actions
conducted by the Senior Management Team on a bi-monthly basis. Strategic risks to
corporate objectives are monitored on a monthly basis by the Senior Management Team.
Where legal issues arise from individual risks the Corporate Risk Register will include
plans to mitigate them. There are no inherent legal implications associated with the
Corporate Risk Register for September 2020.

Stephen Hendry
Head of Corporate Services and Governance
Ends
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APPENDICES
1. September 2020 Corporate Risk Register
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LIVERPOOL CCG CORPORATE RISK REGISTER 2020/21 - July 2020
Risk Ref
includes date
added to CRR

Relevant CCG
Objective

Risk Description
Risk Owner
Lead Committee

Version: V2.1
Inherent
Existing Mitigation/Controls
Risk Score How are we managing this risk? What are the key controls

Cause and potential
impact/consequence of risk
Why could this risk occur and what
would be the effects if the risk

(without
controls)

L

in place to prevent this risk from occurring?

C

Assurance/Evidence
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

Residual
Risk
Score
(Current)

Trend

Planned Actions/Updates

Progress On Actions

Movement
since last
update &
date last
reviewed

Is this action to address a gap in Control (C)
or a gap in Assurance (A)

What stage are planned current actions at?
Are Implementation Dates on track?
How will this impact on Residual Risk?

Must include 'Action Owner' and Implementation
Date

Target
Risk
Score
L

C

(risk
tolerance)

materialised?

SYSTEM RESILIENCE
Deliver high quality, Risk Description:
safe and responsive System capacity and
capability is unable to meet
Date Added: health services
increased urgent care
13/10/2014
demand.
CO36

Fall in performance and a
5
potential adverse impact
upon service responsiveness
and quality.

4

20

The CCG and AED Delivery Board continue to monitor
performance closely and support whole system
cooperation and collaboration
Escalation Management System (EMS) is now
embedded within CCG to support real-time escalation
reporting and alert system partners to any requests for
mutual aid.

Risk Owner:
Head of Transformation &
Programmes

Urgent Care Review has now progressed towards
Phase 2 - Clinical Model Development to be led by the
Provider Alliance which will form specification
development.

Lead Committee:
AED Delivery Board

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

4 4

16

►

Governing Body oversight of
performance reports at each formal
meeting.

Winter Plan for the North Mersey System has
been developed to ensure appropriate
management mechanisms are in place to
manage surge capacity and demand
alongside specific programmes to develop
resilience and capacity where required.
Action Owner: Urgent Care Programme
Delivery Lead
Due Date: Ongoing

Weekly teleconferences in place
with all system partners prior to
NHSE/I weekly assurance calls along
with monthly performance calls.

Due to the ongoing COVID-19 situation and the
requirement for the system to recover, the key
Governing Body oversight of city'emergency' response actions and responses remain in
wide Urgent & Emergency Care
place.

Has this risk been
impacted by COVID-19?
Yes

Surge Management plans in place for all providers.

Review - initial engagement
completed.

LCCG Incident Team continues to meet twice weekly to Service performance and delivery
maintain communication and coordination across CCG monitored through A&E Delivery Sub
group for North Mersey.
teams and link with regional EPRR and System
Resilience functions.

LCCG UEC & System Resilience Team
continue to liaise with all partners regularly to
monitor and support the system position and
situation.
Action Owner: Urgent Care Programme
Delivery Lead
Due Date: Ongoing

UEC Team maintain 'Local System Management Group'
calls with all Chief Operating Officers (twice weekly).
Weekend escalation process in place every Monday to
identify surge issues. Group has an agreement in place
for meetings to be increased dependent on system
pressure.

Deliver high quality, Risk Description:
safe and responsive System capacity and
health services
capability is unable to meet
increased demand for
mental health services.
Date Added:
28/08/2020
Risk Owner:
Head of Transformation &
Programmes
CO84
NEW RISK

Forecast rise in demand post 5
COVID-19 period with a
potential adverse impact
upon service responsiveness
and quality. Potential impact
upon performance and
pressure on/inadequate bed
base available.

4

20

National 'Discharge to Assess' Guidance
updated in August 2020. A 'System Group' is
in place to implement guidance and ensure
bed capacity is maintained and system flow
is not disrupted.
Action Owner: Urgent Care Programme
Delivery Lead
Due Date: Ongoing

The CCG continues to monitor performance
closely and support cooperation and
collaboration with relevant partners including
(but not exclusively) Mersey Care, CAMHS
partnership, Police and Local Authority.

Oversight through Multiagency operational meetings,
Crisis Care Concordat
arrangements, updates
through contracts and senior
System Management Group in place to provide management at Mersey Care
twice weekly monitoring and manage mutual aid and the CAMHS partnership.
response where required.

Lead Committee:
Performance & Quality
Committee
Has this risk been
impacted by COVID-19?
Yes

Governing Body oversight of
relevant performance
provided.

4 4

16

NEW
RISK

4

12

2

4

8

LCCG working with partners to establish
capacity and resilience alongside recovery
plans to ensure sufficient capacity is available
and services can react to any increase or surge
in demand due to influenza/covid-19.
All system partners continue to respond to the
COVID-19 situation & expected demand. Clear
plans are in place across the system &
established relationships and integrated
working very much reflected in all
conversations, responses and mutual aid
actions.
Winter and full capacity planning is complete.
All partners have been involved in the
development and SRO's allocated to key areas
of delivery. The plan has a clear focus on
admission avoidance, capacity, flow and
discharge linking in to established system
monitoring and response mechanisms.

The following priority actions and responses
are now in place:

* Winter and full capacity plan has been
completed. Partners are involved and a
North Mersey system plan has been
* Development of a medium term strategy
developed with a clear focus on
and action plan with key partners across
admission avoidance, flow and discharge
Local Authority, Providers and VCSE sector
as well as wider system plans via the
led by Liverpool City Council.
C&M Out of Hospital Cell. SRO's are in
place with a programme plan to manage
* Plans under development to explore
investment in capacity to respond to forecast pressures throughout the winter period.
increases in activity over the next 18 months
with likely peaks in winter 2020/21
* Regular monitoring of the actual and
• LCCG have established a system
management group and an internal incident
team to monitor the situation twice weekly
and take action to increase monitoring and
agree mitigation activity where required.
* Regular reporting through Contract
Monitoring, CQPG, North Mersey Crisis Care
Concordat and various service specific
meetings.
Action Owner: Programme Delivery Lead
(Mental Health and LD)
Due Date: Ongoing for remainder of
2020/21 financial year
Updated 27/08/2020 (Programme Delivery
Lead (Mental Health)
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3

Updated 27/08/2020 (Head of
Transformation & Programmes)

Issues and pressures
monitored under the system
management group twice
weekly with mutual aid
management in place.

TRANSFORMATION & PROGRAMMES

The D2A pathway and discharges continue to
be successful and ready for discharge (RFD)
numbers across LUHFT remain under control
and patient flow at a good rate. Additional
activity is underway to manage the transition to
new discharge processes required under
recent guidance.

comparative situation relating to waiting
times, bed occupancy and access to
services is established and
updated/shared on a regular basis
* System Capacity and flow weekly
meeting in place led by Mersey Care to
establish ongoing position, forecast
position and agree organisational and
system responses to capacity and flow
issues.

CO83
NEW RISK

Deliver high quality,
safe and responsive
health services

Date added:
11/08/2020

Risk Description:
Phlebotomy capacity will be
significantly reduced due to
slower restoration of
community services and
estate during post-COVID
'recovery'.
Risk Owner: Director of
Planning, Performance &
Delivery

Lead Committee:
Performance and Quality
Committee
Has this risk been
impacted by COVID-19?
Yes

City has three service providers majority of activity delivered by
Mersey Care. Trust is only currently
able to restore 30% of pre-COVID
phlebotomy capacity, leaving
shortfall of approximately 3,000
appointments.

5

3
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Drive-thru phlebotmomy service launched
at Hunter Street testing site from
29/06/2020.

Assurance gained through
CQPG meetings
communicated to
Performance and Quality
Committee and reported to
CCG Governing Body.

4 3
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New Risk C - Proposal to offer a Local Quality

Improvement Scheme (LQUIS) for
Phlebotomy to be considered by
CCG's Primary Care Commissioning
Committee on 18th August 2020. Aim
is to offer LQUIS to city General
Practices - if approved CCC scheme
expected to deliver 3,288
appointments per week.

Arrangements in place to ensure urgent
blood test requests from GPs are
processed within 24 hours via Single Point
Mersey Care Board has full
of Contact (from June 2020).
oversight of risk (most recent
board papers 29th July 2020
Fortnightly collaborative meetings held
between Mersey Care and commissioners confirm inclusion on Trust's
to address shortfall and examine alternative Corporate Risk register).
options for estate requirements and service
NHSE conformation that any
delivery.
scheme would fall under
Standing agenda item for all Mersey Care COVID funding model for
reimbursement of additional
CQPG meetings.
CCG costs.
Mersey Care has taken a number of
actions to improve capacity - including
identifying alternative estate as a priority to
prioritise phleobotomy and mobilise
additional clinics (as at July 30th 2020).

City-wide capacity is affected by
staffing issues (sickness and staff
shielding) and reduction in estate
availability due to COVID.
Management of social distancing
measures in clinical estate leads to
reduced patient footfall.
Immediate cessation of ‘drop in’
appointment model to 'booked’
appointments to support social
distancing and safer care.
Use of PPE and need to doff/don
after each session increases
appointment waiting times.
Patients will not be able to access
clinical services in a timely manner
leading to delays in medical
diagnoses, poor patient outcomes
and potential/actual harm.

2

3

6

MLCSU will continue the appeals
2
process for pre-Covid CHC decisions
so that the reconciliation process postCOVID is used to assess and review
decisions the duration of Covid only.

4

8

LQIS presented at primary are
commissiing committee on 18th August
where it was approved. To date 18
practcies have signed up to the LQIS.

Action Owner: Director of
Performance & Delivery
Due Date: 18th September 2020
C - LQUIS (if approved) will improve
access and resilience with wider
dispersal of provision across GP
surgeries. This will increase resilience
as health economy heads into winter.
Action Owner: Head of
Transformation and Programmes
Due Date: 18th September 2020

Updated 27/08/2020 (Head of
Transformation & Programmes)

QUALITY & SAFETY
Deliver high
quality, safe and
Date added: responsive health
11/06/2018 services
CO77

Risk Description:
Financial and
reputational risk to the
CCG due to PUPOC
cases not being
progressed in a timely
manner.
Risk Owner:
Director of Quality,
Outcomes and
Improvement
Lead Committee:
Performance & Quality
Committee
Has this risk been
impacted by COVID19?
Yes
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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.
There are currently 6
'open' PUPOC cases
requiring review.

4

4
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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 that PuPOC be
considered as CCG 'business as usual'.

Oversight and assurance of
effectiveness of current
assessment process
monitored via monthly
operational meeting with
MLCSU.

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.
CHC assessment team have been
redeployed to support the Discharge
process.

CCG Governing Body agreed
in January 2019 to proceed in
the review of retrospective
claims for CHC assessments
in the post 1st April 2012
period.

2 4

8

►

(C) (A) CHC Framework had been
suspended from March 2020 to
support to support swift discharge of
complex patients from hospital and
prevent admissions during Covid 19
pandemic. Direction from NHSE to
re-commence CHC Framework and
assessments from 1st September
2020. The work to present the
PUPOC policy to GB is paused further update will be provided to the
Governing Body at November 2020
meeting.
Action Owner: Director of Quality,
Outcomes and Improvement
Due Date: 2nd November 2020
Updated 27/08/2020 (Director of
Quality Outcomes and
Improvement)

Deliver high
quality, safe and
Date added: responsive health
18/12/2019 services
CO81

Potential risk of harm or
Risk Description:
poor quality services and
Standalone status of
LWH creates challenges poor patient experience.
in terms of delivering
high quality, safe
services due to
environmental issues
and lack of certain
clinical facilities.

3

4
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Risk Owner:
Director of Quality,
Outcomes and
Improvement

Single Item Quality Surveillance Group
(SIQSG) held in October 2019 with NHSE/I,
CCGs and all providers in Liverpool to
address the clinical risk and patient safety
at LWH. Agreement to review with
consideration to stand the group down and
revert to previous QA processes in place
with lead commissioner

Performance & Quality
Committee receives regular
assurance via Chief Nurse
Report

Combined monthly Clinical Quality
Performance Group (CPQG) / Contract
Review Meeting (CRM) in place from
January 2020 for quality, performance and
contractual oversight.

Chief Nurse's Report is
standing agenda item at each
Governing Body meeting.

3 3

9

►

Formal process of updates to
Quality Surveillance Group
(QSG).

Regular 'Board to Board'
meetings in place between
Chair of CCG has elected to chair the
LWH and LUHFT (includes
combined monthly CQPG / CRM to support working with Clatterbridge
CCG oversight.
Cancer Centre in relation to
cancer pathways)
This risk is a system priority with the One
Liverpool Strategy to find a long term
solution to address clinical risks.

Lead Committee:
Performance & Quality
Committee
Has this risk been
impacted by COVID19?
Yes

Response to COVID Pandemic has
led to reduced elective activity at
LWH whilst urgent cases have also
been impacted due to reduced
diagnostic access/activity. Cancer
waiting times and RTT waiting times
have been particularly impacted.
Mutual aid across Cheshire and
Mersey explored to mitigate further
risks. Update on progress will be
presented to November 2020
Governing Body .
Action Owner: Director of Quality,
Outcomes and Improvement
Due Date: 2nd November 2020

Discussions within Cheshire &
Merseyside Quality Surveillance
Group (QSG) reviewed need for the
additional NHSE/I quality group as it
competed with local quality assurance
processes in place via lead
commissioner (CQPG) and the
improvement work being undertaken
between trusts.

2

3

6

M&L CSU will continue the appeals
process for pre-Covid CHC decisions
so that post covid the reconciliation
process to assess and review
decisions is for the duration of Covid
only.

2

4

8

Updated 27/08/2020 (Director of
Quality Outcomes and
Improvement)

Acute Sustainability Group in HCP has role
in advocating and supporting solutions to
clinical risks in the short and medium term.
.

Deliver high quality, Risk Description:
safe and responsive Patients discharged from
health services
hospital care in line with
D2A guidance and local
Date Added:
pathway placed in
27/08/20
inappropriate care settings
which do not meet their
needs.
CO86
NEW RISK

Risk Owner:
Director of Quality,
Outcomes and
Improvement
Lead Committee:
Performance & Quality
Committee

Negative impact on patients
and families if they are not in
appropriate placement to
meet needs.
Potential financial risks for
individuals and families if,
following reassessment they
are no longer eligible for free
care and are required to
contribute financially postreview.
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.

4

4

16

CHC Framework suspended for the duration of
Covid 19 pandemic to support swift discharge
of complex patients from hospital and prevent
admissions.
Cheshire & Mersey Out of Hospital Cell
supporting CCGs to ensure consistency of
approach and effective use of resources (via
Director of Nursing).
Case 'tracking system' put in place at M&L CSU
at start of D2A process (March 2020) to track
patients for retrospective reviews requiring
completion Numbers are approx. 1100 for
Liverpool (in line with expectations) Steering
Group meets weekly to progress, Panel in place
for disputes.
Revised CHC Framework (October 2018) fully
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.
CHC assessment team have been redeployed
to support the Discharge process.

ONE LIVERPOOL PROGRAMME
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CCG Governing Body agreed in
January 2019 to proceed in the
review of retrospective claims for
CHC assessments post NHSE
1st April 2012 cut-off period.

3 4

12

NEW
RISK

Papers highlighting risks and mitigation
will be presented at Performance
Committee and Governing Body
meetings throughout Q3 and Q4 20/21
for oversight.

Oversight and assurance of
effectiveness of current process
monitored via regular meetings
with partners.

Action Owner: Director of Quality,
Outcomes and Improvement
Due Date: Ongoing 2020/2021

NHSE/I require fortnightly data
submission to demonstrate
progress against trajectory 'run
rate' of completed reviews
(approx. 55 per week until end of
February 2021). National Covid
funding to be utilised to support
this work.

LCCG continuing work with Sefton
CCGs, MLCSU, MCFT, LUHFT and
Liverpool and Sefton Local Authorities
to agree process for implementing the
national guidance re: reviews of people
placed during the pandemic.
Action Owner: Director of Quality,
Outcomes and Improvement
Due Date: Ongoing 2020/2021
Updated 27/08/2020 (Director of
Quality Outcomes and Improvement)

The work to present the PUPOC
policy to GB has been paused. There
are currently 6 LCCG 'open'
PUPOC cases.

Deliver high quality, Risk Description:
safe and responsive Service and financial risks
associated with inability to
Date Added: health services
secure capital investment
01/02/2016
will undermine the
sustainable delivery of
services provided by LWH
CO54

Health economy aims and
3
ambitions for safe and
effective services for
women's health and
neonates will not be realised.

4

12

Tertiary services could be
lost to the city.

Risk Owner:
Director of Strategy and
Integration

Risk Owner:
Director of Strategy and
Integration
Lead Committee:
North Mersey Committees
in Common and the NM
Joint Committee

CCG does not meet statutory 3
duties with regard to design
and decision-making
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
change proposals are not
progressed or are delayed.
Reputational damage for the
CCG and the health and care
system.
Financial risks if service
change proposals intended
to improve financial
sustainability or to re-balance
the allocation of resources do
not succeed.

CORPORATE GOVERNANCE / EPRR
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The programme is overseen by the North
Mersey Committees in Common and the Joint
Committee.

Updates provided to NHS
England for the North West
'reconfiguration grid'.

Risk based engagement and equalities
frameworks adopted and overseen by
Performance & Quality Committee

A commitment to a solution to
address the sustainability of
LWH is contained within the One
Liverpool Strategy endorsed by
all partners.

4

12

►

Alignment with Operational Planning process to The Communication and
Engagement Strategy has been
translate strategy into delivery for the system.
refreshed and will be overseen
Re-established Programme Board and Clinical by the programme board.
Reference Group (from March 2020)
Assurance updates provided to
Proactive stakeholder management to ensure NHS England. NHSE have
acknowledged the local health
all key influencers are informed and aware of
and care system support for a
risks and issues.
sustainable solution and
A readiness assessment has been completed welcomes the establishment of,
and will be involved in, the
and is being used to inform the refresh of the
Oversight Group which will
pre-consultation business case.
develop short, medium and long
term proposals.

Has this risk been
impacted by COVID-19?
Yes

Deliver high quality, Risk Description:
safe and responsive CCG fails to gain
consensus from providers
Date added: health services
and system partners in the
30/03/2016
development of proposals
for change and is unable to
deliver major service
change programmes as set
out in the One Liverpool
Strategy.

Regular oversight and progress 3
reports provided to the North
Mersey Committees in Common.

Proactive stakeholder management strategy.

Lead Committee: North
Mersey Joint Committee

CO56

The content of the PCBC is refreshed on a
regular basis to reflect current position and
assumptions regarding activity, finance etc.

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.

Internal audit of engagement
infrastructure and process.
Evidence trail from statutory
committees and forums.

Liverpool Provider Alliance established, ensuring provider
alignment .

External evidence from
interaction with Liverpool Adult
Robust internal processes in place to assess risk regarding Social Care and Health Select
engagement, consultation, equalities responsibilities and
Committee (OSC) and the
service reconfiguration.
Health & Wellbeing Board.
The One Liverpool Strategy was
Director of Strategy & Integration in post with clear
approved at the Health and
responsibility for managing risks around involvement and
Wellbeing Board that took place
stakeholder management.
on 4th January 2020.
North Mersey Joint Committee and Committees in
Common overseeing major programmes of change across
the North Mersey footprint. North Mersey Leadership
Group established and meeting regularly. Brings together
all CEOs to manage cross dependencies.
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.
Pipeline of major service change
proposals overseen by the
Committees in Common.
NHS England Assurance
Process

Commissioners and the Trust are
currently reviewing the next steps
following confirmation from NHSE that
the capital bid has not been supported.
Refresh to pre-consultation business
case is ongoing and programme plans
have been refreshed. The refreshed
One Liverpool Strategy reflects the
whole system commitment to achieving
a positive outcome. The next steps for
proposals will be shaped by the
Oversight Board and a Clinical
Reference Group. An indicative plan
has been developed, with the first step
to refresh the pre-consultation business
case. This is expected to be completed
by Q3 2020. Subsequent actions all
flow from assurance of the proposals by
NHSE.
Action Owner: Director of Strategy
and Integration
Due Date: Ongoing

Due to the Coronavirus Pandemic, no
progress has been made since March
2020. The Liverpool Women's Oversight
Board is expected to resume in Quarter 3
of 2020/21.

2

4

8

1

4

4

An overarching One Liverpool Estates
Plan is in development, which sets the
context for a new Liverpool Women's
hospital into a wider estate plan with
Liverpool University Hospitals and other
providers. When developed the system
will share and engage on this overarching
plan

Updated 27/08/2020 (Director of
Strategy, Integration and
Communications)

2

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
Proactive stakeholder management strategy for
all service change programmes.
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 which is
expected in February 2020.
Briefing on major service change will be issued at
key milestones in each programme.
Action Owner: Director of Strategy and
Integration
Deadline: Ongoing

Updated 27/08/2020 (Director of
Strategy, Integration and
Communications )

The CCG COVID Engagement
programme commences in September
2020, following endorsement from the
People and Community Voice Committee
In response to the COVID-19 Pandemic
One Liverpool priorities have been
refined, informed by a learning exercise
on the impact of COVID. The new
priorities are mental health, reducing
inequalities and integrated health and
care services, which have bene endorsed
by the Liverpool Integrated Care
Partnership.

CO82

Deliver high quality,
safe and responsive
health services

Risk Description:
Service, Staffing and
financial risks associated
Date added:
with the response to
01/04/2020
COVID19 and impact on
Has this risk been
impacted by COVID- maintaining essential
business as usual functions
19?
Yes. COVID-19 is
causal factor.

Risk Owner:
Head of Corporate
Services and Governance
Lead Committee:
Governing Body

Lack of available technology
to provide home working for
the work force.

4

4
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Risk Description:
Negative impact on
Health Services and
patients should the UK
27/08/2020
exit the EU with 'no deal'
Has this risk been in place.

Financial risks to the CCG
with regards to additional
expense as a result of the
COVID19 response not being
recorded.

Web portal established to enable access relevant files Staff skills audit completed to
should there be any problems accessing the internal K support decision making process for
redeployment of staff to other NHS
Drive
organisations.
Roll calls for all teams established.
SLT meetings 3 x per week.
Robust governance arrangements in place to capture
COVID spend, led by Head of Financial Management. Publically available information is
Alert to spend also captured in the 3x per week CCG available on our website
Incident Calls.
iMerseyside have expanded
Recovery cell established to ensure workforce needs bandwidth to support the number of
are met and building environment is safe for phased CCG and GP Practice staff working
from home
return.

impacted by
COVID-19?
Yes.

Risk Owner:
Chief Officer

Lead Committee:
Governing Body

Failure to agree an EU
Exit Deal at end of
transition period (31st
December 2020) will
impact on medicines
supply chain, medical and
equipment supplies from
EU.
Aggregated impact of 'no
deal' with COVID recovery
/ second wave, winter
pressures and flu will
impact on resilience and
sustainability of healthcare
system.
Potential for fuel and
medical supply / medicines
shortages due to port
delays.

3 4

12

▼

Data returns /SITREPS to NHSE
centrally managed by IMT

iMersey deployment of laptops and devices to all
CCG employee (March-April 2020)

Internal Business Continuity Plans
Reporting and governance structures in place for SLT and Business Impact Assessments
reviewed and updated.
decision making.

Staff 1:1s with line managers established to identify
any physical or mental health issues associated with
new working arrangements.

Psychological and physical
impacts on staff during
response. Staff resilience
and mental health affected by
working arrangements.

Deliver high
quality, safe and
responsive health
Date added: services

CCG representation on National,
Regional and Local System
webinars.

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

Lack of governance process
to capture SLT decisions
made during the COVID19
incident response.
Implications of PSED not
acknowledged.

CO85
New Risk

Single Point of Contact (SPOC) established for
Incident Management Team. Dedicated telephone
lines have been established within the incident room.
IMT meets weekly as minimum.

Any additional financial expenditure as
a direct result of responding to the
COVID19 pandemic to be reported to
Finance for onward national reporting.
Action Owner: Head of Financial
Management
Deadline: Ongoing (Q2)

Fortnightly meetings re-established from
14/08/2020 with Building Agents
(Tandem) to ensure floors 4 and 5 are
safe for eventual staff return (social
distancing requirements agreed as part of
recovery work stream).

3
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Internal EU Exit Planning Group to be re- CCG representative on Liverpool City
convened for September 2020.
Council EU-X Planning & Response
Action Owner:
Group - clarification needed as to
Head of Corporate Services and
when LCC group will be set up.
Governance.
Due Date: 15th September 2020

2

5

10

'Lessons Learned' exercise to be
completed internally to capture learning
and identify where improvements in
BCM planning and resource allocation
can be made.
Action Owner: Head of Corporate
Services and Governance
Due Date: 30th September 2020

Update: 27/08/2020 (Head of
Corporate Services & Governance)

Monthly meetings with NHSE/I
Incident Control Centre Team
established.

Risk Assessments completed for any staff visiting
CCG HQ to work or remove equipment / belongings.

4

5

20

Internal communication and command &
control structures in place. CCG Incident
Control Centre remains set up to act as
SPOC if risk is realised.

Senior Leadership Team kept 3
up to date each week on all
communications received

The CCG planning and
response arrangements
remain in place and are kept
in a state of readiness
CCG specific EPRR plans reviewed and in pending progress and
place.
clarification of the national
position.
Existing on-call arrangements tested during
Continued oversight of risks
COVID response.
by Governing Body through
Cheshire & Merseyside wide tested
presentation of CRR and high
command and control structures and
level reports .
response scenarios in place.
All providers asked to factor in EU Exit to
winter planning process.

Ongoing watching brief by lead CCG
officers through Gov.uk daily bulletins.

5

15

New
Risk

Further clarity required from NHS
England as to expectation of
responding to multiple incidents
occurring at same time as EU Exit.
Action Owner:
Head of Corporate Services and
Governance.
Deadline: Ongoing
Recruit to 8a vacancy in Corporate
Services & Governance Team to
ensure EPRR capacity is at optimum
level.
Action Owner:
Head of Corporate Services and
Governance.
Due Date: 1st October 2020
Update: 27/08/2020 (Head of
Corporate Services & Governance )

Updates to
existing risks in
'blue'

►
▲
▼

Risk Unchanged
Risk increased
Risk decreased

Page 118

* denotes new risk
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Reporting to:

Liverpool CCG Governing Body

Date of Meeting:

8th September 2020

Title of Report:

Phase 3 Planning Overview and Place Narrative

Presented by

Mark Bakewell, Chief Finance Officer

Report Author

Michelle Urwin, Senior Planning Manager

Lead Governor

Jan Ledward, Chief Operating Officer

Senior Leadership
Team Lead
Report Category

Sam James, Director of Planning, Performance & Delivery
Decision ☐

Discussion ☐

Assurance ☐

Information ☒

Purpose of this report
This report is to provide members of the committee with:
• Present the draft activity plans for Sept 20 to Mar 21 for NHS Liverpool CCG
submitted to Cheshire & Mersey Health Care Partnership (C&MHCP) on the 24th
August
• Present the draft place based narrative for submission to C&MHCP on 1st September
Recommendation(s)
The Committee is asked to:
a) Note the (draft) planning trajectories and place based narrative that have been submitted
in readiness for the second submission
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
02
Ensure commissioning of high quality, safe and responsive health services
03
Reduce health inequalities
04
Ensure maximum value from available resources
05
Decisions that are evidence-based and evaluated for maximum impact
06
Maintain the CCG’s reputation and safeguard public confidence
Executive summary
The paper presents an overview of NHS Liverpool Clinical Commissioning Group activity
plans for September – March 2020/21, and the ‘place based’ narrative in response to the
Phase 3 Planning guidance.

☐
☒
☒
☐
☐
☒

The main focus of the Phase 3 planning requirements is the resumption of activity back to
previous levels, the equivalent of the same month last year, rather than a focus on
performance.
At present these plans are draft and further work will be conducted to refine the plans for the
second and final submission to Cheshire & Mersey Health Care Partnership in early
September.
1
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The plans set out the expectations for service delivery for the second half of 2020/21 as
services are restored to normal activity levels.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date
24-8-20

Meeting
Decision made / outcome
Senior Leadership Team – re activity Draft approved for submission
plan submission

Were there any conflicts of interest identified at any of the above meetings?
No ☒
Yes ☐
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:

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☐
☒
group(s) less or more favorably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☐
☒
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.

2
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1.

BACKGROUND

Simons Stevens letter dated 31st July set out the requirements for the third phase of
the NHS response to Covid-19 (Appendix 1). The letter was followed by the
technical planning guidance, templates and timetable for submission of the NHS
activity plans for 2020/21.
The guidance stated that the local Integrated Care System - Cheshire & Mersey
Health & Care Partnership (C&MHCP) - was responsible for submitting the plans to
NHSE, with the first draft activity plans required 1st of September and the final
version required on the 21st September.
C&MHCP has thus coordinated the system response, with Clinical Commissioning
Groups and NHS provider trusts being asked to submit activity plans and a place
based narrative through to them for collation.
2.

CURRENT SITUATION

To date, NHS Liverpool CCG has submitted the following to C&MHCP;
a) A first draft of the acute activity trajectories for September 20 - March 21 with
descriptive commentary. The activity trajectories received sign off by the
Senior Leadership Team prior to submission.
b) A Mental Health Investment Standard financial template.
c) The Winter Plan 2020/21 for Liverpool
At the date of writing the following items are still to be submitted;
a) CCG financial template – due 1st September
b) Place Based system Narrative (attached) – due 1st September
c) Final (revised) activity plans – due 14th September (date to be confirmed)
d) In addition the CCG has been asked to review and confirm the activity plans
and narrative prepared by C&MHCP for Mental Health – due 14th September
(date to be confirmed)
3. ACTIVITY PLANS
All the main trusts have been contacted to agree planning assumptions and to
support triangulation of the activity plans however pre submission, the CCG had only
received activity plans from Liverpool Women’s Hospital. Therefore the submission
at 24th August is DRAFT with the plans being generated largely by the CCG.
 Draft plans will be refined upon receipt of the main providers planning
intentions to understand recovery and enable full triangulation / alignment
ahead of the September submission.

3
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The following planning assumptions been applied in preparing the activity plans;
 ALL activity plans for Sep-20 through to Mar-21, with the exception of A&E
are based on;
o the corresponding months activity volumes in 2019-20
o Mar-19 activity has been used to replace Mar- 20 activity, due to Mar20 being compromised by COVID-19
o The activity volumes used have been taken from NHS E/I Joint Activity
Report (JAR) to support alignment/monitoring with NHSE/I.
 COVID-19: Following recent guidance from C&MHCP of an expected
continued fall in COVID related admission, a 10% fall in COVID-19 related
spells has been applied to NEL spells between Sept-20 and Mar-21
 At present the draft elective plans have not yet fully factored in the
assumptions for the following items;
o Advice & Guidance
o Patient Initiated Follow Up
o Full impact of Cancer Alliance plans
The main focus of the Phase 3 planning requirements is the resumption of activity
back to previous levels, the equivalent of the same month last year, rather than a
focus on performance.
The table below describes our planning assumptions for the remaining six months of
2020/21.
Planning Assumptions Applied
% of 2019/20 activity planned to be completed, prior to provider level changes

In summary NHS Liverpool CCG planning submission (1st draft) indicates for
2002/21;
 Restoring Activity to previous levels: As required, the CCG plans to
restore activity to the levels set out in the Phase 3 guidance as shown above,

4
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with the exception of Outpatient where activity is expected to be just below
100% in September and October.
 Diagnostics: Diagnostics activity is planned to be restored in line with the
Phase 3 planning requirements as shown above. However it should be noted
that performance against the 1% constitutional standard will be a challenge
and is unlikely to be met.
 Referral to Treatment (RTT ): The CCG will not meet the RTT standard by
March 21. The plan assumes that incomplete pathways will be a similar level
at March 21 as at April/May 20.
 52 weeks waiters: 52 week breaches will continue past March 21. The CCG
will not meet the Zero 52 week waiters standard by March 21.
Work will continue to refine the plans, working with our provider trusts in readiness
for the final submission in early September.
Mental Health; C&MHCP has taken a different approach in preparing the plans for
Mental Health. Instead the activity draft plans have been prepared by the leads at
C&MHCP and disseminated to the CCGs for review and triangulation with local
providers. CCGs are required to confirm or amend with rationale, these trajectories
by the 14th September (date to be confirmed).
Whilst the Liverpool CCG team is currently working through the draft plans to ensure
these align with the CCG Mental Health Investment, the initial review is that the
plans will be accepted. The plans are presented Appendix 3 in the Place Based
Narrative.
4.

PLACE BASED NARRATIVE

Alongside the submission of the acute activity and Mental health plans, NHSE
requires a narrative submission from each Integrated Care System – Cheshire &
Mersey Health Care Partnership.
This narrative is to outline the systems response to the Phase 3 planning
requirements. To do this, C&MHCP has requested a draft ‘place based’ narrative is
prepared, using a template guide, and submitted on the 1st September.
Since the onset of the pandemic the Liverpool Integrated Care Partnership Group
has conducted work to understand the impact of COVID-19 on population health and
services, informed by a rapid impact assessment and collation of other local and
national research. This learning process has led to a refinement of One Liverpool
priorities in 2020/21, which will harness opportunities from positive changes as a
result of the pandemic, along with the need to mitigate the most significant risks that
have arisen, particularly with regard to widening health inequalities.
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The overarching Liverpool system priorities for 2020/21 are:
•
Mental health
•
Targeted action in reducing inequalities
•
Integrated health and care services
The Liverpool Provider Alliance is currently developing system delivery programmes
in response to the priority to reduce health inequalities, recognising that a number of
programmes are already in place. The three One Liverpool priorities, including
reducing health inequalities, will be defined and implemented in the context of a
population health approach, ensuring that our interventions encompass key
segments of the population across the life course.
The draft Liverpool place based narrative is attached in Appendix 3.
5.

STATUTORY/LEGAL/REGULATORY REQUIREMENTS (only
applicable to strategy & commissioning papers)
5.1

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

If ‘no’ explain why

ii.

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

Liverpool CCG will lead an engagement programme, from August to October
2020, to understand patient experience during the pandemic and to engage on
the temporary changes that have been made to services. The engagement will
capture the views of patients, public and voluntary, Community and Faith Sector
organisations (VCFSEs) about experiences of accessing health care and
services during the coronavirus pandemic, to inform plans for tackling inequalities
as well as service development.
6.

EQUALITY IMPACT ASSESSMENT
6.1
6.2

Does the public sector equality duty apply? Yes ☐ No ☒
If ‘no’, please state why.

The paper provides an overview of Liverpool CCGs activity plans and place
based response to C&MHCP. Equality impact assessments are conducted at
service line or project level.
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6.3

7.

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.

FINANCIAL IMPLICATIONS AND RISK
Describe how this will promote financial sustainability or risks to delivery of the
CCG’s Financial Plan (if applicable).
We are still awaiting the allocations for the remainder of the year and will have
a view following final submission of the risk to deliver the plan.

8.

WORKFORCE IMPLICATIONS
Describe how this will affect internal workforce capacity (e.g. working at scale,
joint working, accommodation etc.) if applicable.
Workforce implications are noted in the Liverpool Place Based Narrative.

9.

COMMUNICATION REQUIREMENTS
Describe how this will be communicated to staff, stakeholders, patients and / or
public (including timescales).
The paper presents the first draft of the Liverpool Place Based narrative for
submission to Cheshire & Mersey Health Care Partnership. A number of
stakeholders have been involved in the development but this will be circulated
to wider stakeholders for comment and input.
Governing Body papers are disseminated via the CCGs website.

10. CONCLUSION
NHS Clinical Commissioning Groups and NHS Provider trusts have been
required to produce the activity plans for the latter 6 months of 2020/21 with
very short deadlines. The plans are to be aggregated at a system level and
submitted to NHSE. The activity plans submitted to date, are subject to change
and will be refined as we work with our provider colleagues prior to the final
submission in early September.

Ends
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Appendix 1 – Simon Stevens Letter (31st Jul 20)
Appendix 2 – Liverpool CCG Activity & Related Narrative Submission (24th Aug 20)
Appendix 3 – Draft Liverpool Place Based Narrative Submission (1st Sep 20)
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Skipton House
80 London Road
London SE1 6LH
england.spoc@nhs.net
From the Chief Executive Sir Simon Stevens
& Chief Operating Officer Amanda Pritchard

To:
Chief executives of all NHS trusts and foundation trusts
CCG Accountable Officers
GP practices and Primary Care Networks
Providers of community health services
NHS 111 providers
Copy to:
NHS Regional Directors
Regional Incident Directors & Heads of EPRR
Chairs of ICSs and STPs
Chairs of NHS trusts, foundation trusts and CCG governing bodies
Local authority chief executives and directors of adult social care
Chairs of Local Resilience Forums

31 July 2020

Dear Colleague
IMPORTANT – FOR ACTION – THIRD PHASE OF NHS RESPONSE TO COVID-19
We are writing to thank you and your teams for the successful NHS response in the face of this
unprecedented pandemic, and to set out the next – third – phase of the NHS response, effective
from 1 August 2020.
You will recollect that on 30 January NHS England and NHS Improvement declared a Level 4
National Incident, triggering the first phase of the NHS pandemic response. Since then the NHS has
been able to treat every coronavirus patient who has needed specialist care – including 107,000
people needing emergency hospitalisation. Even at the peak of demand, hospitals were still able to
look after two non-Covid inpatients for every one Covid inpatient, and a similar picture was seen in
primary, community and mental health services.
As acute Covid pressures were beginning to reduce, we wrote to you on 29 April to outline agreed
measures for the second phase, restarting urgent services. Now in this Phase Three letter we:

•

update you on the latest Covid national alert level;

•

set out priorities for the rest of 2020/21; and

•

outline financial arrangements heading into Autumn as agreed with Government.
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Current position on Covid-19
On 19 June 2020 the Chief Medical Officers and the Government’s Joint Biosecurity Centre
downgraded the UK’s overall Covid alert level from four to three, signifying that the virus remains
in general circulation with localised outbreaks likely to occur. On 17 July the Government set out
next steps including the role of the new Test and Trace programme in providing us advance notice
of any expected surge in Covid demand, and in helping manage local and regional public health
mitigation measures to prevent national resurgence.
Fortunately, Covid inpatient numbers have now fallen nationally from a peak of 19,000 a day, to
around 900 today. As signalled earlier this month, the current level of Covid demand on the NHS
means that the Government has agreed that the NHS EPRR incident level will move from Level 4
(national) to Level 3 (regional) with effect from tomorrow, 1 August. This approach matches the
differential regional measures the Government is deploying, including today in parts of the North
West and North East. The main implications of this are set out in Annex One to this letter.
However Covid remains in general circulation and we are seeing a number of local and regional
outbreaks across the country, with the risk of further national acceleration. Together with the Joint
Biosecurity Centre and Public Health England (PHE) we will therefore continue to keep the
situation under close review, and will not hesitate to reinstate the Level 4 national response
immediately as circumstances justify it. In the meantime NHS organisations will need to retain their
EPRR incident coordination centres and will be supported by oversight and coordination by
Regional Directors and their teams.
NHS priorities from August
Having pulled out all the stops to treat Covid patients over the last few months, our health services
now need to redouble their focus on the needs of all other patients too, while recognising the new
challenges of overcoming our current Covid-related capacity constraints. This will continue to
require excellent collaboration between clinical teams, providers and CCGs operating as part of
local ‘systems’ (STPs and ICSs), local authorities and the voluntary sector, underpinned by a
renewed focus on patient communication and partnership.
Following discussion with patients’ groups, national clinical and stakeholder organisations, and
feedback from our seven regional ‘virtual’ frontline leadership meetings last week, we are setting
out NHS priorities for this third phase. Our shared focus is on:
A. Accelerating the return to near-normal levels of non-Covid health services, making full use
of the capacity available in the ‘window of opportunity’ between now and winter
B. Preparation for winter demand pressures, alongside continuing vigilance in the light of
further probable Covid spikes locally and possibly nationally.
C. Doing the above in a way that takes account of lessons learned during the first Covid peak;
locks in beneficial changes; and explicitly tackles fundamental challenges including:
support for our staff, and action on inequalities and prevention.
As part of this Phase Three work, and following helpful engagement and discussion, alongside this
letter yesterday we published a more detailed 2020/21 People Plan, and will shortly do the same on
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inequalities reduction. DHSC are also expected to set out equivalent phase three priorities and
support for social care.
Nationally, we will work with the wide range of stakeholders represented on the NHS Assembly to
help track and challenge progress against these priorities. As we do so it is vital that we listen and
learn from patients and communities. We ask that all local systems act on the Five principles for the
next phase of the Covid-19 response developed by patients’ groups through National Voices.

A: Accelerating the return of non-Covid health services, making full use of the capacity
available in the window of opportunity between now and winter
A1. Restore full operation of all cancer services. This work will be overseen by a national

cancer delivery taskforce, involving major patient charities and other key stakeholders.
Systems should commission their Cancer Alliance to rapidly draw up delivery plans for
September 2020 to March 2021 to:

•

To reduce unmet need and tackle health inequalities, work with GPs and the public locally
to restore the number of people coming forward and appropriately being referred with
suspected cancer to at least pre-pandemic levels.

•

Manage the immediate growth in people requiring cancer diagnosis and/or treatment
returning to the service by:

- Ensuring that sufficient diagnostic capacity is in place in Covid19-secure environments,
-

•

including through the use of independent sector facilities, and the development of
Community Diagnostic Hubs and Rapid Diagnostic Centres
Increasing endoscopy capacity to normal levels, including through the release of
endoscopy staff from other duties, separating upper and lower GI (non-aerosolgenerating) investigations, and using CT colonography to substitute where appropriate
for colonoscopy.
Expanding the capacity of surgical hubs to meet demand and ensuring other treatment
modalities are also delivered in Covid19-secure environments.
Putting in place specific actions to support any groups of patients who might have
unequal access to diagnostics and/or treatment.
Fully restarting all cancer screening programmes. Alliances delivering lung health
checks should restart them.

Thereby reducing the number of patients waiting for diagnostics and/or treatment longer
than 62 days on an urgent pathway, or over 31 days on a treatment pathway, to prepandemic levels, with an immediate plan for managing those waiting longer than 104 days.

A2. Recover the maximum elective activity possible between now and winter, making full use

of the NHS capacity currently available, as well as re-contracted independent hospitals.
In setting clear performance expectations there is a careful balance to be struck between the
need to be ambitious and stretching for our patients so as to avoid patient harm, while setting a
performance level that is deliverable, recognising that each trust will have its own particular
pattern of constraints to overcome.
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Having carefully tested the feasible degree of ambition with a number of trusts and systems in
recent weeks, trusts and systems are now expected to re-establish (and where necessary
redesign) services to deliver through their own local NHS (non-independent sector) capacity the
following:

•

In September at least 80% of their last year’s activity for both overnight electives and
for outpatient/daycase procedures, rising to 90% in October (while aiming for 70% in
August);

•

This means that systems need to very swiftly return to at least 90% of their last year’s
levels of MRI/CT and endoscopy procedures, with an ambition to reach 100% by
October.

•

100% of their last year’s activity for first outpatient attendances and follow-ups (face
to face or virtually) from September through the balance of the year (and aiming for
90% in August).

Block payments will flex meaningfully to reflect delivery (or otherwise) against these important
patient treatment goals, with details to follow shortly once finalised with Government.
Elective waiting lists and performance should be managed at system as well as trust level to
ensure equal patient access and effective use of facilities.
Trusts, working with GP practices, should ensure that, between them, every patient whose
planned care has been disrupted by Covid receives clear communication about how they
will be looked after, and who to contact in the event that their clinical circumstances change.
Clinically urgent patients should continue to be treated first, with next priority given to the
longest waiting patients, specifically those breaching or at risk of breaching 52 weeks by the
end of March 2021.
To further support the recovery and restoration of elective services, a modified national contract
will be in place giving access to most independent hospital capacity until March 2021. The
current arrangements are being adjusted to take account of expected usage, and by October/
November it will then be replaced with a re-procured national framework agreement within
which local contracting will resume, with funding allocations for systems adjusted accordingly.
To ensure good value for money for taxpayers, systems must produce week-by-week
independent sector usage plans from August and will then be held directly to account for
delivering against them.
In scheduling planned care, providers should follow the new streamlined patient self isolation
and testing requirements set out in the guideline published by NICE earlier this week. For many
patients this will remove the need to isolate for 14 days prior to a procedure or admission.
Trusts should ensure their e-Referral Service is fully open to referrals from primary care. To
reduce infection risk and support social distancing across the hospital estate, clinicians should
consider avoiding asking patients to attend physical outpatient appointments where a
clinically-appropriate and accessible alternative exists. Healthwatch have produced useful
advice on how to support patients in this way. This means collaboration between primary and
secondary care to use advice and guidance where possible and treat patients without an onward
referral, as well as giving patients more control over their outpatient follow-up care by adopting
a patient-initiated follow-up approach across major outpatient specialties. Where an outpatient
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appointment is clinically necessary, the national benchmark is that at least 25% could be
conducted by telephone or video including 60% of all follow-up appointments.
A3. Restore service delivery in primary care and community services.

•

General practice, community and optometry services should restore activity to usual
levels where clinically appropriate, and reach out proactively to clinically vulnerable
patients and those whose care may have been delayed. Dental practices should have now
mobilised for face to face interventions. We recognise that capacity is constrained, but will
support practices to deliver as comprehensive a service as possible.

•

In restoring services, GP practices need to make rapid progress in addressing the backlog of
childhood immunisations and cervical screening through specific catch-up initiatives and
additional capacity and deliver through their Primary Care Network (PCN) the service
requirements coming into effect on 1 October as part of the Network Contract DES.

•

GPs, primary care networks and community health services should build on the enhanced
support they are providing to care homes, and begin a programme of structured medication
reviews.

•

CCGs should work with GP practices to expand the range of services to which patients can
self-refer, freeing-up clinical time. All GP practices must offer face to face appointments
at their surgeries as well as continuing to use remote triage and video, online and telephone
consultation wherever appropriate – whilst also considering those who are unable to access
or engage with digital services.

•

Community health services crisis responsiveness should be enhanced in line with the goals
set out in the Long Term Plan, and should continue to support patients who have recovered
from the acute phase of Covid but need ongoing rehabilitation and other community
health services. Community health teams should fully resume appropriate and safe home
visiting care for all those vulnerable/shielding patients who need them.

•

The Government is continuing to provide funding to support timely and appropriate
discharge from hospital inpatient care in line with forthcoming updated Hospital Discharge
Service Requirements. From 1 September 2020, hospitals and community health and social
care partners should fully embed the discharge to assess processes. New or extended health
and care support will be funded for a period of up to six weeks, following discharge from
hospital and during this period a comprehensive care and health assessment for any ongoing
care needs, including determining funding eligibility, must now take place. The fund can
also be used to provide short term urgent care support for those who would otherwise have
been admitted to hospital.

•

The Government has further decided that CCGs must resume NHS Continuing Healthcare
assessments from 1 September 2020 and work with local authorities using the trusted
assessor model. Any patients discharged from hospital between 19 March 2020 and 31
August 2020, whose discharge support package has been paid for by the NHS, will need to
be assessed and moved to core NHS, social care or self-funding arrangements.
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A4. Expand and improve mental health services and services for people with learning

disability and/or autism

•

Every CCG must continue to increase investment in mental health services in line with the
Mental Health Investment Standard and we will be repeating the independent audits of this.
Systems should work together to ensure that funding decisions are decided in partnership
with Mental Health Providers and CCGs and that funding is allocated to core Long Term
Plan (LTP) priorities.

•

In addition, we will be asking systems to validate their existing LTP mental health service
expansion trajectories for 2020/21. Further advice on this will be issued shortly. In the
meantime:
- IAPT services should fully resume
- the 24/7 crisis helplines for all ages that were established locally during the pandemic
should be retained, developing this into a national service continue the transition to
digital working
- maintain the growth in the number of children and young people accessing care
- proactively review all patients on community mental health teams’ caseloads and
increase therapeutic activity and supportive interventions to prevent relapse or
escalation of mental health needs for people with SMI in the community;
- ensure that local access to services is clearly advertised
- use £250 million of earmarked new capital to help eliminate mental health dormitory
wards.

•

In respect of support for people with a learning disability, autism or both:
- Continue to reduce the number of children, young people and adults within a specialist
inpatient setting by providing better alternatives and by ensuring that Care (Education)
and Treatment Reviews always take place both prior to and following inpatient
admission.
- Complete all outstanding Learning Disability Mortality Reviews (LeDeR) by December
2020.
- GP practices should ensure that everybody with a Learning Disability is identified on
their register; that their annual health checks are completed; and access to screening and
flu vaccinations is proactively arranged. (This is supported by existing payment
arrangements and the new support intended through the Impact and Investment Fund to
improve uptake.)

B: Preparation for winter alongside possible Covid resurgence.
B1. Continue to follow good Covid-related practice to enable patients to access services safely

and protect staff, whilst also preparing for localised Covid outbreaks or a wider national wave.
This includes:

•

Continuing to follow PHE’s guidance on defining and managing communicable disease
outbreaks.

•

Continue to follow PHE/DHSC-determined policies on which patients, staff and members
of the public should be tested and at what frequency, including the further PHE-endorsed
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actions set out on testing on 24 June. All NHS employers should prepare for the likelihood
that if background infection risk increases in the Autumn, and DHSC Test and Trace
secures 500,000+ tests per day, the Chief Medical Officer and DHSC may decide in
September or October to implement a policy of regular routine Covid testing of all
asymptomatic staff across the NHS.

•

Ongoing application of PHE’s infection prevention and control guidance and the actions set
out in the letter from 9 June on minimising nosocomial infections across all NHS settings,
including appropriate Covid-free areas and strict application of hand hygiene, appropriate
physical distancing, and use of masks/face coverings.

•

Ensuring NHS staff and patients have access to and use PPE in line with PHE’s
recommended policies, drawing on DHSC’s sourcing and its winter/EU transition PPE and
medicines stockpiling.

B2. Prepare for winter including by:

•

Sustaining current NHS staffing, beds and capacity, while taking advantage of the
additional £3 billion NHS revenue funding for ongoing independent sector capacity,
Nightingale hospitals, and support to quickly and safely discharge patients from NHS
hospitals through to March 2021.

•

Deliver a very significantly expanded seasonal flu vaccination programme for DHSCdetermined priority groups, including providing easy access for all NHS staff promoting
universal uptake. Mobilising delivery capability for the administration of a Covid19 vaccine
if and when a vaccine becomes available.

•

Expanding the 111 First offer to provide low complexity urgent care without the need for
an A&E attendance, ensuring those who need care can receive it in the right setting more
quickly. This includes increasing the range of dispositions from 111 to local services, such
as direct referrals to Same Day Emergency Care and specialty ‘hot’ clinics, as well as
ensuring all Type 3 services are designated as Urgent Treatment Centres (UTCs). DHSC
will shortly be releasing agreed A&E capital to help offset physical constraints associated
with social distancing requirements in Emergency Departments.

•

Systems should maximise the use of ‘Hear and Treat’ and ‘See and Treat’ pathways for 999
demand, to support a sustained reduction in the number of patients conveyed to Type 1 or 2
emergency departments.

•

Continue to make full use of the NHS Volunteer Responders scheme in conjunction with
the Royal Voluntary Society and the partnership with British Red Cross, Age UK and St.
Johns Ambulance which is set to be renewed.

•

Continuing to work with local authorities, given the critical dependency of our patients –
particularly over winter - on resilient social care services. Ensure that those medically fit for
discharge are not delayed from being able to go home as soon as it is safe for them to do so
in line with DHSC/PHE policies (see A3 above).
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C: Doing the above in a way that takes account of lessons learned during the first Covid
peak; locks in beneficial changes; and explicitly tackles fundamental challenges including
support for our staff, action on inequalities and prevention.
C1. Workforce

Covid19 has once again highlighted that the NHS, at its core, is our staff. Yesterday we
published We are the NHS: People Plan for 2020/21 - actions for us all which reflects the
strong messages from NHS leaders and colleagues from across the NHS about what matters
most. It sets out practical actions for employers and systems, over the remainder of 2020/21
ahead of Government decisions in the Autumn Spending Review on future education and
training expansions. It includes specific commitments on:
•

Actions all NHS employers should take to keep staff safe, healthy and well – both
physically and psychologically.

•

Specific requirements to offer staff flexible working.

•

Urgent action to address systemic inequality that is experienced by some of our staff,
including BAME staff.

•

New ways of working and delivering care, making full and flexible use of the full range of
our people’s skills and experience.

•

Growing our workforce, building on unprecedented interest in NHS careers. It also
encourages action to support former staff to return to the NHS, as well as taking steps to
retain staff for longer – all as a contribution to growing the nursing workforce by 50,000,
the GP workforce by 6,000 and the extended primary care workforce by 26,000.

•

Workforce planning and transformation that needs to be undertaken by systems to enable
people to be recruited and deployed across organisations, sectors and geographies locally.

All systems should develop a local People Plan in response to these actions, covering expansion
of staff numbers, mental and physical support for staff, improving retention and flexible
working opportunities, plus setting out new initiatives for development and upskilling of staff.
Wherever possible, please work with local authorities and local partners in developing plans for
recruitment that contribute to the regeneration of communities, especially in light of the
economic impact of Covid. These local People Plans should be reviewed by regional and
system People Boards, and should be refreshed regularly.
C2. Health inequalities and prevention.

Covid has further exposed some of the health and wider inequalities that persist in our society.
The virus itself has had a disproportionate impact on certain sections of the population,
including those living in most deprived neighbourhoods, people from Black, Asian and
minority ethnic communities, older people, men, those who are obese and who have other longterm health conditions and those in certain occupations. It is essential that recovery is planned
in a way that inclusively supports those in greatest need.
We are asking you to work collaboratively with your local communities and partners to take
urgent action to increase the scale and pace of progress of reducing health inequalities, and
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regularly assess this progress. Recommended urgent actions have been developed by an expert
national advisory group and these will be published shortly. They include:
•

Protect the most vulnerable from Covid, with enhanced analysis and community
engagement, to mitigate the risks associated with relevant protected characteristics and
social and economic conditions; and better engage those communities who need most
support.

•

Restore NHS services inclusively, so that they are used by those in greatest need. This will
be guided by new, core performance monitoring of service use and outcomes among those
from the most deprived neighbourhoods and from Black and Asian communities, by 31
October. Develop digitally enabled care pathways in ways which increase inclusion,
including reviewing who is using new primary, outpatient and mental health digitally
enabled care pathways by 31 March.

•

Accelerate preventative programmes which proactively engage those at greatest risk of poor
health outcomes. This should include more accessible flu vaccinations, the better targeting
of long-term condition prevention and management programmes, obesity reduction
programmes including self-referral to the NHS Diabetes Prevention Programme, health
checks for people with learning disabilities, and increasing the continuity of maternity
carers including for BAME women and those in high risk groups.

•

Strengthen leadership and accountability, with a named executive Board member
responsible for tackling inequalities in place in September in every NHS organisation. Each
NHS board to publish an action plan showing how over the next five years its board and
senior staffing will in percentage terms at least match the overall BAME composition of its
overall workforce, or its local community, whichever is the higher.

•

Ensure datasets are complete and timely, to underpin an understanding of and response to
inequalities. All NHS organisations should proactively review and ensure the completeness
of patient ethnicity data by no later 31 December, with general practice prioritising those
groups at significant risk of Covid19 from 1 September.

Financial arrangements and system working
To support restoration, and enable continued collaborative working, current financial arrangements
for CCGs and trusts will largely be extended to cover August and September 2020. The intention is
to move towards a revised financial framework for the latter part of 2020/21, once this has been
finalised with Government. More detail is set out in Annex Two.
Working across systems, including NHS, local authority and voluntary sector partners, has been
essential for dealing with the pandemic and the same is true in recovery. As we move towards
comprehensive ICS coverage by April 2021, all ICSs and STPs should embed and accelerate this
joint working through a development plan, agreed with their NHSE/I regional director, that
includes:

•

Collaborative leadership arrangements, agreed by all partners, that support joint working and
quick, effective decision-making. This should include a single STP/ICS leader and a nonexecutive chair, appointed in line with NHSE/I guidance, and clearly defined arrangements
for provider collaboration, place leadership and integrated care partnerships.
9

Page 137

•

Organisations within the system coming together to serve communities through a Partnership
Board, underpinned by agreed governance and decision-making arrangements including high
standards of transparency – in which providers and commissioners can agree actions in the best
interests of their populations, based on co-production, engagement and evidence.

•

Plans to streamline commissioning through a single ICS/STP approach. This will typically lead
to a single CCG across the system. Formal written applications to merge CCGs on 1 April 2021
needed to give effect to this expectation should be submitted by 30 September 2020.

•

A plan for developing and implementing a full shared care record, allowing the safe flow of
patient data between care settings, and the aggregation of data for population health.

Finally, we are asking you – working as local systems – to return a draft summary plan by 1
September using the templates issued and covering the key actions set out in this letter, with final
plans due by 21 September. These plans need to be the product of partnership working across
STPs/ICSs, with clear and transparent triangulation between commissioner and provider activity
and performance plans.
Over the last few months, the NHS has shown an extraordinary resilience, capacity for innovation
and ability to move quickly for our patients. Like health services across Europe, we now face the
double challenge of continuing to have to operate in a world with Covid while also urgently
responding to the many urgent non-Covid needs of our patients. If we can continue to harness the
same ambition, resilience, and innovation in the second half of the year as we did in the first, many
millions of our fellow citizens will be healthier and happier as a result. So thank you again for all
that you and your teams have been – and are – doing, in what is probably the defining year in the
seven-decade history of the NHS.
With best wishes,

Simon Stevens
NHS Chief Executive

Amanda Pritchard
NHS Chief Operating Officer
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ANNEX ONE: IMPLICATIONS OF EPRR TRANSITION TO A LEVEL 3 INCIDENT
As previously signalled, effective 1 August 2020 the national incident level for the Covid19
response will change from level 4 (an incident that requires NHS England National Command and
Control to support the NHS response) to level 3 (an incident that requires the response of a number
of health organisations across geographical areas within an NHS England region), until further
notice.
It is entirely possible that future increases in Covid demands on the NHS mean that the level 4
incident will need to be reinstated. In which case, there will be no delay in doing so. However this
change does, for the time being, provide the opportunity to focus local and regional NHS teams on
accelerating the restart of non-Covid services, while still preparing for a possible second national
peak.
The implications of the transition from a level 4 to level 3 incident are as follows:
•

Oversight: Transition from a national command, control and coordination structure to a regional
command, control and coordination structure but with national oversight as this remains an
incident of international concern.

•

Reporting: We will be stopping weekend sit rep collections from Saturday 8 August 2020
(Saturday and Sunday data will be collected on Mondays with further detail to follow). Whilst
we are reducing the incident level with immediate effect reports will still be required this
weekend (1 and 2 August 2020) and we will subsequently need to be able to continue to align to
DHSC requirements. Additional reporting will be required for those areas of the country
experiencing community outbreaks in line with areas of heightened interest, concern or
intervention.

•

Incident coordination functions: The national and regional Incident Coordination Centres will
remain in place (hours of operation may be reduced). The frequency of national meetings will
decrease (for example IMT will move to Monday, Wednesday, Friday). Local organisations
should similarly adjust their hours and meeting frequency accordingly. It is however essential
that NHS organisations fully retain their incident coordination functions given the ongoing
pandemic, and the need to stand up for local incidents and outbreaks.

•

Communications: All communications related to Covid19 should continue to go via established
Covid19 incident management channels, with NHS organisations not expected to respond to
incident instructions received outside of these channels. Equally, since this incident continues to
have an international and national profile, it is important that our messaging to the public is
clear and consistent. You should therefore continue to coordinate communications with your
regional NHS England and NHS Improvement communications team. This will ensure that
information given to the media, staff and wider public is accurate, fully up-to-date and aligns
with national and regional activity.
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ANNEX TWO: REVISED FINANCIAL ARRANGEMENTS
The current arrangements comprise nationally-set block contracts between NHS providers and
commissioners, and prospective and retrospective top-up funding issued by NHSE/I to
organisations to support delivery of breakeven positions against reasonable expenditure. The M5
and M6 block contract and prospective top-up payments will be the same as M4. Costs of testing
and PPE will continue to be borne centrally for trusts and general practices funded by DHSC who
continue to lead these functions for the health and social care sectors.
The intention is to move towards a revised financial framework for the latter part of 2020/21, once
this has been finalised with Government.
The revised framework will retain simplified arrangements for payment and contracting but with a
greater focus on system partnership and the restoration of elective services. The intention is that
systems will be issued with funding envelopes comprising funding for NHS providers equivalent in
nature to the current block and prospective top-up payments and a system-wide Covid funding
envelope. There will no longer be a retrospective payment mechanism. Providers and CCGs must
achieve financial balance within these envelopes in line with a return to usual financial disciplines.
Whilst systems will be expected to breakeven, organisations within them will be permitted by
mutual agreement across their system to deliver surplus and deficit positions. The funding
envelopes will comprise:

•

CCG allocations – within which block contract values for services commissioned from NHS
providers within and outside of the system will continue to be nationally calculated;

•

Directly commissioned services from NHS providers – block contract values for specialised and
other directly commissioned services will continue to be nationally calculated;

•

Top-up – additional funding to support delivery of a breakeven position; and

•

Non-recurrent Covid allocation – additional funding to cover Covid-related costs for the
remainder of the year.

Funding envelopes will be calculated on the basis of full external income recovery. For
relationships between commissioners and NHS providers we will continue to operate nationally
calculated block contract arrangements. For low-volume flows of CCG-commissioned activity,
block payments of an appropriate value would be made via the Trust’s host CCG; this will remove
the need for separate invoicing of non-contract activity.
However block payments will be adjusted depending on delivery against the activity restart goals
set in Section A1 and A2 above.
Written contracts with NHS providers for the remainder of 2020/21 will not be required.
For commissioners, non-recurrent adjustments to commissioner allocations will continue to be
actioned – adjustments to published allocations will include any changes in contracting
responsibility and distribution of the top-up to CCGs within the system based on target allocation.
Reimbursement for high cost drugs under the Cancer Drugs Fund (CDF) and relating to treatments
under the Hepatitis C programme will revert to a pass-through cost and volume basis, with
adjustments made to NHS provider block contract values to reflect this. For the majority of other
high cost drugs and devices, in-year provider spend will be tracked against a notional level of spend
12
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included in the block funding arrangements with adjustments made in-year to ensure that providers
are reimbursed for actual expenditure on high cost drugs and devices. This will leave a smaller list
of high cost drugs which will continue to be funded as part of the block arrangements.
In respect of Medical pay awards, on 21 July 2020 the Government confirmed the decision to uplift
pay in 2020/21 by 2.8% for consultants, specialty doctors and associate specialists, although there
is no uplift to the value of Clinical Excellence Awards, Commitment Awards, Distinction Awards
and Discretionary Points for 2020/21. We expect this to be implemented in September pay and
backdated to April 2020. In this event, NHS providers should claim the additional costs in
September as part of the retrospective top-up process. Future costs will be taken into account in the
financial framework for the remainder of 2020/21, with further details to be confirmed in due
course.
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STP Code

STP Name

QYG

CHESHIRE AND MERSEYSIDE STP

Calculated Field
Prepopulated Cell
Enter Data in Cell
CCG2
CCG3

CCG1

99A

CCG1

CCG4

CCG5

CCG6

CCG7

CCG8

CCG9

CCG10

NHS LIVERPOOL CCG

Validations
Apr-20

May-20

Jun-20

July-20

Aug-20

Sept-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Comments
No value
Required
Values whole greater than
Cells Missing
numbers
100%

RTT

RTT Waiting List

E.B.3a

The total number of incomplete RTT
pathways at the end of the month

E.B.18

The number of incomplete RTT pathways
(patients waiting to start treatment) of 52
weeks or more at the end of the reporting
period

1024
Number of 52+ Week RTT
waits
1025

29,912

28,654

30,518

30,699

30,835

31,711

31,031

31,281

30063

10

47

525

430

345

277

228

142

48

1,764

2,851

9,426

10,725

9,854

8,185

10,697

9,858

854

979

907

753

984

7,737

8,513

7,703

7,197

0

0

0

17,163

19,238

854

Sub
categories
not greater
than total

No special
characters

Incomplete pathways are expected to incr

TRUE

Passed

Passed

Passed

factors in data from weekly PTL. Anticipate

TRUE

Passed

Passed

Passed

10302

FALSE

Passed

Passed

Passed

907

948

FALSE

Passed

Passed

8,423

7,660

7576

FALSE

Passed

Passed

0

0

0

0

FALSE

Passed

Passed

17,557

15,382

19,120

17,518

17878

979

907

753

984

907

948

Referrals

GP Referrals
1002

E.M.7a
GP Referrals - of which commissioned
from Independent Sector Providers

1180

1003

Referrals made for a First
Outpatient Appointment
(General & Acute)

51

Passed

Passed

Other Referrals
3,850

E.M.7b

4,817

Other Referrals - of which
commissioned from Independent
Sector Providers

1181

Passed

Passed

Passed

Total Referrals
1001

5,614

E.M.7

7,668

Total Referrals - of which
commissioned from Independent
Sector Providers

1182

Outpatients

Consultant-led first outpatient attendances
(face-to-face)

1005

E.M.8c

Consultant-led first outpatient
attendances (face-to-face) - of which
commissioned from Independent
Sector Providers

1183

Consultant-led first outpatient attendances
(telephone/video)

1006

E.M.8d

Consultant-led first outpatient
attendances (telephone/video) - of
which commissioned from Independent
Sector Providers

1184

1007 Consultant Led Outpatient
Attendances (Specific Acute)

Consultant-led follow-up outpatient
attendances (face-to-face)
E.M.9c

Consultant-led follow-up outpatient
attendances (face-to-face) - of which
commissioned from Independent
Sector Providers

1185

Consultant-led follow-up outpatient
attendances (telephone/video)

1008

E.M.9d

Consultant-led follow-up outpatient
attendances (telephone/video) - of
which commissioned from Independent
Sector Providers

1186

4,107

4,947

14,703

16,632

14,772

12,511

13,975

12,848

14829

Regular outpatient attendances as 100 per

TRUE

Passed

Passed

23

4

789

899

804

681

761

700

808

Regular outpatient attendances as 100 per

TRUE

Passed

Passed

1,260

1,575

284

320

283

240

268

247

285

Regular outpatient attendances as 100 per

TRUE

Passed

Passed

0

0

0

0

0

0

0

Regular outpatient attendances as 100 per

TRUE

Passed

Passed

7,911

8,315

26,186

27,724

24,640

17,675

17,382

12,939

12274

Regular outpatient attendances as 100 per

TRUE

Passed

Passed

725

110

1,607

1,708

1,525

1,094

1,075

800

759

Regular outpatient attendances as 100 per

TRUE

Passed

Passed

7,614

7,668

2,916

4,892

6,160

7,575

11,588

12,939

18412

Shift to 60 percent virtual as per Simon Ste

TRUE

Passed

Passed

79

233

179

301

381

469

717

800

1139

Shift to 60 percent virtual as per Simon Ste

TRUE

Passed

Passed

20,892

22,505

44,089

49,568

45,855

38,001

43,213

38,973

45800

827

347

2,575

2,908

2,710

2,244

2,553

2,300

2706

926

1,093

4,176

5,144

5,015

4,294

5,380

5,014

5593

Sep20 is 80 percent of Sep19, Oct20 is 90 p

TRUE

Passed

Passed

1

5

259

322

316

271

339

316

352

FALSE

Passed

Passed

113

131

518

607

624

545

600

619

690

TRUE

Passed

Passed

0

0

56

66

68

59

65

67

75

FALSE

Passed

Passed

1,039

1,224

4,694

5,751

5,639

4,839

5,980

5,633

6283

1

5

315

388

384

330

404

383

427

1,752

2,264

2,889

2,960

2,680

2,651

2,891

2,489

2524

TRUE

Passed

Passed

0

0

0

0

0

0

0

FALSE

Passed

Passed

46

41

37

33

30

27

24

TRUE

Passed

Passed

0

0

0

0

0

0

0

FALSE

Passed

Passed

3,466

3,609

3,424

3,614

3,558

3,246

3631

TRUE

Passed

Passed

0

0

0

0

0

0

0

FALSE

Passed

Passed

6,401

6,610

6,141

6,298

6,479

5,762

6,179

0

0

0

0

0

0

0

TRUE

Passed

Passed

FALSE

Passed

Passed

Passed

Passed

Passed

Passed

Passed

Passed

Passed

Passed

Passed

Passed

Passed

Passed

Total Outpatient Attendances
1004

E.M.8-9

Total Outpatient Attendances - of
which commissioned from
Independent Sector Providers

1187

Electives

Day Case spells
1010

E.M.10a

Day Case spells - of which
commissioned from Independent
Sector Providers

1189

Passed

Passed

Passed

Ordinary spells
1011 Total Elective Spells (Specific
Acute)

E.M.10b

Ordinary spells - of which
commissioned from Independent
Sector Providers

1190

Sep20 is 80 percent of Sep19, Oct20 is 90 p

Passed

Passed

Passed

Total Elective spells
1009

E.M.10

Total Elective spells - of which
commissioned from Independent
Sector Providers

1188

Non Elective

0 day length of stay
1013

E.M.11a

0 day length of stay - of which
commissioned from Independent
Sector Providers

1192

Assumed 100 percent of previous yr positi

Passed

Passed

Passed

+1 length of stay - COVID
1015

698

E.M.11c

175

+1 length of stay - COVID - of which
commissioned from Independent
Sector Providers

1194 Total Non-Elective Spells
(Specific Acute)

HCP advised to plan for falling COVID rate

Passed

Passed

Passed

+1 length of stay - Non-COVID
1016

1,778

E.M.11d

2,412

+1 length of stay - Non-COVID - of
which commissioned from Independent
Sector Providers

1195

Assumed 100 percent of previous yr positi

Passed

Passed

Passed

Total Non elective admissions
1012

4,228

E.M.11

4,851

Total Non elective admissions - of
which commissioned from
Independent Sector Providers

1191
A&E

Type 1&2 A&E attendances
1018

E.M.12a

1197

Type 1&2 A&E Attendances - of which
commissioned from Independent
Sector Providers

9,119

12,128

16,139

16,831

16,666

15,881

15,940

14,869

16704

1

2

0

0

0

0

0

0

0

593

844

2,466

2,678

2,722

2,780

2,676

2,503

2764

SUS recording for Type 3 and 4 catgories h

TRUE

Passed

Passed

29

29

17

19

19

19

19

18

19

SUS recording for Type 3 and 4 catgories h

TRUE

Passed

Passed

9,712

12,972

18,605

19,509

19,388

18,661

18,616

17,372

19468

30

31

17

19

19

19

19

18

19

541

611

1,700

2,047

1,987

1,670

2,235

1,853

2040

90 percent of Sep19 in Sep 20. 100 perce

TRUE

Passed

Passed

Passed

1,957

1,095

4,442

5,468

5,093

4,998

5,453

4,762

5226

90 percent of Sep19 in Sep 20. 100 perce

TRUE

Passed

Passed

Passed

1,454

993

4,359

5,411

4,815

4,290

5,330

2,435

4941

90 percent of Sep19 in Sep 20. 100 perce

TRUE

Passed

Passed

Passed

1

16

347

385

432

336

405

418

457

90 percent of Sep19 in Sep 20. 100 perce

TRUE

Passed

Passed

Passed

1

12

176

172

217

185

231

163

236

90 percent of Sep19 in Sep 20. 100 perce

TRUE

Passed

Passed

Passed

8

27

307

484

427

389

582

535

617

90 percent of Sep19 in Sep 20. 100 perce

TRUE

Passed

Passed

Passed

July level around 95 percent so think 100 p

Passed

Passed

Passed

Type 3&4 A&E attendances
1019

Type 1-4 A&E Attendances

E.M.12b

1198

Type 3&4 A&E Attendances - of which
commissioned from Independent
Sector Providers

Passed

Passed

Passed

Total Type 1-4 A&E Attendances
1017

E.M.12

1196

Total Type 1-4 A&E Attendances - of
which commissioned from
Independent Sector Providers
Diagnostic Activity

E.B.26a

Diagnostic Tests - Magnetic Resonance
Imaging

E.B.26b

Diagnostic Tests - Computed Tomography

E.B.26c

Diagnostic Tests - Non-Obstetric Ultrasound

E.B.26d

Diagnostic Tests - Colonoscopy

E.B.26e

Diagnostic Tests - Flexi Sigmoidoscopy

E.B.26f

Diagnostic Tests - Gastroscopy

1026

1027

1028

Diagnostic Test Activity

1029

1030

1031
Cancer
1044
Urgent cancer referrals

E.B.30

All patients urgently referred with suspected
cancer by their GP who received a first
outpatient appointment in the given month

705

853

1,905

2,169

1,894

1,601

1,875

1,894

1904

trajectory is as per original 2021planning s

TRUE

Passed

Passed

Passed

Cancer treatment volumes

E.B.31

Number of patients receiving first definitive
treatment following a diagnosis within the
month, for all cancers

165

130

235

257

210

177

207

189

247

trajectory is as per original 2021planning s

TRUE

Passed

Passed

Passed

1045
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Cheshire & Merseyside Health & Care Partnership
Phase 3 Planning

Authorisation Statement
I confirm that this workbook has been reviewed and that the assumptions and information used
are consistent for the organisations Activity/Performance and Finance planning returns.

Signed:

Title:
Date:
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Add electronic signature

Data Sharing Statement
Please see below important information regarding Data Sharing and how the data provided in this tool will be used. This statement covers how NHS England / Improvement will use the information provided.
Advice on local information governance which may be of interest to STPs / ICSs can be seen at https://data.england.nhs.uk/sudgt/

Important information regarding the collection and sharing of data from health systems relating to Strategic Planning
Please provide your submission using the strategic planning tool provided. If you have any concerns about the proposed sharing of current or historic annual operational and strategic planning data (as outlined below in this Information Governance data collection
and data sharing notice) please contact your NHS England / Improvement Lead to discuss this.

1. Why are NHS England / Improvement collecting the data?
The purpose of requesting collection of this data is to oversee and support systems in strategic planning, to develop safe and sustainable plans, support financial, activity, workforce and quality planning, assess and assure plans and provide feedback to systems.
NHS England / Improvement will use the data to discharge our statutory duties which includes requirements to protect and promote the interests of people who use health care services by promoting provision of health care services which are, inter alia,
economic, efficient and effective to:
• Exercise its functions with a view to securing continuous improvement in the quality of health and public health services provided to individuals. (NHS Act 2006, S13E, HSCA 2012 S23)
• Ensure decisions made by NHS England / Improvement about the purchase of healthcare services (excluding pharmaceutical services) must be transparent and fair, and improve the quality and efficiency of healthcare services for patients. In particular NHS
England / Improvement must act with a view to:
(a) Securing the needs of the people who use the services
(b) Improving the quality of the services
(c) Improving efficiency in the provisions of the services. (NHS (Procurement, Patient Choice and Competition) (No.2) Regulations 2013)
• Exercise its functions in line with Chapter 3 of Part 3 of, and paragraph 15 of Schedule 8 to, the Health and Social Care Act 2012 (licensing and general power) and having regard to its general duties in sections 62 and 66 of that Act.

The supporting legislation for NHS England / Improvement to collect this data is as follows:
• enable Monitor to support providers of services for the purposes of the NHS, in exercise of its functions under Chapter 3 of Part 3 of, and paragraph 15 of Schedule 8 to, the Health and Social Care Act 2012 (licensing and general power) and having regard to its
general duties in sections 62 and 66 of that Act.
• Direction 2 of National Health Service Trust Development Authority Directions and Revocations and the Revocation of the Imperial College Healthcare NHS Trust Directions 2016;
The data collected will enable NHS England / Improvement to assist and support commissioners of NHS services to ensure continuous improvement in the quality and financial sustainability of the NHS and the services they provide.
The guidance and data collection templates provided set out the data required for the above purposes. NHS England / Improvement will request collection of this data from your organisation directly and instructions regarding this will be provided in the national
Planning and Technical Guidance and within the templates provided and other relevant communications.
This request relates to an annual operational and strategic planning data collection by you and we request this data submission should be sent to us in accordance with the planning timetable as outlined in the national guidance.

2. Type and level of data being collected?
Patient-level data (including NHS number) is not required for this data collection exercise. What is being requested is as set out in the national planning and technical guidance documents, which includes finance, activity, workforce and planning data. Any fields
that would potentially allow an identification of a patient or staff member must be excluded.
3. Who will access the data and how will it be further shared in the context of the joint working between NHS England and NHS Improvement?
The data submitted by you will be primarily accessed by NHS England / Improvement national and regional teams on a ‘need to know basis’ and in line with role-based access controls for the purpose set out in this document.
NHS England / Improvement may also share the data internally within NHS England / Improvement to support our wider delivery of all statutory responsibilities.
NHS England / Improvement will use this data to discharge its statutory functions, duties and powers reserved to the Board to ‘ensure compliance with the concurrent duty, held with the Secretary of State for Health, to continue the promotion in England of a
comprehensive health service’.
4. Sharing the data with other partner organisations and arm’s length bodies (ALBs) including HEE.
This data will be shared with other partner organisations and arm’s length bodies (ALBs) to facilitate joint working arrangements and support individual systems (where necessary). Sharing with a third party will always be done securely and in accordance with the
guidance set out in this document.
5. Where will the data be stored and for how long?
Data collected and processed will be stored securely at all times within the NHS England / Improvement internal secure servers. Data made available to other partner organisations or ALBs will minimised to provide only what is necessary and data will be required
to be held securely in line with the security and confidentiality requirements including those set out in any data sharing agreements.
6. What analysis will be done on the data and how will the results be used?
NHS England / Improvement staff will undertake analysis of the plan submissions to assess and provide feedback to systems. Part of the analysis may involve triangulating your submitted data with other data or information held by NHS England / Improvement to
provide more in depth understanding of planning positions across commissioner/provider or ICS/STP level.

Data Sharing at system level
Local systems and organisations are asked to take a shared, open-book approach to planning. To support the development and assurance of plans and to monitor progress, we intend to share the plans in this template with other NHS organisations and system
partners. If you object to your plans being shared in this way, tick the box:
I object to the plan data in this return being shared with other NHS organisations and System partners
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Phase 3 Planning | CCG Submission Activity
V2.1

To minimise data entry errors, this template has Data Validation Tests built in. If any Data Validation Tests fail, the Data
Validations tab will indicate that submission criteria are not met. Please review the summary in the Data Validations tab following
the instructions given.
Data Validation tests highlight errors in the data entered in the template. If any of the Data Validation Tests fail, this will prevent
upload of the template to SDCS.
Data Warning Alerts highlight possible problems in the data entered in the template. If any of the Data Warning Alerts on a
specific tab are activated, this will not prevent upload of the template to SDCS, however please review your data and ensure you
are content that the data entered is correct.
Once the Data Validations tab indicates that submission criteria are met, you can submit the completed templated to the SDCS
system.
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Cheshire & Merseyside Health & Care Partnership
2020/21 Forecast Run Rates

Purpose
The purpose of this template is to assist in forecasting CCG expenditure for the remainder of 2020/21 (and hence the total CCG expenditure for the year) in anticipation of a C&M system-level
financial envelope.
This will inform the magnitude of the likely financial gap based on the notified system envelope as well as the nature/scale of mitigating actions necessary.
Requirements
The information required is high level although appreciate the work necessary to complete them requires a lot more detail. Although the template is fairly self-explanatory, there are a few points
to usefully note.
·       Green cells to be completed on all tabs. White cells are auto-calculated and should not be overwritten.
·       Use actual expenditure (and income as relevant) for the period April to July. These should generally agree with reported montioring submissions.
·       Please use the Issues tab to capture all assumptions, risk or issues applied in compiling the forecast.
·      Please use the assumptions set out within the guidance 'CCG financial management in the period 1 April to 31 July' .
·       It may more relaible for CCGs to develop the M7-M12 forecast for 2020/21 from the normalised M7-M11 exit run rate for 2019/20. To support this, pre-populated working papers will be sent
separately to the respective CCG as a basis of undertaking this additional element of work.
·      For assistance with the categorisation of expenditure, referring to the 'Mapping' tab.
Please do not alter the format of the template in any way.
We fully recognise that the timescales for return of this and other associated templates are short; however, this early work is critical to obtain an understanding of the overall likely financial
position of the System for 2020/21, and what steps can be taken as soon as possible to manage/mitigate this. This is likely to be an interative process, and may require further review of the
mechanics of the NHS financial regime for M7-M12 is clarified.
If you have any queries about how to complete the template or what should be included, please contact :
Steve Barrow
stephen.barrow@nhs.net
Nigel Gloudon
nigel.gloudon3@nhs.net
07900 715232
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Cheshire & Merseyside Health & Care Partnership
2020/21 Forecast Run Rates
Liverpool CCG

CCG
Total Forecast

Month

April
May
June
July
August
September
October
November
December
January
February
March
Total

Expenditure +/
Income -

Acute
(NHS)

Acute
(Non-NHS)

Mental Health
(NHS)

Mental Health
(Non-NHS)

+/+/+/+/+/+/+/+/+/+/+/+/-

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
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Community Continuing Care
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Primary Care
(excluding
Prescribing)

Prescribing

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Primary Care Other Programme
Co-Commissioning
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Total
Commissioning
Services

Running Costs

Net Expenditure

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Cheshire & Merseyside Health & Care Partnership
2020/21 Forecast Run Rates
CCG

Liverpool CCG

Base Block
Month

April
May
June
July
August
September
October
November
December
January
February
March
Total

Expenditure +/
Income -

Acute
(NHS)

Acute
(non-NHS)

Mental Health
(NHS)

Mental Health
(Non-NHS)

+/+/+/+/+/+/+/+/+/+/+/+/-

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
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Community Continuing Care
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Primary Care
(excluding
Prescribing)
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Prescribing

Primary Care
Co-Commissioning

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Other
Programme
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Total
Commissioning
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Running Costs

Net
Expenditure

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Cheshire & Merseyside Health & Care Partnership
2020/21 Forecast Run Rates
CCG

Liverpool CCG

Base Non-Block

Month

April
May
June
July
August
September
October
November
December
January
February
March
Total

Expenditure +/
Income -

Acute
(NHS)

Acute
(non-NHS)

Mental Health
(NHS)

Mental Health
(non-NHS)

Community

Continuing Care

+/+/+/+/+/+/+/+/+/+/+/+/-

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
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Primary Care
(excluding
Prescribing)
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Prescribing

Primary Care
Co-Commissioning

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Other
Programme
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Total
Commissioning
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Running Costs Net Expenditure

0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Cheshire & Merseyside Health & Care Partnership
2020/21 Forecast Run Rates
CCG

Liverpool CCG

COVID

Month

April
May
June
July
August
September
October
November
December
January
February
March
Total

Expenditure +/
Income -

Acute
(NHS)

Acute
(non-NHS)

Mental Health
(NHS)

Mental Health
(non-NHS)

+/+/+/+/+/+/+/+/+/+/+/+/-

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
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Community Continuing Care
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Primary Care
(excluding
Prescribing)

Prescribing

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Primary Care Other Programme
Services
Co-Commissioning
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Total
Commissioning
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Running Costs

0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Net
Expenditure
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Cheshire & Merseyside Health & Care Partnership
2020/21 Forecast Run Rates
CCG

Liverpool CCG

Restoration

Month

April
May
June
July
August
September
October
November
December
January
February
March
Total

Expenditure +/
Income -

Acute
(NHS)

Acute
(non-NHS)

Mental Health
(NHS)

Mental Health
(non-NHS)

+/+/+/+/+/+/+/+/+/+/+/+/-

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
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Community Continuing Care
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Primary Care
(excluding
Prescribing)
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Prescribing
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Primary Care Other Programme
Co-Commissioning
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Total
Commissioning Running Costs
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Net
Expenditure
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Cheshire & Merseyside Health & Care Partnership
2020/21 Forecast Run Rates
CCG

Liverpool CCG

Winter

Month

April
May
June
July
August
September
October
November
December
January
February
March
Total

Expenditure +/
Income -

Acute
(NHS)

Acute
(non-NHS)

Mental Health
(NHS)

Mental Health
(non-NHS)

+/+/+/+/+/+/+/+/+/+/+/+/-

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
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Community Continuing Care
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Primary Care
(excluding
Prescribing)
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Prescribing
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Primary Care Other Programme
Co-Commissioning
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Total
Commissioning Running Costs
Services
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Net
Expenditure
£000
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Please use this sheet to capture all emergent or potential issues/findings identified as well as local assumptions applied, particularly where these may impact on the resultant expenditure forecast.
Add additional rows as necessary.

No.

Issue identified
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Potential impact

Resolution (if applicable)

ISFE

Data Collection

Acute services - NHS (Block)

Acute (NHS)

Acute services - Independent/commercial sector (outside of Nationally procured)

Acute (Non-NHS)

Acute services - Other non-NHS

Acute (Non-NHS)

Acute Services - Other Net Expenditure

Acute (Non-NHS)

MH Services - NHS (Block)

Mental Health (NHS)

MH Services - Independent / Commercial Sector (outside of Nationally procured)

Mental Health (Non-NHS)

MH Services - Other non-NHS

Mental Health (Non-NHS)

MH Services - Other net expenditure

Mental Health (Non-NHS)

Community Health Services

Community

Continuing Care Services

Continuing Care

Prescribing

Prescribing

Community Base Services

Primary Care (excluding Prescribing)

Out of Hours

Primary Care (excluding Prescribing)

Practice Transformation Support

Primary Care (excluding Prescribing)

£1.50 per head PCN Development Investment

Primary Care (excluding Prescribing)

GP IT Costs

Primary Care (excluding Prescribing)

PC - Other

Primary Care (excluding Prescribing)

PC - Balancing Figure (Map to N/A)

Primary Care (excluding Prescribing)

General Practice - GMS

Primary Care Co-Commissioning

General Practice - GMS

Primary Care Co-Commissioning

General Practice - PMS

Primary Care Co-Commissioning

Other List-Based Services (APMS incl.)

Primary Care Co-Commissioning

Premises cost reimbursements

Primary Care Co-Commissioning

Primary Care NHS property Services Costs - GP

Primary Care Co-Commissioning

Other Premises costs

Primary Care Co-Commissioning

Enhanced services

Primary Care Co-Commissioning

QOF

Primary Care Co-Commissioning

Other - GP services

Primary Care Co-Commissioning

Delegated Contingency (Memo)

Primary Care Co-Commissioning

Other Programme Services

Other Programme Services

Running Costs (ISFE)

Running costs
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Concise Commentary on Activity for your Organisation - Phase 3 Submission
Please submit to england.CMP3Submissions@nhs.net by COP 24th August
Name of Trust:

NHS Liverpool Clinical Commissioning Group

Contact Details for Queries (email and tel.):
Michelle.Urwin@liverpoolccg.nhs.uk Tel: 0777 418 7727
Tim.Caine@liverpoolccg.nhs.uk Tel: 07825 753910
Shan.Mattock@liverpoolccg.nhs.uk Tel: 07876 572498
OVERVIEW LIVERPOOL CCG PLANNING ASSUMPTIONS
Unless otherwise stated, ALL activity plans for Sep-20 through to Mar-21 are based on
 the corresponding months activity volumes in 2019-20
 Mar-19 activity has been used to replace Mar- 20 activity however due to Mar-20
being compromised by COVID-19
 The activity volumes used have been taken from NHS E/I Joint Activity Report (JAR)
to support alignment/monitoring with NHSE/I.
The submission at 24th August is DRAFT with the plans being generated largely by the CCG.
 The triangulation of activity plans between the CCG and the Trusts has not yet taken
place due to the shortened timescales for the first submission to C&MHCP.
 At present only plans from Liverpool Women’s FT Hospital have been received.
 Draft plans will be refined upon receipt of the main providers planning intentions to
understand recovery and enable full triangulation / alignment ahead of the
September submission.
COVID-19
 Following recent guidance from C&MHCP of an expected continued fall in COVID
related admission, a 10% fall in COVID-19 related spells has been applied to NEL
spells between Sept-20 and Mar-21.

Elective
Key strategic actions and assumptions that underpin:
Planned referral levels
Referrals are expected to continue to increase as general practice activity resumes. The
plan assume that referrals will be almost at the same level as last year in September (97%)
and that by Nov-20, both GP and other referrals will be at 100% of last year’s referrals for
the month.
Whilst measures have been taken and continue to be taken, access to phlebotomy services
in the community remains a risk to delivery of referrals from primary care.

Outpatients

1
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As per Simon Stevens letter, the plan assumes a rising increase in activity to get back to last
year’s activity levels. The plans assume a month on month increase, aiming to deliver 80%
of last year’s activity levels in September, 90% in October and 100% in November.
Virtual outpatient attendances: The guidance states an expected 25% of all outpatient
attendances will be delivered virtually, with 60% of follow-ups being virtual. For Liverpool
Providers, in almost all cases, 60% of follow-ups will result in 25% overall.
The assumed planning trajectory applied is that providers will hit 60% of follow up
appointments being virtually delivered in March 2021 rising as follows:
• Sep 10% * Walton is a slight exception here, as they’re already >10%
• Oct 15%
• Nov 20%
• Dec 30%
• Jan 40%
• Feb 50%
• Mar 60%
Advice & Guidance: No adjustments have been made to the elective activity plans for
Advice & Guidance in the first draft submission. Triangulation of the Trust plans is required
to confirm the expected impact for Liverpool CCG in the final submission.
Liverpool University Hospitals NHS Foundation Trust plans to improve utilisation of advice
and guidance (A&G) to manage the volume of routine referrals for Dermatology, with
evidence of increased uptake in RAS utilisation and clinical triage for direct referrals from
Primary Care. This is further outlined in the Trusts Recovery Plan.

Day cases
As per Simon Stevens letter, the CCG plan assumes a steady increase in activity to get back
to last year’s activity levels. The plan assumes a month on month increase, aiming to deliver
80% of last year’s activity levels in September, 90% in October and 100% in November.
Liverpool Women’s Hospital plan assumes that day case activity, for the remainder of
2020/21, will peak at 80% of last year’s volume. This is largely due to changes made in the
Bedford Clinic in response to COVID-19. The plan assumes that 50% of this (lost) day case
activity will instead shift to an outpatient setting and be carried out as a follow up outpatient
procedure (OPPROC).

Ordinary elective activity (& overnight elective)
As per Simon Stevens letter, the CCG plan assumes a steady increase in activity to get back
to last year’s activity levels. The plan assumes a month on month increase, aiming to deliver
80% of last year’s activity levels in September, 90% in October and 100% in November.
The assumptions are based on the Trusts continuing to expand their elective activity i.e.
theatre capacity for all urgent and cancer pathways and capacity for cases waiting 35+ wks.

RTT waiting list position
2
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At present the CCG has not yet received updated trajectory/plan from our main providers
and so in the absence of this the following assumptions have been applied in preparing the
RTT plan:
 The incomplete pathways trajectory is based on historic trends over last 4 years with
some monthly adjustments to take account of recent lower activity levels and to
correspond to the planned increases in referrals as these start to come through.
 Without the trust plans, it has been assumed that incomplete pathways will be a
similar level at March 21 as at April/May 20.
52 Week Waiters: As noted above the CCG has not yet received updated trajectory/plan
from our main providers and so in the absence of this the following assumptions have been
applied in preparing the 52 week waiter trajectory for LCCG;
 The plan is based on the provider’s latest positions from the weekly PTL, as at 9th
Aug 2020.
 Given the most recent figures and communications with providers, it is not expected
that there will be Zero 52 week waiters by March 21.
 The CCG is planning to deliver a 90% reduction in long waiters on the September
position, by the end of March 21. This means the planned number of 52 week
waiters at March 21 will be at similar levels to those observed in May 20. A seasonal
profile has been applied to account for reduced elective activity over the winter
months.

For elective where not included in the above, the assumed impact of any
significant capacity constraints related to minimising the risk of COVID-19
transmission and how these are addressed as part of your plan including:
The level of activity expected to be delivered through additional sessions e.g.
through extended hours / at weekends
N/A – Trust to provide detailed assumptions.

Actions to maximise independent sector activity under the national contract
Liverpool University Hospital NHS Foundation Trust (LUHFT) is leading on utilising the
independent sector capacity available in the city for recovery planning. The Trust is
working with Spire Liverpool to maximise the use of the independent sector capacity; at
present, this is being used for breast cancer surgery on a weekly basis and has provided
critical capacity.
Overview of this activity is managed via the Senior Leaders recovery call.

Availability of workforce and actions to use the skills of people and teams
most effectively and efficiently across the system (linked to overall
workforce narrative)
The health and safety of staff is paramount. All staff groups are fundamental to the
successful delivery of our place plans, during phase 3 and winter. All organisations plans
will prioritise the health and wellbeing of the workforce in order to maximise workforce
3
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availability, sustainability and productivity. Throughout COVID-19 individuals, teams and
organisations across all sectors have vastly supported each other and this is continuing with
shared plans in place.
Additional Sessions to support COVID Recovery – Diagnostics: Liverpool CCG is
currently in discussions with the Trusts at a system level to support cross organisational
working to utilise ‘system’ capacity and availability e.g. acute diagnostics and community
phlebotomy. These projects support cross organisational (system) working and mutual
aid where workforce capacity is restricted or limited.
A ‘Liverpool System’ recovery call takes place bi-weekly with Trust leads to enable
strategic collaboration for diagnostic activity and ‘patient sharing’ under mutual aid. This
project will deliver diagnostic cross site diagnostic CT scanning yet workforce capacity in
this field is limited to cover the capacity of scanning time available. Trust plans for
weekend and extended hour capacity is currently being ascertained for diagnostics, to
understand the issues of staffing capacity, specifically for ECHO and CT (Cardio).

Availability of protected diagnostic and treatment facilities (surgical and
non-surgical)
N/A – we do not have access to this level of detail as a commissioner.

Actions to maximise the use of digital technology to provide care more
efficiently
NHS Liverpool CCG’s digital team works in collaboration with the trusts to ensure digital
technology is provided efficiently and effectively. This includes working with all Trust
partners via the strategic recovery planning group, to support a more strategic and ‘joined
up’ approach to the implementation of ‘Attend Anywhere’ for virtual consultations as a vital
component of the recovery planning .
The CCG is currently working with the C&MHCP on the implementation of Teledermatology (September 2020) and Liverpool University Hospitals NHS Foundation Trust
as part of their integration post-merger. The increased use of digital photographs in
Dermatology has supported A&G, with 52 referrals back to Primary Care pre-covid
compared to 118 post implementation.
The CCG is collaborating on a wider footprint with digital partners on the Share2Care
programme. The work programme includes radiography reporting which will be integral to
achieving joint scanning across providers in the future and enabling sharing technology for
the movement of reporting scans and once complete shared care.

Additional actions planned to sustain the continued recovery of services
during the winter period
Diagnostic capacity has been severely restricted with the introduction of the COVID-19
measures. A system recovery action plan is currently in place which includes the
movement of patients for diagnostics under mutual aid, based on where current capacity
‘sits’ within the system. This approach is being ‘piloted’ as a proof of concept with both
CT (Cardio) and ECHO between LUHFT and Liverpool Heart & Chest FHT. These are
4
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areas of current pressure for the Acute Trust – see Liverpool Winter Plan for further
information.

Any key issues and risks for elective associated with the above
At present the draft elective plans submitted have not yet factored any assumptions for the
items listed below;
o Advice & Guidance
o PIFU
o Impact of Cancer Alliance plans
These will be factored in for final submission in September. As PIFU is a new and as yet
unquantified requirement, advice is welcomed from C&MHCP on the expected impact of
PIFU on elected activity.

Non-Elective
Key strategic actions and assumptions that underpin:
Non elective admissions at our main provider LUHFT, at June were at 87% of the
previous year’s activity and 90-95% currently. Using this as a guiding start point the CCG
has assumed a continued increase in non-elective activity and has planned that non
elective activity will meet 100% of last year’s activity levels in September and each month
thereafter.
This assumption has been applied to all non-elective activity lines.

A&E attendances
Due to issues with the Type 3 and 4 activity (Walk in Centres), SUS data has been used as
the basis for the A&E attendance activity plan rather than the Joint Activity Report (JAR).
The plan assumes to meet 100% of A&E activity levels as the same month previous year
from September 2020 and each month thereafter. This reflects the plan for the non-elective
activity.
Liverpool Women’s Specialist Emergency Unit; Adjusted for in the plan. It is assumed
that due to changes stemming from COVID-19 activity will peak at 70% all year as the Trust
continues to implement the Covid-19 requirements regarding the governance of patients
within an emergency setting.

Non-elective admissions (including 0 vs +1 length of stay)
Non elective activity is planned to meet 100% of last year’s activity levels in September
and each month thereafter.
This assumption has been applied to all non-elective activity lines.

Available G&A beds and occupancy (include any nuances re availability vs
occupancy for site/sites)
-

Not required on CCG return
5
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Where not included in the above, the assumed impact of actions to:
Minimise demand on A&E services
-

Not yet included

Increase acute admission capacity and improve flow
-

Not yet included

Sustain reductions in length of stay
-

Not yet included

COVID patient demand
Following recent guidance from C&MHCP of an expected continued fall in COVID related
admissions, a 10% fall in COVID-19 related spells has been applied to NEL spells
between Sept-20 and Mar-21.

Additional actions planned to sustain the continued recovery of services
during the winter period
-

See Liverpool Winter Plan

Any key issues and risks associated with non-elective in the above
-

See Liverpool Winter Plan
Although plans are in place, community capacity remains a risk to support hospital
flow

Cancer
Key actions and assumptions that underpin:
All assumptions are based on recovery not being adversely impacted by a further local
spike of COVID-19. Should a further local spike occur, this will potentially impact further
on referrals, diagnostic and treatment pathways; as well as impacting on patient factors,
e.g. seeking support for health related issues, shielding.

Planned treatment volumes
Trusts have prioritised cancer recovery, and are seeking to ensure all pathways / capacity
remains open to manage the backlog. As such, recovery of activity is being actively
managed by providers.
Data is visible via the excellent Cheshire & Mersey Cancer Alliance dataset, and is being
used to inform treatment planning and capacity planning.
Endoscopy will continue to be under considerable pressure with a sizable backlog to work
through; and are operating at lower throughput due to COVID-safe requirements.
Services are undertaking clinical prioritisation to identify and scope first those more likely
to have cancer; this may deliver a higher proportion of patients initially scoped and
diagnosed with a cancer. To help maintain the throughput of cancers diagnosed and
treated, the data will inform over time if this is possible. Over time, reduced endoscopy
capacity will pose a risk to treatment delivery, as the patients remain longer in their
6
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diagnostic pathway.

Waiting time performance for all key targets (urgent, 62 and 104 day)
62 and 104 day waiting time performance will remain a challenge for some time, as
providers work through the backlogs of patients waiting for a diagnosis; upper and lower
GI will continue to be significant challenges in this regard.
A number of patients are no longer shielding; they were previously not attending for
diagnosis/treatment. This group is now attending for investigation and treatment, and this
will negatively impact on 62 and 104 day performance.

Where not included in the above, for cancer the assumed impact of any
significant capacity constraints related to minimising the risk of COVID-19
transmission and how these are addressed as part of your plan including:
Availability of capacity and workforce (both diagnostic – especially
endoscopy and CT/MRI – and treatment) to meet current and returning
demand, including from independent sector. (Also any estates equipment or
other constraints)
Imaging is prioritising cancer related work for CT and MR. Cancer screening has not fully
recommenced, and this will pose further significant challenges when it recommences,
particularly breast screening.
The backlog of patients waiting for CT scans for Liverpool Healthy Lung has been
prioritised, and work has started to scan these patients. Planning is starting to
recommence the Liverpool Healthy Lung programme, as part of the national programme
working with Knowsley & Halton. Planning will need to be fully informed by workforce,
equipment availability, reporting capacity and the requirements to deliver a COVID-safe
service
Endoscopy is a significant challenge. The Cheshire & Mersey endoscopy network has a
comprehensive programme of work to collectively improve demand and capacity; share
capacity; mobilise a new workforce model; ensure visible data; and ensure a consistent
approach to prioritisation. For cancer at present, endoscopy capacity presents the biggest
risk to recovery because of the volume of patients affected.
Bowel cancer screening has not yet recommenced, and when it does, this will further
impact on endoscopy

Availability of protected diagnostic and treatment facilities (surgical and
non-surgical)].
Surgical hubs are available in the region should there be a surge in demand, to support
some head and neck, breast, lower GI, colorectal and urology surgery. There are no
reported issues around oncology capacity, delivered by Clatterbridge Cancer Centre.
Diagnostic capacity - endoscopy remains the biggest challenge for the system, with active
work in progress to maximise the collective resource.
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Any significant expected variation in access to services for particular patient
groups and how this is being mitigated.
Upper and lower GI remain major risks, due to the number of patients waiting for
diagnostic pathways, linked to reduced endoscopy capacity. Work has commenced to test
the use of FIT in the colorectal pathway to support clinical prioritisation of those referred
who do not have rectal bleeding, along with the active programme of endoscopy redesign
led at Cheshire and Merseyside level.
Trusts have confirmed that clinical harm review processes are in place.

Any key issues and risks associated with cancer with the above
There will continue to be an increase in 62 and 104 day waiters as trusts see increasing
suspected cancer referrals; and seek to work through the backlog; with the associated risks
for harm and the impact on staff.
Endoscopy presents the biggest challenge. FIT is to be implemented across Cheshire &
Merseyside to seek to support clinical management decisions across the whole of
gastroenterology, and consistency in endoscopy.
Screening recommencement is critical to enable the early diagnosis and prevention of
cancers. When it recommences, particularly in bowel, breast and lung, this will impact on
diagnostic capacity.

Diagnostics
Key strategic actions and assumptions that underpin planned activity
volumes, where not covered under the elective and cancer elements above.
In line with Simon Steven’s letter; the CCG diagnostic plan for MRI/CT/Non Obstetric US
assumes delivery of 90% of September 2019 activity levels in September 2020 and back up
to 100% from October onwards.
Due to the issues outlined above with Endoscopy, the Cancer Alliance has shared provider
level endoscopy activity levels for September 20 (compared to Sept 19) which have been
have applied to gastroscopy, colonoscopy and flexible sigmoidoscopy, for the following
providers:
• STHK: 103% (assumed 103% every month)
• LUHFT: 94% (assumed 97% in October and 100% thereafter)
• Others: 55% (assumed +7.5% per month up to 90% in March)
Returning to a pre-covid 1% standard will be a challenge however, as previously discussed
actions are being undertaken to support system recovery.
LCCG is collaborating on a number of projects across the Liverpool system that support
diagnostic recovery and winter planning;
 Clatterbridge Cancer Centre has already agreed, under mutual aid, in partnership
with Liverpool University Hospital Foundation Trust to direct some diagnostic
activity and have seen over 400 patients (August 20 figures), with plans to further
8
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maximise their capacity and reduce demand on the acute.
 Liverpool University Hospital Foundation Trust and Liverpool Heart and Chest are
currently working on mutual aid projects;
o to identify 14 ECHO patients a week from primary care to reduce the
demand in the Acute and realise capacity within the specialist trust.
o to move patients for CT cardio scanning across sites to increase capacity
and reduce demand on the Acute. However, the lack of specialist
radiographer workforce is hindering this project. CT capacity is available;
however workforce capacity for evening and weekends is a constraint.

Any key issues and risks for diagnostics associated with the above
•
•
•

Lack of specialist workforce to work across trust boundaries.
Delivery of Trust Specific targets may lead to a reduced likelihood to offer ‘spare’
capacity under mutual aid.
Whilst measures have been taken and continue to be taken, access to phlebotomy
services in the community remains a risk to delivery of activity and capacity in primary
care.
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LIVERPOOL PLACE BASED NARRATIVE: PHASE 3 COVID-19 RESPONSE
A. Accelerating the return of non-Covid health services, making full use of the capacity available in the window of
opportunity between now and winter

A1. Restore Full Operation of Cancer Services
Cancer Services

Requirements
• To restore the no. of referrals for suspected
cancer to at least pre-pandemic levels
• Ensure sufficient diagnostic capacity in C-19
secure environments (IS / Community
Diagnostic Hubs / RDC)
• Increase endoscopy capacity to normal
levels incl separating out upper/lower GI
and using CT colonography substitute
where appropriate
• Expand capacity of surgical hubs
• Specific action to support unequal access to
diagnostics and /or treatment
• Fully restarting cancer screening
programmes
• Delivering lung health check where
appropriate
• Thereby reduce no. waiting for
diagnostics/treatment longer than 62 days
or over 31 days on treatment pathway to
pre-pandemic levels, with immediate plan

Planning Assumptions; Cancer assumptions are based on recovery not being adversely impacted by a further local
spike of COVID-19. Should a further local spike occur, this will potentially impact further on referrals, diagnostic and
treatment pathways; as well as impacting on patient factors, e.g. seeking support for health related issues, shielding.
Trusts have prioritised cancer recovery, and are seeking to ensure all pathways / capacity remains open to manage the
backlog. As such, recovery of activity is being actively managed by providers. Data is visible via the excellent Cheshire
& Mersey Cancer Alliance dataset, and is being used to inform treatment planning and capacity planning.
Surgical hubs are available in the region should there be a surge in demand, to support some head and neck, breast,
lower GI, colorectal and urology surgery. There are no reported issues around oncology capacity, delivered by
Clatterbridge Cancer Centre.
Endoscopy will continue to be under considerable pressure with a sizable backlog to work through; and are operating
at lower throughput due to COVID-safe requirements. Services are undertaking clinical prioritisation to identify and
scope first those more likely to have cancer; this may deliver a higher proportion of patients initially scoped and
diagnosed with a cancer. To help maintain the throughput of cancers diagnosed and treated, the data will inform over
time if this is possible. Over time, reduced endoscopy capacity will pose a risk to treatment delivery, as the patients
remain longer in their diagnostic pathway. Bowel cancer screening has not yet recommenced, and when it does, this
will further impact on endoscopy.
62 and 104 day waiting time performance will remain a challenge for some time, as providers work through the
backlogs of patients waiting for a diagnosis; upper and lower GI will continue to be significant challenges in this regard.
A number of patients are no longer shielding; they were previously not attending for diagnosis/treatment. This group
is now attending for investigation and treatment, and this will negatively impact on 62 and 104 day performance.
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for those

Imaging is prioritising cancer related work for CT and MR. Cancer screening has not fully recommenced, and this will
pose further significant challenges when it recommences, particularly breast screening.
The backlog of patients waiting for CT scans for Liverpool Healthy Lung has been prioritised, and work has started to
scan these patients. Planning is starting to recommence the Liverpool Healthy Lung programme, as part of the national
programme working with Knowsley & Halton. Planning will need to be fully informed by workforce, equipment
availability, reporting capacity and the requirements to deliver a COVID-safe service .
Risks;
• Diagnostic capacity – Endoscopy; For cancer at present, endoscopy capacity presents the biggest risk to
recovery because of the volume of patients affected. The Cheshire & Mersey endoscopy network has a
comprehensive programme of work to collectively improve demand and capacity; share capacity; mobilise a
new workforce model; ensure visible data; and ensure a consistent approach to prioritisation.
• Upper and lower GI remain major risks, due to the number of patients waiting for diagnostic pathways, linked
to reduced endoscopy capacity. Work has commenced to test the use of FIT in the colorectal pathway to
support clinical prioritisation of those referred who do not have rectal bleeding, along with the active
programme of endoscopy redesign led at Cheshire and Merseyside level.
• Screening recommencement is critical to enable the early diagnosis and prevention of cancers. When it
recommences, particularly in bowel, breast and lung, this will impact on diagnostic capacity.
• Trusts have confirmed that clinical harm review processes are in place.

A2. Recover maximum elective activity between now and winter
Elective Programme

Requirements
• Elective waiting list and performance
managed at system as well as trust level
•

Clear communication for all those whose
planned care has been disrupted - provided
by Trusts, working with GP practices.

Planning Assumptions; Unless otherwise stated, ALL activity plans submitted for the first draft submission (24th Aug)
are based on
• the corresponding months activity volumes in 2019-20
• Mar-19 activity has been used to replace Mar- 20 activity however due to Mar-20 being compromised by
COVID-19
• The activity volumes used have been taken from NHS E/I Joint Activity Report (JAR) to support
alignment/monitoring with NHSE/I.
• See Appendix 1 for the activity plans
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•

•

•

The submission at 24th August is DRAFT with the plans being generated largely by the CCG.
• The triangulation of activity plans between the CCG and the Trusts has not yet taken place due to the
shortened timescales for the first submission to C&MHCP. At present only plans from Liverpool Women’s FT
Hospital have been received.
• Draft plans will be refined upon receipt of the main providers planning intentions to understand recovery and
enable full triangulation / alignment ahead of the September submission.
Independent Sector: National contract to
• Due to the issues outlined above (Cancer) with Endoscopy, the Cancer Alliance has shared provider level
be in place from Oct. Requirement for
endoscopy activity levels for September 20 (compared to Sept 19) which have been have applied to
systems to make best use of this and will be
gastroscopy, colonoscopy and flexible sigmoidoscopy plans
held directly to account for delivering
• At present the draft elective plans submitted have not yet factored any assumptions for
against plans
o Advice & Guidance
o Patient Initiated Follow Up (PIFU). As this is a new and as yet unquantified requirement, advice is
welcomed from C&MHCP on the expected impact of PIFU on elected activity.
In scheduling planned care to ensure all
o Impact of Cancer Alliance plans
providers follow the new streamlined
patient self-isolation and testing
requirement (NICE guidance).
Prioritisation: Clinically urgent patients to
be treated 1st, with next priority being
longest waiters specifically those
breaching/at risk of waiting 52+ weeks

•

Ensure e-Referral service is fully open to
referrals from primary care.

•

Advice & Guidance: Promote and use more
so where possible GPs to treat pts without
an onward referral

•

Outpatient Appointment – Follow UP: To
give patients more control for follow up by
adopting a patient initiated follow-up
(PIFU) approach across major O/P
specialties.

Advice & Guidance: Liverpool University Hospitals NHS Foundation Trust plans to improve utilisation of advice and
guidance (A&G) to manage the volume of routine referrals for Dermatology, with evidence of increased uptake in RAS
utilisation and clinical triage for direct referrals from Primary Care.
Independent Sector: Liverpool University Hospital NHS Foundation Trust (LUHFT) is leading on utilising the
independent sector to maximise capacity available in the city for recovery planning. The Trust is working with Spire
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and at present, this capacity is being used for breast cancer surgery on a weekly basis and has provided critical
capacity. Overview of this activity is managed via the Senior Leaders recovery call.
Additional Sessions to support COVID Recovery – Diagnostics: Collaboration and partnership working is happening
particularly in high risk service areas where workforce or estates capacity is restricted e.g. acute diagnostics and
community phlebotomy. Providers and commissioners are working together to find solutions, support cross
organisational working, mutual aid and utilise ‘system’ capacity/ availability.
A ‘Liverpool System’ recovery call takes place bi-weekly with Trust leads to enable strategic collaboration for
diagnostic activity and ‘patient sharing’ under mutual aid. This project will deliver cross site diagnostic CT scanning yet
workforce capacity in this field is limited to cover the capacity of scanning time available. This approach is being
‘piloted’ as a proof of concept with both CT (Cardio) and ECHO between LUHFT and Liverpool Heart & Chest FHT.
These are areas of current pressure for the Acute Trusts – see Liverpool Winter Plan for further information.
Work underway;
• Clatterbridge Cancer Centre has already agreed, under mutual aid, in partnership with Liverpool University
Hospital Foundation Trust to direct some diagnostic activity and have seen over 400 patients (August 20
figures), with plans to further maximise their capacity and reduce demand on the acute.
• Liverpool University Hospital Foundation Trust and Liverpool Heart and Chest are currently working on mutual
aid projects;
o to identify 14 ECHO patients a week from primary care to reduce the demand in the Acute and realise
capacity within the specialist trust.
o to move patients for CT cardio scanning across sites to increase capacity and reduce demand on the
Acute. However, the lack of specialist radiographer workforce is hindering this project. CT capacity is
available; however workforce capacity for evening and weekends is a constraint
Digital Acceleration; Health and care delivery has transformed with the rapid implementation of digital solutions in
response to COVID-19. The use of technology to introduce virtual consultations has been widespread across primary
care, community services, social care, care homes and secondary care. Digital projects that have accelerated in
response to COVID-19 include;
• Increased use of e-consult in primary care
• iPlato hub for centralised sending of text messages to patients from all practices
• Centralised publishing of contents to GP websites
• Remote access working for CCG and general practice staff
• Telehealth capacity increased from 2,000 to 6,000 patients
• Telehealth for Community Respiratory Team (CRT) – enables early discharge of Covid patients with support
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•
•
•
•

available 7 days a week
Care Homes virtual verification of death – GP/Paramedic no longer has to attend care home to verify expected
deaths as this can be done remotely
strategic and ‘joined up’ approach to the implementation of ‘Attend Anywhere’ for virtual consultations as a
vital component of the recovery planning
Collaboration on the C&MHCP project for the implementation of Tele-dermatology (September 2020). The
increased use of digital photographs in Dermatology has supported A&G and an increase in patients being
managed in primary care rather than referred on to secondary care
Collaboration on a wider footprint with digital partners on the Share2Care programme. The work programme
includes radiography reporting which will be integral to achieving joint scanning across providers in the future
and enabling sharing technology for the movement of reporting scans and once complete shared care.

Risks: Diagnostic capacity has been severely restricted with the introduction of the COVID-19 measures in secondary
care and also with community phlebotomy. Recovery action plans are in place with the providers alongside cross
organisational collaborative work plans and projects in support e.g. diagnostics work detailed above.
• Lack of specialist workforce to work across trust boundaries
• Delivery of Trust Specific targets may lead to a reduced likelihood to offer ‘spare’ capacity under mutual aid.
• Substantial measures taken by MCFT (community) have resulted in real improvements to the capacity of the
community phlebotomy service. A local Quality Improvement Scheme has also been introduced to further
increase capacity. However access to phlebotomy services in the community remains a high risk.

A3. Restore Delivery in Primary and Community Services
Primary Care re-start (all disciplines)
Requirements
• Restore service to usual levels where
clinically appropriate
•

Reach out proactively to clinical vulnerable
people

•

Address backlog of childhood
immunisations and cervical screening
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Working with the Liverpool Networks Alliance (LNA), NHS Liverpool CCG has received, recovery plans for each of the
10 Liverpool Primary Care Networks. The Liverpool Network Alliance of Clinical Directors and the Non-Clincal Leads
Group are leading and managing the delivery of the recovery plans.
Restore service to usual levels where clinically appropriate; Many practices have been able to access COVID funds
and premises improvement grants to ensure compliance with IPC and to make alterations to premises which allow the
cohorting of COVID and non COVID suspected patients. This is supporting clinical and non-clinical staff to be clinically
safe where they are working from practices and during consultation with patients. Primary Care Networks (PCNs)
continue to recruit to the additional roles reimbursement scheme posts, this allows for a greater range of patient
facing staff to review and support those who need to be seen. As part of the recovery plans practices/PCNs have been
5

asked to confirm restoration of activity within local quality improvements schemes.
•

Preventative support / long term condition
management

Childhood immunisations; Practices have continued to proactively immunise children on their scheduled dates.
Practices with backlogs will be supported to identify the families that need to be contacted, with practices within PCNs
sharing best practice and opportunities to vaccinate.
Cervical screening; Call and recall letters have started to be sent to patients following the ceasing of the programme
due to COVID and practices are now offering appointments. Practices have prioritised women on higher frequency
cervical screening recall and test of cure and are now returning to required activity for the screening programme.
Home Visiting; Home visiting has continued for the most vulnerable and those shielding with one PCN using this
model for all COVID and non-COVID actively ensuring that only the clinician with the appropriate skill level attends to
reduce the number of clinicians/disciplines attending the house and using appropriate PPE. Social prescribing teams in
post continue to support those who might be socially isolated or shielding.

Primary Care / Care Homes

Requirements
• Build on enhanced support to care homes
including programme of structured
medication reviews

GP Appointment Systems

Requirements
• Offer mix of face to face, video, online &
telephone appointments
• Expand range of services to which patients
can self-refer
• Support for Patient initiated follow ups

Preventative support / long term condition management; Practices and PCNs are returning to call and recall of
patients with long term conditions and continue to review and amend care plans. They are prioritising those with more
urgent need, for example patients with high-risk diabetes and those with a learning disability. The work to prioritise
the patents for earlier review is being support by Public Health Consultant from the City Council.
Care homes already receive support from the CCG commissioned medicines management team (MMT) of pharmacy
technicians and clinical pharmacists. PCNs are working with the MMT and CCG prescribing lead to address gaps and
ensure no duplication with the work of the PCN technicians and clinical pharmacists and therefore to ensure maximum
impact. Working with system partners, Mersey Care FT has implemented an effective plan to deliver the Mathew
Winn COVID-19 guidance and testing of future model for care homes including effective medicines management.
Offer of face to face appointments as well as virtual triage options; Practices continue to deliver within a 100%
triage model and are offering a mixed model of telephone, e-consult and video consultations. When clinically
appropriate and following assessment of need and COVID risk all practices offer face to face appointments, this can be
at the practice or at one of the cities two COVID hubs.
Expansion of the range of services which patient can self-refer; Other services that are available for patients to access
include Sleepstation a web-based, online CBT programme for insomnia. Also the promotion of the use of the Orcha
reviewed health apps that GPs can prescribe and patients can self-refer to. The ability for patients to make their own
phlebotomy appointment is scheduled to be introduced in September by Mersey Care FT using the Simply Book
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system.

Community Health Services

Requirements
• Enhance crisis response services in line with
LTP
• Rehab support to patients post-Covid
• Resume home visiting for all vulnerable
patients
• Expand range of services to which patients
can self-refer

Support for Patient initiated follow ups; The CCG working in collaboration with the Liverpool Provider Alliance is
beginning discussions with the acute hospital trusts to identify the clinical departments that will initiate patient
initiated follow up.
The community division of Mersey Care FT (MCFT) has implemented a systematic reactivation of services through the
Operational Reset and Reshape Programme Board which meets weekly underpinned by a stringent governance
framework. The divisional goal is for all service lines to re-establish 50-70% of pre-Covid activity by 1st September
2020.
Resume home visiting for all vulnerable patients: Mersey Care is a key partner within the Liverpool Provider Alliance
and is actively working to identify and protect the most vulnerable from Covid. Integrated Care Teams - Working with
partners, the Trust has developed integrated ‘place’ level action plans as part of the Integrated Care Team approach
(Team 100) to ensure health and care professionals work together as one team and maximise the multi-organisational
resources to meet the needs of each population.
To further target services to the most vulnerable, the Trust has instigated the development of new core performance
monitoring of service use and outcomes among those from the most deprived neighbourhoods and from Black and
Asian communities due to be implemented in October 2020.
Work also continues across the system to develop digitally enabled care pathways – increasing inclusion and enabling
the ability to review who is using new primary, outpatient and mental health digitally enabled care pathways by 31
March. We continue to develop our digital first solution aiming to enhance service delivery.
Work is underway as part of our action plan to ensure the completeness of patient ethnicity data by no later 31
December.
Constraints: Community estates are a constraint in re-starting services, particularly in multiple occupancy community
premises. Collaboration has been vital and continues across providers, commissioners and landlords to prioritise the
re-start of services in community buildings. In response new novel service models have been introduced to quickly
increase capacity such as the drive through service for Phlebotomy.
Fluctuations in the workforce similarly create a constraint in sustaining safe / planned services. Managing staff
sickness, shielding, self-isolation, ensuring appropriate annual leave is taken all of which is compounded by an
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increasing acuity level of patients as a result of COVID-19 and new identified needs as a result of COVID-19.
Risks
•
•
•
•

Hospital Discharge & CHC

Requirements
• Embed Discharge to Assess (01/09)
•

Resume CHC assessments (01/09)

•

Assess patients discharged 19/03 – 31/08 &
move to appropriate care

workforce with a continuity of skill mix and expertise
Ongoing capacity to meet increased acuity and demand
Ability to sustain the management of internal core business as well as responding to mutual aid requests
Managing the backlog / waiting times from COVID 19

In March 2020 guidance was issued to support hospital discharge requirements during Covid19. Based on criteria,
acute and community hospitals were required to discharge all patients as soon as clinically safe to do so, with an
expectation that this could be done in a matter of hours once a decision had been made to discharge.
The mandate was clear that this was a multi-agency, multi-professional process, and that a ‘discharge to assess’ model
should be introduced across England based on 4 clear pathways listed below:
• Pathway 0: 50% of people – simple discharge, no formal input from health or social care needed once home.
• Pathway 1: 45% of people – support to recover at home; able to return home with support from health and/or
social care.
• Pathway 2: 4% of people – rehabilitation or short-term care in a 24-hour bed-based setting.
• Pathway 3: 1% of people – require ongoing 24-hour nursing care, often in a bedded setting. Long-term care is
likely to be required for these individuals.
Providers of community health services were to lead on pathways 1-3 and play a role in assessing and providing care
for patients once they are home, and it was recognised that pathways would only be successful if the NHS worked
closely with social care colleagues. Clear accountability and escalation mechanisms for each stage of the discharge
process would be required.
A multiagency group was set up immediately in March 2020, led by the CCG, consisting of the main partners, i.e.
LUHFT. MCFT, MLCSU, Liverpool City Council and Sefton Council.
• This group met 3 times per week in the initial phase of the pandemic and over months decreased to twice
weekly and now meets weekly.
• A number of principles were agreed to support effective working:
o ‘Home first’ as a means of maximising and preserving independence of patients
o That Sefton colleagues would be included as LUHFT has 2 main sites, with Aintree serving South Sefton
o To build on existing processes where possible rather than start from nothing
o All partners had a role to play in effective discharges
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•
•
•
•
•
•
•

o We would hold each other to account for the areas we were responsible for
A database was created to track patients, which permitted all partners to contribute to and access the data
Bed brokerage processes were brought together with MCFT the host of the ‘Single Point of Contact’ (SPOC) for
discharge of patients from LUHFT.
LUHFT, MCFT and MLCSU agreed one common ‘health needs assessment’ (HNA) document and a
multidisciplinary meeting was put in place each morning to discuss the most complex patients.
MLCSU elected to undertake the 14 and 21 day reviews on behalf of the system.
All of this was collated into a Standard Operating Procedure (SOP) which incorporated the agreed methods of
contracting with and for payments to Care Homes.
Key Performance Indicators (KPIs) were also defined and agreed that highlight the effective working of the
D2A process and this will be supported via the contractual processes to ensure clarity between partners of
roles and responsibilities.
Following the Phase 2 letter (29th April) which stated that the Hospital Discharge Service needed to be
sustained, further multiagency work was undertaken to develop a SOP for community services which
prevented admission to hospital, together with a SOP for supporting changing needs of complex patients
within the community so that there was clear pathway for practitioners to follow to address changing or
increasing health and social needs. These were agreed and implemented.

Embed discharge to assess; With effect from 1st September, the D2A model will continue to be fully embedded,
implementing the 6 week period of transition. As referenced, this is now how the Liverpool and South Sefton economy
discharges patients and all partners are signed up to, and committed to this. This will be reinforced via the SOPs and
the contractual process, with the KPIs being added to the contract to support partners in their work. Training will be
provided to staff and there is a draft Communications Plan to support further dissemination of the SOPs and also the
reinstatement of CHC. The D2A group continues to meet weekly to oversee this work.
Resume CHC Assessments; In response to the requirement to reinstate the CHC Framework from 1st September and
to review the status of patients discharged between 19th March and 31st August, a North Mersey approach is being
taken, reflective of patient flows and commonality of MLCSU as responsible for the delivery of CHC for the North
Mersey CCGs. A steering group has been created with representatives from the local authorities, CCGs, MLCSU, LUHFT
and MCFT. An agreement between partners defined that MLCSU would be responsible for the review of discharges
from March 19th – 31st August and this work is supported by the patient tracker work undertaken from the beginning
of this process and the fact that MLCSU had undertaken the 14 and 21 day reviews, so the bulk of patients are known
to them. Work is ongoing with local authorities on the use of the trusted assessor model as this is the most effective
and efficient way of undertaking the approximately 700 reviews before the end of March 2021.
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Mental Health Long Term Plan

Requirements
• Increase investment in MH in line with
MHIS

Validate expansion trajectories

Requirements
• Fully restore IAPT
• Maintain 24/7 crisis lines
• Maintain growth in children & young
people accessing care
• Review CMHT caseloads and increase
interventions to prevent relapse /
escalation of needs
• Ensure local access is advertised
• Eliminate dormitory wards

LD and Autism
•

Reduce number of people in inpatient
settings

Liverpool is committed to meet the Mental Health Investment Standard in 2020/21.

Liverpool leads are working with Cheshire & Mersey colleagues to develop a system level narrative for mental health
plans.
Inequalities: Liverpool has significantly higher levels of poor mental wellbeing and common mental health problems
compared to many other Core Cities. There are clear associations between these rates and levels of deprivation in the
city. The impact of COVID-19 may well increase these challenges and the social inequalities that derive from them. In
response to this, Liverpool Public Health are leading the development of an all age Wellbeing and Mental Health
Strategy for the City. Liverpool’s first Wellbeing and Mental Health Strategy seeks to align the ambitions of One
Liverpool and the City Plan. A multi-agency steering group with representatives from across the public and
voluntary sector will be tasked to work together to rapidly:
• Assess local need changes since the recent JSNA
• Map existing provision and services
• Review the existing evidence base
• Align commissioning intentions
• Make recommendations: to include the structures for future governance arrangements, service delivery and
measures for tackling the wider determinants of health across all ages
This strategy will be developed in partnership with provider alliance representatives and will inform the future
commissioning intentions that form part of the joint commissioning programme of work. A key immediate priority for
mental health and wellbeing is the frontline workforce across the city. Many of whom have been exposed to high
levels of stress and trauma. We are working with relevant partners to ensure that appropriate services are available
for these staff across the tiers of intervention from universal to specialist mental health services. The Public Heath
team have already achieved progress against the universal offer by updating the Live your Life Well website a great
source of information and advice for everyone in the city https://www.liveyourlifewell.info/mind-and-mood-22/feeling-good/
Liverpool leads are working with Cheshire & Mersey colleagues to develop a system level narrative for mental health
plans.
10

Page 173

•
•

Complete LeDeRs by December 2020
Identify people with LD on GP registers /
undertake health checks / ensure access to
screening / flu vaccinations

B. Preparation for winter alongside possible Covid resurgence

B1. Covid Related Advice
Covid Related Advice
•

Place role in outbreak management

Testing
•
•

Testing staff
Sustaining Covid-safe services

Each local authority in England is required to develop an Outbreak Control Plan. The purpose of the plan is to outline
the proposed approach to controlling the transmission of COVID-19 in Liverpool. The plan sits alongside existing
arrangements for responding to outbreaks of all infectious diseases whilst focusing on the particular challenges
controlling the transmission of COVID-19 poses due to the potential scale of the virus.
The Liverpool plan offers assurance against the seven required priority areas of:
1. Care homes and schools
2. High risk places, locations and communities
3. Local testing capacity
4. Contact tracing in complex settings
5. Data integration
6. Vulnerable people
7. Local Boards
The content of the plan has been consulted on with key partners including various members of the CCG. It is
recognised that the operationalisation of this plan will develop as we begin to understand the impact reducing
lockdown restrictions has on the virus. The CCG will be a crucial partner in this work particularly across areas
such as testing capacity and deployment and surveillance across key settings such as hospitals and GP practices. The
plan has been published online and can be viewed by following this link www.liverpool.gov.uk/covidcontrolplan
Test and Trace – working across four priority areas:
• Public communications to raise awareness of the test and trace programme
• Guidance and advice to workplaces, specific complex settings and communities
11
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•

Accessing PPE

•
•

Behaviour change campaign working across Cheshire and Merseyside with CHAMPS to increase compliance to
testing and isolation
Targeting those who are required to self-isolate and are vulnerable to ensure tier welfare needs are met by
working in partnership with the third-sector

Public Health are also working in partnership with the Guide Liverpool. They are running a weekly video feature with
the Director of Public Health which has covered themes such as opening the city centre safely, test and trace and
mental health support.

B2. Winter Planning
- See Liverpool winter plan submission
North Mersey
System Plan Final Dra

Winter Planning
•

Non elective hospital activity

Planning Assumptions: Following recent guidance from C&MHCP of an expected continued fall in COVID related
admission, a 10% fall in COVID-19 related spells has been applied to NEL spells between Sept-20 and Mar-21.

12
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C. Taking account of lessons learned during the first Covid peaks; locks in beneficial changes and explicitly tackles
fundamental challenges including support for our staff, action on inequalities and prevention

C1. Workforce
Workforce

Requirements
• Actions all NHS Employers should take to
keep staff safe, healthy and well - both
physically and psychologically
• Specific requirements to offer staff flexible
working
• Urgent action to address systemic
inequality that is experienced by some of
our staff including BAME staff
• New ways of working and delivery care,
making full and flexible use of the full range
of our peoples skills and experience
• Growing our workforce: building on
unprecedented interest in NHS careers.
Former staff to return, retaining staff for
longer as part of growing the nursing / GP
workforce & extended primary care
workforce
• All systems to develop a local People Plan
in response to these actions

The health and safety of our staff is paramount. All staff groups are fundamental to the successful delivery of our
place plans, during phase 3 and winter. All organisations plans will prioritise the health and wellbeing of the workforce
in order to maximise workforce availability, sustainability and productivity.
Throughout COVID-19 individuals, teams and organisations across all sectors have vastly supported each other and this
is continuing. To support the resilience of our workforce as the biggest risk to is its delivery is staff absence, plans aim
to maintain dedicated support and will include:
• Regular team check-ins
• Making space available for colleagues to rest and recuperate
• Dedicated health and care support for staff both physically and psychologically
• Risk assessments
• Redeployment to safer areas
• Home working – where appropriate
• Access to Mental Health support and wellbeing apps
• Guidance for key workers
• Group and one-to-one support, including specialist services to support our black, Asian and minority ethnic
(BAME) colleagues
• Appropriate PPE where required
• Coaching and mentoring support where needed
• Online resources, toolkits and guidance
• Review of current capacity and capability and training and development support needed
We are the NHS: People Plan 2020/21 – action for us all, along with Our People Promise, sets out what our NHS people
can expect from their leaders and from each other. It builds on the creativity and drive shown by our NHS people in
their response, to date, to the COVID-19 pandemic and the interim NHS People Plan. It focuses on how we must all
continue to look after each other and foster a culture of inclusion and belonging, as well as take action to grow our
13
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workforce, train our people, and work together differently to deliver patient care.
This plan sets out practical actions for employers and systems, as well as the actions that NHS England and NHS
Improvement and Health Education England will take, over the remainder of 2020/21. It includes specific
commitments around:
• Looking after our people – with quality health and wellbeing support for everyone
• Belonging in the NHS – with a particular focus on tackling the discrimination that some staff face
• New ways of working and delivering care – making effective use of the full range of our people’s skills and
experience
• Growing for the future – how we recruit and keep our people, and welcome back colleagues who want to
return
The arrival of COVID-19 acted as a springboard, bringing about an incredible scale and pace of transformation, and
highlighting the enormous contribution of all our NHS people. The NHS must build on this momentum and continue to
transform – keeping people at the heart of all we do

C2. Health Inequalities and prevention
Inequalities and Prevention

Requirements
• Take urgent action to increase the scale
and pace of progress of reducing health
inequalities and regularly assess this
progress
• Protect the most vulnerable from Covid
with enhanced analysis and community
engagement
• Restore NHS services inclusively so that
they are used by those in greatest need
• Develop digitally enabled care pathways
which increase inclusion
• Accelerate preventative programmes which
proactively engage those at greatest risk of

One Liverpool is the city’s health and care plan to tackle the long term health inequalities that leave the vulnerable
and disadvantaged with a poorer experience of care, fewer years of healthy life and earlier death. The plan’s ambition
is to close the health gap within the city and with the rest of England. One Liverpool was developed and is overseen
by the Liverpool Integrated Care Partnership Group (LICPG), which brings together all health and care partners at
place.
Since the onset of the pandemic the LICPG has conducted work to understand the impact of COVID-19 on population
health and services, informed by a rapid impact assessment and collation of other local and national research. This
learning process has led to a refinement of One Liverpool priorities in 2020/21, which will harness opportunities from
positive changes as a result of the pandemic, along with the need to mitigate the most significant risks that have
arisen, particularly with regard to widening health inequalities.
The overarching Liverpool system priorities for 2020/21 are:
•
Mental health
•
Targeted action in reducing inequalities
14
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•
•

•

•

poor health outcomes
Particularly support those who suffer
mental ill health
Strengthen leadership and accountability
with a named executive board member
responsible for tackling inequalities in place
in September in every NHS organisation
alongside action to increase diversity of
senior leaders
Ensure all datasets are complete and timely
to underpin an understanding of and
response to health inequalities
Collaborate locally in planning and
delivering action to address health
inequalities including in incorporating in
plans for restoring critical services by 21
September.

•

Integrated health and care services

The partners who have developed and endorsed the One Liverpool Plan are:
- NHS LIVERPOOL CCG
- ALDER HEY CHILDREN’S NHS FT
- THE CLATTERBRIDGE CANCER CENTRE NHS FT
- PRIMARY CARE NETWORKS
- LIVERPOOL UNIVERSITY HOSPITALS NHS FT
- THE WALTON CENTRE NHS FT
- PRIMARY CARE 24
- LIVERPOOL HEART AND CHEST HOSPITAL NHS FT
- LIVERPOOL HEALTH PARTNERS
- LIVERPOOL CITY COUNCIL
- MERSEY CARE NHS FT
- LIVERPOOL WOMEN’S NHS FT
- LIVERPOOL VOLUNTARY & COMMUNITY SECTOR
- NORTH WEST AMBULANCE SERVICE NHS TRUST
One Liverpool is a chapter in the City Plan for Liverpool. The scope of the City Plan encompasses the wider
determinants of health, including economic growth, education, employment, environment and community cohesion.
The plan for the city reflects priorities for a post Covid-19 world and a clear commitment to build the city back better
and stronger. The vision within the City Plan for Liverpool is for a thriving, sustainable, fair city for everyone. The City
Plan provides an outcomes framework across six aims and sets out the intention by all partners to target resources
and efforts upon the people and places that need them most in order to reduce inequality in outcomes. The plan
acknowledges that success in improving outcomes for people in Liverpool depends upon strong, effective partnerships
and radically new ways of working, overseen by the Liverpool Strategic Group, representing key leaders across health
and care, other public services, business, voluntary sector, in partnership with the people of Liverpool.
The Liverpool Provider Alliance is currently developing system delivery programmes in response to the priority to
reduce health inequalities, recognising that a number of programmes are already in place. The three One Liverpool
priorities, including reducing health inequalities, will be defined and implemented in the context of a population
health approach, ensuring that our interventions encompass key segments of the population across the life course.
The matrix below sets out the One Liverpool priorities, segments and critical actions that are currently being refined
into detailed programmes of work:
15
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Public Engagement; Liverpool CCG will lead an engagement programme, from August to October 2020, to understand
patient experience during the pandemic and to engage on the temporary changes that have been made to services.
The engagement will capture the views of patients, public and voluntary, Community and Faith Sector organisations
(VCFSEs) about experiences of accessing health care and services during the coronavirus pandemic, to inform plans for
tackling inequalities as well as service development.
The engagement will also inform ways in which the health and care system can improve access to local services,
including identifying better ways to reach vulnerable/equalities and at risk groups. In carrying out these activities The
CCG will be mindful of its duties under the Equalities Act, and ensure an inclusive approach, which allows the sharing
of accessible information with those who need it, and to listen to the city’s diverse communities.
Prevention;
One Liverpool, the city’s health and care plan and the wider City Plan for Liverpool, have prevention at their core.
Both plans have clear ambitions to work together to tackle health inequalities and respond to what matters most to
people in improving health and wellbeing across all stages of life – Starting Well, Living Well and Ageing Well.
Our primary outcome is to halve the projected life expectancy gap with England to 1.7 years by 2024 and to reduce
16
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health inequalities in the city.
As well as continuing to improve services for all, partners have committed to work together to identify people at
greater risk of poor health, focusing much more on promoting good health and increasing healthy life expectancy,
preventing illness and personalising services to support the needs of those people and population groups.
The City Plan for Liverpool Aim 1 is for a healthier, happier, fairer Liverpool underpinned by the following priorities:
• Healthy children and families - reduce infant deaths by one third; improve school readiness; reduce childhood
obesity, reduce health inequalities and improve mental wellbeing;
• People with long term conditions - improve quality of life; improve control over daily life; reduce premature
mortality from cancer, circulatory disease and respiratory disease;
• People with complex lives - improve control over people’s daily life; reduce alcohol admissions; reduce
emergency admissions to hospital, and improve mental wellbeing;
• People who are frail and have dementia - reduce loneliness and social isolation; reduce numbers of people
living with moderate or severe frailty; prevent or reduce falls; provide better support for carers, and reduce
admissions to residential and nursing homes.
These four objectives are underpinned by prevention and early intervention programmes, across the life course, for
2020/21 and beyond:
•
Addressing alcohol harm;
•
Targeted uptake of national screening and vaccination programmes;
•
Trauma informed early help for families;
•
Optimise the First 1001 days of a child’s life, and improve the transition from children’s to adult services.
Both One Liverpool and the Liverpool City Plan place a stronger focus on prevention and early help, recognising that
the current levels of unprecedented levels of demand are not sustainable. A preventative approach across health and
care and all public services will be adopted to reduce avoidable demand by investing earlier and differently into
prevention and early help.
Successful delivery and implementation of the plan will come through the established and emerging partnership
structures. Team Liverpool will continue to act as the executive body to drive forward the delivery of the plan, monitor
progress and set priorities, working alongside our statutory and other strategic partnerships. They will continue,
alongside the Mayor of Liverpool, to engage with stakeholders in the city to develop the broader Team Liverpool
partnership.
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Appendix 1 - Liverpool Activity Plans: Draft Submission (24-8-20)

Referrals
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Outpatients
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Electives
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A&E

Note: Type 3 & 4: SUS data, and therefore the data on
which we are monitored does not currently include
activity from walk-in-centres run by Mersey Care NHS
FT. Mersey Care are unable to submit data to ECDS,
which became the source for this data from April
2019. In order to compare like with like, and consistent
with other indicator lines, we are submitting a plan
which reflects the source against which we will be
monitored
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Non Electives

22

Page 185

Diagnostics
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Mental Health
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Learning Disability
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The purpose of this paper is to set out the City Plan
for Liverpool which, through collective action from all
partners, will make Liverpool a thriving, sustainable
and fair city for everyone.
The City Plan builds upon the aims and ambitions set
out in the Inclusive Growth Plan published in 2019.
One Liverpool, the city’s health and care plan, is
incorporated as a chapter in the City Plan, in
recognition that the aims of One Liverpool will only be
achieved by tackling the wider determinants of health.
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A CITY PLAN FOR LIVERPOOL
1
PURPOSE
The purpose of this paper is to set out the City Plan for Liverpool which, through collective action
from all partners, will make Liverpool a thriving, sustainable and fair city for everyone.
The scope of the plan encompasses the wider determinants of health, including economic growth,
education, employment, environment and community cohesion.
The City Plan builds upon the aims and ambitions set out in the Inclusive Growth Plan published in
2019. This refreshed plan for the city reflects priorities for a post Covid-19 world and a clear
commitment to build the city back better and stronger.
One Liverpool, the city’s health and care plan, is incorporated as a chapter in the City Plan, in
recognition that the aims of One Liverpool will only be achieved by tackling the wider determinants
of health and through the collective action of all sectors across public services, business,
academia and the people of Liverpool.
2.

3.

RECOMMENDATIONS
That Liverpool CCG Governing Body:


Notes the crucial role that the CCG and the local health and care system will play in
realising the ambitious objectives in the City Plan;



Endorses the City Plan for Liverpool, recognising the CCG as a key member of the
Liverpool Strategic Partnership.

INTRODUCTION

The vision within the City Plan for Liverpool is for a thriving, sustainable, fair city for everyone.
The City Plan focuses upon improving outcomes across six themes:
1: A healthier, happier, fairer Liverpool for all
2: People are educated to succeed throughout life
3: Safe and thriving neighbourhoods
4: A strong and inclusive economy
5: A low carbon, connected and accessible city
6: The most exciting city in the UK
The City Plan provides an outcomes framework across these six aims and sets out the intention
by all partners to target resources and efforts upon the people and places that need them most in
order to reduce inequality in outcomes.
The plan acknowledges that success in improving outcomes for people in Liverpool depends upon
strong, effective partnerships and radically new ways of working. Partners have identified a set of
principles and enablers to inform this transformation.
Page 2 of 4
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•
•

•
•
•

•
•
•

Partnership for Place: leading by example in working together to deliver the City Plan –
a Team Liverpool approach;
People Power: redefining the relationship between public services and citizens,
communities and businesses and people taking more control in shaping the things that
matter to them;
Tackling inequalities: prioritising resources according to needs;
A stronger focus on prevention and early help: getting upstream to reduce to
avoidable demand for services and improving outcomes;
Integrated services for both people and place: breaking down organisational and
sectoral boundaries to join up services around the needs of people, families and
communities;
Shared intelligence and evidence-based decision making: actions based on insight
and shared data;
Shared risks and resourcing: encouraging joint decision making and incentivising
collaborative investment;
Using our assets and resources: maximising collective resources to do the right
things.

Key anchor organisations in Liverpool have formed a Strategic Partnership Group to develop and
lead the delivery of the City Plan. This Team Liverpool approach is represented in a charter which
sets out shared commitments. Liverpool CCG will sign up to this charter following the
endorsement of the City Plan by the CCG Governing Body.
4.

STATUTORY REQUIREMENTS
(only applicable to strategy & commissioning papers)
4.1

Does this require public consultation or has public engagement been carried
out?
i.
ii.

If no explain why
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.

The City Plan is a partnership plan, so engagement would not be the specific responsibility of the
CCG. There will be ongoing engagement on different components of the plan.
4.2
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.
The CCG would not conduct an EIA as this is a whole city plan.
Page 3 of 4
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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
This is a central tenet of the City Plan and is evidenced throughout the
document.

4.4

5.

Taking the above into account, describe the impact on improving health
outcomes and reducing inequalities.
The primary aim of the City Plan is to reduce health inequalities.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY

Improving population outcomes, including for better health, will promote financial sustainability for
the NHS and other public services.
6.

CONCLUSION

Liverpool’s City Plan is a call to action for the city. The plan defines a new model of city leadership
which embraces cross-sector collaboration, shares a common vision, direction, and desire to do
things very differently. The City Plan seeks to address Liverpool’s long standing challenges and
capitalise effectively on the city’s opportunities.
Improving population health is essential to the future of Liverpool. Incorporating One Liverpool into
the City Plan provides an opportunity for all health and care partners to tackle the wider
determinants of health and to be part of a whole city movement for change.

Page 4 of 4

Page 194

CITY PLAN FOR LIVERPOOL
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2

FOREWORD

I always say Liverpool comes into its own when we work together, and the City Plan provides a
guide for collective action to make Liverpool a thriving, sustainable and fair city for everyone.
2020 has delivered the greatest challenge of our times and Liverpool’s response to the coronavirus
pandemic has again shown the resilience and community spirit which makes this such a great city.
Liverpool has been hit hard and many of our people have suffered, and continue to suffer, huge
loss.
The pandemic has had a disproportionate impact upon the most vulnerable people and places,
and upon people from black and minority ethnic backgrounds. We need to challenge systemic
racial and indeed, all aspects of inequality, we must change and do better.
The City Plan will focus upon creating greater equality and opportunity for everybody in everything
from health to wealth, education and employment.
There are challenges ahead, but we now have a very real opportunity to step back, prioritise, and
reset the dial. We can decide what kind of city we want in a post Covid-19 world and make a clear
commitment to build back better, stronger and more environmentally sustainable than ever
before.
When I set out my vision of a strong and growing city built on fairness in the Inclusive Growth Plan,
I said that achieving our goals was too big a job for the Council alone. It was a call to action for city
partners to help us on this journey, and the City Plan is a welcome response.
The rapid and huge scale of the emergency response to the pandemic has demonstrated clearly
just how much can be achieved when national and local government work together and
coordinate their efforts alongside all local stakeholders. We need to take this spirit of partnership
and urgency and apply it to delivering our City Plan.
Now more than ever, we need a partnership between local stakeholders and citizens as we drive
our city forward in this new landscape. It will require radically rethinking the way we deliver public
services. The focus will be on how we work collectively to build upon the strengths of all our
employers, residents and communities. After witnessing the spirit of our city during 2020, I know
this bold challenge will see our city partners rallying to help us.
The City Plan is the start of a journey. It provides the framework for how we will work together
and what we want to achieve. Our focus is on the long-term ambition to break the cycle of poverty
that afflicts far too many of our residents and communities.
We have identified priority areas in health, education, neighbourhoods, the economy, culture and
the climate emergency that we believe are the essential foundations for building this long-term
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vision. In the short term, this means finding new solutions to make sure everybody has access to
opportunities and that nobody, and no part of the city, gets left behind.
It’s time for radical change…business as usual isn’t an option. Too many in this city haven’t been
dealt a fair hand, and collectively we have to change that.
The old way needs to make way for the new. Our public services are struggling in the face of rising
demand and reducing budgets. We owe everything to them for getting us through the pandemic.
Frontline staff and key workers surely deserve greater recognition, respect and reward.
The City Plan will help unify public services in Liverpool and will focus on the strengths and needs
of individuals and neighbourhoods. Early help and prevention will be central, and communities will
be increasingly empowered to make decisions and influence things which matter and are of value
to them.
We will use everything we have to create a fairer and more just city, to narrow the wide disparities
of health and wealth and to create opportunities that benefit everyone. We have made a
commitment to do this in line with the UN Sustainable Development Goals, which will enable us to
create a fairer social, environmental and economic recovery from Covid-19.
I pledged to build a different relationship with the people of our city where we work together and
make the most of our combined strengths and abilities. I am confident that the City Plan will help
us to deliver on that promise – offering a radical and enterprising new approach to public service
delivery, leading to better outcomes and quality of life for everyone in Liverpool.

Joe Anderson, Mayor of Liverpool
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TEAM LIVERPOOL CHARTER
We are committed to creating a thriving, sustainable, fair city for everyone.
Our collective vision is about improving the lives of the city’s people and its businesses by
promoting sustainable, inclusive growth, and by tackling all forms of inequality, whether it be due
to socio economic status, age, disability, gender identity, race or ethnicity, sex, religion or belief,
and/or sexual orientation.
We are proud of our multi-cultural and welcoming city, its strong sense of community and its
growing, increasingly diverse population. We want to ensure that everyone has the opportunity to
reach their full potential, regardless of their background, identity or where they live in the city. It is
important that everyone has an equal opportunity to thrive, can enjoy the best possible quality of
life, access the benefits of living here and have a say in matters that affect them.
We are committed to working together and constructively with government to make Liverpool
more equitable, more prosperous, better educated, healthier, greener, safer and more exciting,
for everyone in the city and for the future generations who will inherit the city we seek to create.
Whilst our immediate priorities are keeping people safe and well through the pandemic and
planning our economic recovery, this City Plan will guide our decisions and action plans to ensure
they deliver results in both the short and longer term.
As system leaders, we are taking collective responsibility for this transformation agenda. This plan
sets out a different way of working that we will adopt within all of our organisations. We will
begin by challenging our own organisations and ways of working. We will tackle inequalities and
discrimination and we will commit to ensuring that the leadership and workforces of our
organisations better reflect the communities we serve. We will celebrate people’s differences and
help our workforces and our communities to understand and respect each other’s backgrounds.
We will work together better as city partners and alongside the people and businesses of
Liverpool, building on our collective passion, talent and commitment.
We believe that through better collaboration between the public sector and Liverpool’s businesses
and communities, we can do more to reduce the city’s inequalities, tackle discrimination,
encourage inclusion, break the cycle of deprivation and give current and future generations a
better quality of life and hope for the future.
The challenges that we face as a city and as a system are more complex than they ever have been.
Evidence nationally, from The Marmot Review 10 Years On shows that over the past decade: the
health gap has grown between wealthy and deprived areas; improvements in life expectancy have
stalled overall and have actually declined for the poorest 10% of women, and that place and your
local environment is an important factor affecting health.
The pandemic and its social and economic consequences will affect all of us but will
disproportionately impact upon those already facing hardship and exacerbate the existing trends
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and challenges around inequalities. Half of Liverpool’s neighbourhoods are amongst the 10% most
deprived in England, which creates a unique pressure upon, and demand for, local services. We
are proposing a fundamentally different approach because what we are doing now neither works
nor is affordable, given continued public spending challenges.
We recognise that we don’t have all of the solutions and that we have to work with our existing
collective assets and resources. What will make the difference this time around is a fundamental
shift in the way we work. We need to shift power to people and communities, to collaborate
rather than compete across our organisations at all levels, and to work more effectively with
central government and national agencies.
We want all of the city’s stakeholders to join us and contribute to developing this Team Liverpool
approach and we are confident that together we can progress our vision for a brighter future
because as a city we are resilient, innovative and share a collective belief in social justice.
Our shared commitments
Collaborative leadership – we will:
 provide strong, united leadership with a commitment to improving outcomes;
 create a partnership culture where risks are shared and bold decision-making is enabled;
 demonstrate through our actions, a sense of urgency, accountability and common purpose
to deliver our priorities;
 take joint and individual responsibility for action, and influence areas that are outside our
direct remit for the benefit of the whole system;
 become a learning city that is open to ideas and driven by evidence through sharing
knowledge to develop innovative solutions to our challenges, and
 provide accountability and transparency for the achievement of our shared outcomes, with
progress monitored and reported annually.
Empower our communities – we will:
 take decisions with our communities and consider shared insight and intelligence to
develop effective and sustainable services;
 utilise our diverse community assets, including the skills, knowledge, capacity, resources,
experience and enthusiasm of local groups and people, and
 listen to, and work with, local communities to ensure they are all safe, resilient and
welcoming.
Promote equalities – we will:
 make the best use of our combined resources to reduce inequalities, maximise impact and
create opportunities for those in greatest need;
 celebrate equality, inclusion and the diversity of our multi-cultural communities, tackle
discrimination in all its forms and train our workforces to ensure everyone is treated with
dignity and respect;
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strengthen the diversity of our workforces and leadership, and
promote Liverpool as a welcoming city and ensure that the city’s assets are accessible to all
of our diverse communities.

Our Commitment to the 17 Sustainable Development Goals
The United Nations Sustainable Development Goals (SDGs) provide a blueprint for countries to
create a more prosperous and equitable future by 2030. The Goals identify a series of interlinked
challenges, recognising that ending poverty must be connected to strategies which address health,
education, economic growth and climate change. We support the SDGs and believe the Goals are
essential for long-term wellbeing and prosperity.
Liverpool City Council commissioned 2030hub – a Liverpool based, and the world’s first UN
recognised Local 2030 Hub - to independently map the strategic policies and monitoring indicators
of the Inclusive Growth Plan against the targets and indicators of the SDGs. This work has helped
to inform our consideration of the aims, priorities and metrics for the City Plan.
Our Commitment to listening to children and young people
In Liverpool, we have high aspirations for all of our children and young people, and we have a
responsibility to create a city where they will thrive. We want them to enjoy the best possible
quality of life, have a say in matters that affect them and be able to reach their full potential.
There is a lot of great, child-centred activity and participation happening in Liverpool and we want
to build on this as part of the City Plan and through our participation in the Unicef Child Friendly
City programme.
In a Child Friendly City all children:
 Have a say about decisions that affect them;
 Can express their views freely and are encouraged and supported to do that;
 Can access good health, education, transport and other services;
 Feel safe and protected from discrimination and harm, and
 Can enjoy public spaces and meet other children freely.
We have been gathering views from young people about what is good about growing up in
Liverpool and what can be improved. Around twenty children and young people’s groups have
been engaged on the City Plan to date and recurring topics that have been highlighted include:
 Liverpool is a great place for young people who appreciate the events, the city centre and
the sense of identity;
 Schools, education and careers advice need to cater better for individuals with different
needs;
 Young people want to feel safer in their neighbourhoods and the city centre;
 The lack of youth provision in neighbourhoods;
 The affordability of buses and leisure/sports facilities;
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Barriers to accessibility across the built environment and transport systems, and
Climate change and local action.

City partners have also been coming together to discuss how they can help to make Liverpool
more Child Friendly and representatives from Unicef UK have provided briefings and training in
children’s rights to inform this ongoing process.

Signed by
Janet Beer, Vice Chancellor, University of Liverpool
Elaine Bowker, Principal, City of Liverpool College
Paul Cherpeau, Chief Executive, Liverpool Chamber of Commerce
Steve Coffey, Chief Executive Officer, Torus
Andy Cooke, Chief Constable, Merseyside Police
Phil Garrigan, Chief Fire Officer, Merseyside Fire and Rescue Service
Colin Heaney, Chief Executive, Liverpool Charity and Voluntary Services
Jan Ledward, Chief Officer, Liverpool Clinical Commissioning Group
Joe Rafferty, Chief Executive, Mersey Care NHS Foundation Trust
Tony Reeves, Chief Executive, Liverpool City Council
Steve Warburton, Chief Executive Officer, Liverpool University Hospitals NHS Foundation Trust

Endorsed by stakeholders
When the City Plan is published online, we will provide an opportunity for individuals and
stakeholder organisations to sign up and endorse the plan.
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Our Vision for Liverpool is
A thriving, sustainable, fair city for everyone
We will focus upon improving outcomes across six themes:

AIM 1: A healthier, happier, fairer Liverpool for all
We will work together to tackle health inequalities and respond to what matters
most to people in terms of improving their health and wellbeing across all stages of
life – Starting Well, Living Well and Ageing Well.
AIM 2: People are educated to succeed throughout life
Children are ready for school and everyone has access to an inclusive, high quality
education that enables them to live fulfilled, happy and productive lives.
Employment prospects improve through lifelong learning and access to technical
and professional skills.
AIM 3: Safe and thriving neighbourhoods
All residents live in safe, inclusive and welcoming neighbourhoods, where people
choose and aspire to live, raise their families and grow old. Public services are
aligned with local need to reduce inequalities within the city.
AIM 4: A strong and inclusive economy
A productive, innovative, sustainable and fair economy, where businesses thrive
through nurturing talent from all communities and provide good jobs with fair pay,
conditions and progression.
AIM 5: A low carbon, connected and accessible city
A city with smart, clean, accessible and integrated infrastructure, where
organisations, businesses and residents are all playing their part in responding to the
climate emergency and speeding the city’s transition to zero carbon.
AIM 6: The most exciting city in the UK
Culture, sport and creativity is Liverpool’s USP and makes the city attractive for
residents, workers, visitors and investors.
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The six aims highlighted on the previous page are the essential elements needed to successfully
deliver the plan’s long term vision.
The following pages provide further details for each of the six aims and identify partners’ priorities
and the outcomes that they wish to achieve through focussing upon these.
The list below provides a selection of these outcomes – these are the headline outcomes in this
plan and demonstrate the breadth of ambition. We will develop performance indicators that
monitor and report long term change against these outcomes.

City Outcomes Framework
We are jointly committed to improving the following outcomes and throughout we will target our
resources and efforts upon the people and places that need them most in order to reduce the
inequality in outcomes:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.

Socio economic inequalities (health, education, skills and employment etc)
Healthy life expectancy
Infant mortality
Premature mortality rates for chronic conditions (such as cancer, respiratory and
circulatory diseases)
Mental health and wellbeing
Educational attainment at all key stages (particularly for underperforming groups)
Skills rates
Housing quality
Homelessness prevention and reduction
Community safety and pride of place
Re-offending
People and families in poverty
Jobs and employment rate (particularly among underrepresented groups)
Diversity of the city’s workforce (so it is more representative of local communities)
Workers earning above the real living wage
Higher value and clean growth sectors
Good Business practice
CO2 emissions citywide and within our organisations
Air quality
Community cohesion and a welcoming city
The social impact of public anchor organisations
Neighbourhood coproduction of local services
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AIM 1: A healthier, happier, fairer Liverpool for all
We will work together to tackle health inequalities and respond to what matters most to
people in improving health and wellbeing across all stages of life – Starting Well, Living
Well and Ageing Well.
Priorities and Outcomes:
Our primary outcome is to halve the projected life expectancy gap with England to 1.7 years by
2024 and to reduce health inequalities in the city.
1.

As well as continuing to improve services for all, we will work together to identify people at
greater risk of poor health, focusing much more on promoting good health and increasing
healthy life expectancy, preventing illness and personalising services to support the needs
of those people and population groups. Our focus will be on:
 healthy children and families reduce infant deaths by one third; improve school readiness;
reduce childhood obesity, reduce health inequalities and improve mental wellbeing.
 people with long term conditions Improve quality of life; improve control over daily life;
reduce premature mortality from cancer, circulatory disease and respiratory disease.
 people with complex lives Improve control over people’s daily life; reduce alcohol
admissions; reduce emergency admissions to hospital, and improve mental wellbeing.
 people who are frail and have dementia reduce loneliness and social isolation; reduce
numbers of people living with moderate or severe frailty; prevent or reduce falls; provide
better support for carers, and reduce admissions to residential and nursing homes.

These four objectives are underpinned by programmes for 2020/21 and beyond:
1. Targeted action on inequalities – we will make inequalities reduction a central tenet in the
design and improvement of all services; we will improve digital inclusion and ensure equality
of access; we will provide targeted support to those most at risk; we will harness the social and
economic power of the health and care sector to offer opportunity and local employment.
2. Empowerment for wellbeing – we will identify and respond to what matters to people for a
personalised approach to health and care services; we will develop a social investment
strategy, and support asset based working through a People Power programme. We will
prioritise screening and early intervention for mental health, including health and care staff
and we will support people in crisis.
3.

Prevention and early intervention across the life course – we will address alcohol harm;
ensure targeted uptake of national screening and vaccination programmes; provide traumainformed early help for families; optimise the First 1001 days of a child’s life, and improve the
transition from children’s to adults services.

4.

Integrated and sustainable health and care services – we will co-ordinate interventions for
people with complex lives, long term conditions and frailty; we will implement all-age
Integrated Community Teams across the city; we will develop a new integrated model for
community-based urgent care services; find a clinically sustainable solution for services
provided by Liverpool Women’s Hospital, and we will develop a long term blueprint for our
public estate.
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AIM 2: People are educated to succeed throughout life
Children are ready for school and everyone has access to an inclusive, high quality
education that enables them to live fulfilled, happy and productive lives. Employment
prospects improve through lifelong learning and access to technical and professional skills.
Priorities and Outcomes:
1. To build a culture of excellence where education is valued.
 To increase education outcomes of Liverpool’s current and future workforce
 To improve attendance at school
 To reduce NEETs and school exclusions
2. Strengthened leadership and coordination across the education system that is informed by
reliable evidence including data, informed insight and best practice.
 To increase the number of education providers rated ‘Good’ or ‘Outstanding’ by Ofsted
3. Ensuring people of all ages are engaged in the education and lifelong learning needed to
access current and future employment opportunities.
 To increase skills levels and reduce the proportion of residents with no qualifications
 To plug the skills gap in the local economy
 To widen access to Higher Education for those with the ability and desire to gain higher
level skills and graduate employment
 To increase the proportion of people qualified to Level 2 in English and Maths
4. Improving educational outcomes, and at a faster rate for underperforming groups and
neighbourhoods.
 To ensure children are school ready
 To improve attainment across all key stages
 To reduce the attainment gap between underperforming groups and their peers
 To ensure digital equity
5. Enabling disabled children and young people, and those with special educational needs, to
live independent and successful lives.
 To ensure that the needs of all children and young people are met so that they can live
happy and fulfilled lives
6. A learning offer that enables all young people to meet their potential.
 To provide clear career guidance and pathways to successful employment
 To increase work placements and the number, quality and completion rate of
apprenticeships
 To increase the employment rate
 To increase the number of businesses engaged with schools, colleges and universities
 To provide opportunities for young people to engage with local businesses and the city’s
creative and cultural opportunities
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AIM 3: Safe and thriving neighbourhoods
All residents live in safe, inclusive and welcoming neighbourhoods, where people choose
and aspire to live, raise their families and grow old. Public services are aligned with local
need to reduce inequalities within the city.
Priorities and Outcomes:
1. Working in partnership to ensure that every person in Liverpool lives in a home they can
afford, which is safe, secure, warm, sustainable and able to meet their needs.
 To improve the quality and choice of homes available through a mix of new build and
refurbishment, which maximises local employment and training opportunities
 To prevent and reduce homelessness
 To ensure all homes, and particularly those in our most vulnerable communities, are safe
and healthy through prevention, education and enforcement activity
2. Working with communities to stimulate a sense of belonging, cohesion, and neighbourhood
pride
 To build thriving, attractive, and active communities where there are improved economic
and social outcomes for the area and local people
 To enhance cohesion and understanding through collaborating with communities
 To work in partnership with communities to prevent anti-social behaviour, deliberate fire
setting and build resilience
3. Developing strong, resilient and sustainable communities in which services are accessible to
and produced with residents and community organisations.
 To increase community co-production in the design and delivery of local services
4. Creating and maintaining safe and accessible public places, local facilities and green
infrastructure, in partnership with our communities.
 To improve quality of place through improving access to the natural environment and
creating high quality green infrastructure that is accessible and safe for all
 To ensure consistently high quality design that enhances the built and natural
environment, improves accessibility for all and maintains a distinctive sense of place
 To reduce health inequalities and improve health and wellbeing through maximising
physical activity and the use of local public assets, including parks
5. Ensuring that every individual affected by crime, abuse, exploitation or situation has access
to appropriate support and is able to overcome the impact of adverse experiences.
 To reduce incidents of domestic abuse and its impact on individuals and families
 To reduce re-offending rates and continuously improve effective partnership working
practices to manage offenders
6. Supporting those who need it, and ensuring that residents have access to the support they
need to take greater control of their own lives to prevent and alleviate poverty.
 To work collaboratively to reduce the impacts of poverty and related stresses, reduce the
number of people falling into hardship and the public cost of crisis intervention
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AIM 4: A strong and inclusive economy
A productive, innovative, sustainable and fair economy, where businesses thrive through
nurturing talent from all communities and provide good jobs with fair pay, conditions and
progression.
Priorities and Outcomes:
1. Growing economic success in all of our communities through an intensive package of
employment, skills, training, and job readiness support, with a focus upon people, groups
and localities that are underrepresented in the labour market.
 To increase the employment rate among all residents and reduce the gap between
underrepresented groups, localities and the city average
 To reduce the wage gap between those who live and those who work in the city
 To ensure businesses can access the skills they need for future success
2. Driving innovation and boosting productivity to make all business sectors resilient and
sustainable, with a particular emphasis upon growth opportunities in health/life sciences,
and clean growth sectors.
 To maximise the social and economic impact from development within the city’s
Knowledge Quarter
 To increase the number of jobs and businesses in higher value-added sectors
 To increase the export of services and goods
3. Making Liverpool a leading business and investment location, and developing commercial
partnerships with ethical investors and businesses that share our commitment to inclusive
growth.
 To increase investment and business growth in Liverpool at a faster rate than in
comparator locations
 To increase the rate and quality of development by sharing risk and reward between
public and private partners
4. Attracting and growing businesses, including community and social enterprises, providing
and enabling business support, and working with employers to promote fair employment
and sustainable, purpose-driven business practices.
 To increase the overall number of businesses in the city
 To advance and promote the fair employment and good business agenda
 To highlight and celebrate good business practice
5. Increase the number of quality jobs within the city and the wider travel to work area.
 To increase the employment rate and supply of jobs in the city region
 To increase the proportion of residents and workers earning the real Living Wage
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AIM 5: A low carbon, connected and accessible city
A city with smart, clean, accessible and integrated infrastructure, where organisations,
businesses and residents are all playing their part in responding to the climate emergency
and speeding the city’s transition to zero carbon.
Priorities and Outcomes:
1. Climate action: we will accelerate the transition to net zero carbon within our own
organisations and across the city through developing a shared carbon reduction route map
with residents and employers, expanding the green jobs and skills offer; and maximising clean,
sustainable energy sources.
 To reduce CO2 emissions citywide and within our organisations
 To increase the number of businesses undertaking formal carbon disclosure reporting
(CDP or equivalent)
 To develop and embed plans for a Sustainable Recovery in all major projects
2. Promoting the UN Sustainable Development Goals: we will continue to engage and raise
public awareness of the SDGs, accelerate collective actions and behaviour change, and commit
to regularly reviewing and reporting progress.
 To increase the number of city organisations covered by UN SDG commitments
3. Collective action to improve local air quality: we will deliver a comprehensive set of actions
via the Liverpool Clean Air Plan to ensure that levels of Nitrogen Dioxide and Particulate
Matter are better than the statutory legal limits.
 To reduce annual NO2 emissions and eliminate non-compliant road links
 To reduce levels of air-borne Particulate Matter (PM)
 To protect the most vulnerable people from the impacts of poor Air Quality
4. Promoting accessibility, active travel and sustainable transport: we will ensure that all
improvements to infrastructure and transport systems are increasingly sustainable, safe,
inclusive, and remove barriers to accessibility for all.
 To increase levels of cycling and walking, public transport usage, and reduce the use of
private vehicles
 To ensure active travel options are made the highest priority in all major projects
 To prioritise active travel options through reallocation of road space, for cyclists this will
entail fully segregated mandatory lanes wherever possible, which are enforced
5. Valuing the natural environment and supporting biodiversity: we will develop a Sustainable
City Plan to recognise the critical value of high quality green infrastructure and its fundamental
contribution to population health in the city and will protect and enhance our parks and green
spaces, and green routes and corridors.
 To increase the number of designated green routes
 To increase the number of areas of nature conservation interest
 To increase tree and woodland cover in the right locations
 To safeguard and prioritise funding for the city’s environment
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AIM 6: The most exciting city in the UK
Culture, sport and creativity is Liverpool’s USP and makes the city attractive for residents,
workers, visitors and investors.
Priorities and Outcomes:
1. Rebooting the visitor economy through delivering major events and initiatives, and
supporting the creative, cultural and visitor sectors to drive the city’s economic recovery.
 To attract visitors to the city centre through creative initiatives which reimagine the use
and animation of space
 To deliver a new cultural strategy for the city, with initiatives to support sector recovery
and sustainability, and to increase diversity and ambition
 To deliver The Good Business Festival and high-profile cultural and sporting events
 To grow key sectors within the city’s creative industries and visitor economy
2. Expanding the use of high quality cultural, creative and physical activity initiatives which
engage, empower and unite communities.
 To embed the Creative Communities approach between partners and communities,
utilising culture, creativity and physical activity to aid the delivery of all City Plan aims
 To increase community participation, confidence and integration
 To increase opportunities for all residents to engage in creative, cultural and physical
activities and experiences, including through improved digital engagement
3. Positioning Liverpool as a distinctive, outward-facing, globally attractive city with a strong
and diverse cultural identity
 To celebrate and strengthen the sustainability of the city’s ambitious, dynamic and diverse
culture and heritage organisations
 To deliver a compelling destination strategy and support the visitor economy
 To attract and retain talent, and more closely align the creative civic engagement of
Liverpool’s universities with the ambitions of the City Plan
 To develop the city’s appeal as a centre of sporting and music excellence
4. Protecting and enhancing Liverpool’s distinctive public realm, built and natural environment,
and its cultural heritage
 To apply consistently high quality urban design and public realm principles to ensure new
developments are accessible to all and contribute to creating sustainable, healthy and
active communities
 To develop and implement a strategy for reimagining the city centre
 To promote public art and maintain a distinctive sense of place
5. Developing a mixed night-time and visitor economy which is representative of, and
accessible to, all of our residents
 To broaden the offer and increase accessibility and feelings of safety so that everyone in
the city can benefit from Liverpool’s visitor, cultural and event offer
 To showcase and market the city’s contemporary, vibrant and diverse music offer
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NEW WAYS OF WORKING
A new partnership operating model to deliver system level change
The six aims of this plan identify the thematic jigsaw pieces that are necessary to progress our
overall vision for a thriving, sustainable, fair city for everyone. They comprise: good health;
education and skills; safe and thriving neighbourhoods; an inclusive economy; sustainable and
accessible infrastructure, and a cultural and creative environment which defines the
distinctiveness and appeal of our city.
Strong, effective partnership and radically new ways of working are essential to deliver the plan’s
aims and priorities.
The Team Liverpool signatories to this plan have identified a set of principles and enablers to
inform this transformation agenda and these are explained next.
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The Principles to shape new ways of working
Partnership for Place
Team Liverpool partners have committed to leading by example in their own organisations, and to
work together to deliver the City Plan and invite all of the city’s stakeholders to do what they can
under the broader Team Liverpool umbrella. We will work closely with the Combined Authority
and city region partners, as appropriate. And we will seek to work in partnership with central
government to advance the City Plan and our mutual priorities for Liverpool.
People Power
This is the most important part of how we will reconfigure our approach and decision making. We
aim to redefine the relationship between public services and their citizens, communities and
businesses. We are committed to resourcing and collaborating with our communities so they have
the authority, autonomy and capacity to co-design future changes and take more control over
defining and shaping the things that matter to them.
This also means adopting an asset based approach across all public services that recognises and
builds on the strengths of individuals, families and communities, rather than focusing on what the
problems are. Very often individuals and communities have the answers to the challenges they
face but they need public bodies to support and enable them to achieve change rather than do
what we think is “best”.
Liverpool’s voluntary, community, faith and social business sectors provide a fundamental part of
our public service infrastructure and sit at the heart of our efforts to effectively harness our
people power. Liverpool has a long and rich tradition of voluntary action and we will mobilise the
voluntary, community and faith sector to help design and deliver real change where it is needed
most.
Tackling inequalities by prioritising resources according to needs
To deliver our vision of a fairer city with better outcomes for everyone, it is imperative that we
prioritise our resources and activity to deliver a reduction in inequalities. Adopting the principle of
proportionate universalism means that we will increasingly resource and deliver universal services
at a scale and intensity proportionate to the degree of need. This will require a concerted effort to
ensure our services are effective at reaching the people most in need, in particular preventative
and early help services. The scale and likely long-term impact of Covid-19 on inequalities requires
a more fundamental approach to looking at the city’s future, reassessing our plans and strategies
to make sure that our recovery tackles deep routed inequalities in everything that we do.
A stronger focus on prevention and early help
Our services are meeting unprecedented levels of demand. Across our health services, children’s
social care, schools, support for older people, and our blue light services, we are responding to
demand which would have been avoided if we had invested earlier and differently. We have to
work together as a partnership to refocus our decisions and make the right interventions in a
proactive way, where they can achieve the best outcome for the system as a whole. We will pivot
our investment and resources to deliver more prevention and early help.
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Integrated services for both people and place
Our focus is on bringing services together into a holistic offer at the level of the person or family,
neighbourhood and city. It is only by designing our services at these appropriate levels that we can
ensure they effectively and efficiently deliver for the needs of the person or the place. It is about
bringing our services together for families and individuals, being able to lever in the right services
at the neighbourhood level and having the right arrangements in place at the city level to act as
one public service partnership. This also means that organisations in the city will encourage their
staff to collaborate in the interests of people and communities, and we will develop and empower
our workforce so that they possess the skills and freedom to work effectively with people from
other organisations.
Shared intelligence and evidence based decision making
Underpinning our partnership model is the need to develop a shared intelligence base to ensure
that our decision making is informed by high quality evidence. Partners have committed to safely
sharing their data between agencies to support effective delivery and to identify those most in
need. Our partnership actions must be based on insight and shared data to enable services to be
most effectively targeted at the right time and in the right way. We will use the capacity of all of
our partners to do this.
The Civic Data Co-operative, run by Liverpool Health Partners provides an example of this
approach in action. The initiative will provide better insights into care needs and enhance data
security across the many NHS and local government organisations that provide health and care
services. These insights will foster innovations that improve care, such as technologies to help
people with complex health conditions live better at home, or to help clinicians react quicker to
prevent diseases getting worse. By working together as Civic Data Co-operative, care services will
be able to both plan and deliver care that is better integrated across different services – for
example, social care worker, district nurse and GP visits responding to a resident’s needs at the
right time.
Shared risks and resourcing
Our partnership is committed to fostering collaborative decision making and to rise to the complex
challenges we face as organisations. We will increasingly move away from the traditional approach
of decision making where risks and rewards are managed by individual organisations. We will
develop new investment and resourcing models to enable this collaboration, share the risks and
enable the rewards and benefits to be reinvested in our system as a whole. We will incentivise
investment in prevention and early help and we will promote innovation in the design and delivery
of services.
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Using our assets and resources
Taking these principles and aligning our assets and resources behind this approach will connect
and help scale up our efforts to deliver real system change – leading to better outcomes for
individuals, families, neighbourhoods and the city itself.
We will look for collaborative opportunities as a system to:
 Develop a city-wide approach to community empowerment, collaboration and resourcing
which builds upon the asset-based development principles. We will take this forward via
our People Power Group;
 Develop a Team Liverpool ethos and approach in our collective workforce, seeking
opportunities to promote understanding, innovation, shared delivery and collaboration
across organisational boundaries;
 Align our financial resources to achieve shared outcomes (for example, through Joint
Commissioning);
 Harness the value of the Liverpool £ and our shared commitment as anchor organisations
to invest in our people and place. We will develop a coordinated approach to making our
organisations and sectors more purpose driven, to maximise opportunities for community
wealth building, and to achieve greater social value from our spending and procurement.
We will identify and celebrate good practice initiatives across our organisations and
sectors, and seek to scale up these interventions;
 Develop a collaborative data intelligence and research infrastructure to support the
effective delivery, monitoring and evaluation of our City Plan actions;
 Utilise digital technology to harness opportunities to improve services, create efficiencies
and improve outcomes, and
 Manage our land and buildings as one public estate for Liverpool, seeking to maximise
opportunities for shared delivery and ensuring our shared assets are used more effectively
and flexibly to accommodate the changing needs of services as they are redesigned.
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MAXIMISING THE SOCIAL IMPACT OF OUR ANCHOR ORGANISATIONS
Team Liverpool brings together most of the city’s major public and anchor organisations with the
umbrella bodies that represent the city’s private and third sectors. These organisations directly
employ a large proportion of the city’s workforce and have significant collective spending power.
All partners already deliver a considerable amount of social value and sustainability or corporate
responsibility initiatives through their individual organisational activity.
Yet there remains huge further potential to advance the City Plan’s vision through developing a
systematic and collective approach to maximising the positive local impacts of partners’ spending
power, assets, resources, and ways of working. Activities could include identifying and adopting
good practice across partner organisations, scaling up existing initiatives, and developing new
interventions.
Partners across Liverpool’s public private and community, voluntary and faith sectors are uniquely
engaged with the charity, A Blueprint for Better Business, to embed and apply the principles of
purpose-driven transformation across their own organisations and on a place based basis. This
provides a very solid foundation for our anchor organisations to build upon and develop their
collective impact.
Over the next year, partners will develop a Delivery Plan to prioritise a set of actions to maximise
their collective social impact.
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LEADING LIVERPOOL
Liverpool’s City Plan has been written as a call to action for the city and to provide the basis for a
single conversation with government about the needs of our place.
We publish the plan at a time when families, communities and businesses continue to face huge
loss and hardship due to the Covid-19. In response to the crisis, the leadership and collaboration
demonstrated by anchor organisations, charities, the private sector and communities has helped
to take care of those who are vulnerable and protect many businesses. This strong cross-sector
leadership must now be embedded if we are to bring about the transformative change the city
needs. A more coordinated form of city leadership will ensure our commitment, enthusiasm and
energy can sustain and drive real change in the communities we serve.
Team Liverpool will embody this new model of city leadership which embraces cross-sector
collaboration, shares a common vision, direction, and desire to do things very differently. We think
that this could fundamentally change the trajectory of the city to better meet the needs of current
and future Liverpudlians.
Team Liverpool is not a formal body but it provides a mechanism to bring together the senior
executives of the city’s largest public and anchor institutions, and its private and third sector
networks. These leaders have guided the development of this plan and will remain responsible for
monitoring and overseeing the delivery of its vision, aims and outcomes.
All partners will work in their own organisations and within their sectors, partnerships and
networks to ensure action is taken and advocate for the adoption and incorporation of the vision,
aims and system change set out in the City Plan.
City leaders are in a position to change the existing system in ways which address Liverpool’s long
standing challenges and capitalise effectively on the city’s unique opportunities. This commitment
to collaboration introduces added complexity - we must work out how to better align resources,
competencies, strategic priorities and leadership across partners from different sectors. This is a
huge challenge and is why we have set out shared principles to deliver system change in this plan.
The driving force behind this plan is our place. We would welcome government’s support for the
plan so that it may form the basis of a single conversation between our city and national decision
makers. We will ensure that the City Plan provides the basis for more joined-up, placed-based
conversations with the government, whether they are collective or bi-lateral.
This is our first City Plan and, working closely with stakeholders, we must put into place the
architecture so that our commitments and shared principles can be turned into delivery plans. We
will review how existing partnerships and structures can support the delivery of the plan, and we
will consider what new forms of governance may be necessary to enable improved collaboration
and help us to realise our vision for the city.
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Governance & Implementation
Successful delivery and implementation of the plan will come through the established and
emerging partnership structures. Team Liverpool will continue to act as the executive body to
drive forward the delivery of the plan, monitor progress and set priorities, working alongside our
statutory and other strategic partnerships. They will continue, alongside the Mayor of Liverpool, to
engage with stakeholders in the city to develop the broader Team Liverpool partnership.
Team Liverpool will take the lead on:
 Reviewing our existing partnership structures to ensure delivery against the priorities set
out in each of the 6 aims through established or new partnership arrangements;
 Identifying clear leadership for individual elements of the plan, including the development
of the first year delivery plans;
 Ensuring their own organisational plans reflect and respond to the shared priorities and
outcomes set out in the City Plan, and
 Reviewing how we collectively make our investment decisions and actively develop plans
for joint commissioning of services and innovative investment models.
Engaging with Government
Government are important partners in the implementation of our City Plan and we intend to use
this plan and the shared outcomes which sit alongside it to hold a single conversation on the
placed based priorities for Liverpool. The partnership work to build on and further develop our
evidence base on how our approach can deliver reformed and sustainable public services and
better outcomes for residents. To do that we will use all opportunities to explore the potential for
greater freedoms, autonomy and alignment of place based budgets with Government.
Reporting and Monitoring Progress
Accountability for the delivery of the plan will be done through an Annual State of the City Report,
presented to the Mayor of Liverpool and wider stakeholders which will measure progress and
outline priorities for the following year.
Partners are developing a shared data and intelligence website containing a section which will
monitor the metrics underpinning the City Plan, and other strategic plans such as One Liverpool,
over its life course. This will which act as the single point of information and intelligence for the
City Plan. An online interactive visualisation and mapping tool will allow partners, politicians and
our residents to view and interrogate data for the City Plan outcome measures, as well as the key
indicators that impact on these at a variety of geographies.
The website will be used to profile a series of fact sheets and other training tools that will give a
short snapshot of a variety of key issues that impact on the lives of our citizens and showcase the
actions we are taking to put the principles of the plan into practice.
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NEXT STEPS - FIRST YEAR DELIVERY PLANS
Our first year delivery plans will respond to the immediate impacts of the current crisis but will
also seize the opportunity to accelerate transformational change.
The City Plan sets out a strategy to address the long term, systemic challenges facing the city.
Covid 19 has exposed and amplified many of these challenges, and responding to the impacts of
the crisis must be our immediate focus.
However, this moment also presents a unique opportunity and driver for partners to accelerate
change, transform our service delivery and improve outcomes for people. The City Plan outlines a
new model for partnership working in Liverpool and we have seen many aspects of this new
model rapidly put in place in order to deliver a successful response to the pandemic. There is no
appetite to return to old ways of working.
Partners will develop a number of detailed delivery plans and begin to implement actions against
the following list of topics over the next 12 months.

1.

Accelerating the transformation of our health and care system
Lead: Integrated Care Partnership

One Liverpool is our medium term plan to transform the health and care system of the city,
pivoting to a focus upon population health. Our immediate priorities are: Delivery Plan to address
the immediate risk of rising health inequalities which have the potential to deepen as a result of
Covid-19, addressing the direct and indirect impacts of Covid-19 on mental health, and in
particular the economic and social impact of lockdown on our most vulnerable people,
communities and workforces, and accelerating plans for health and social care joint-working and
a preventative model of care.

2.

Education Improvement Plan
Lead: Education Improvement Board

We have established a new Education Improvement Plan which sets out the five main educational
priorities. These priorities will bring about the necessary changes to change children’s lives for the
better. Changing children’s lives is a bold aim so needs a bold plan. Covid-19 has given us the
opportunity to change and not return to ‘normal’. The plan brings together the various
organisations to collaborate rather than compete. To drive these improvements, a new Education
Improvement Board has been established to hold the system to account. The Mayor has
committed to make significant investment into the plan and to the education of our children.
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3.

Economic Recovery Plan
Lead: Liverpool City Council

We will implement a plan to bring about swift economic recovery in Liverpool, whilst also pursuing
a strategy to build back better and deliver a more productive, inclusive and sustainable future
economy. The plan will include a programme for the short term to minimise and mitigate the
economic impacts of the crisis but will also include the necessary investment programmes to set
the city on a stronger long term trajectory.

4.

Climate Change Action Plan for Liverpool
Lead: Liverpool City Council

The emergency response to the pandemic has demonstrated the urgency, coordination and scale
of intervention that is needed to address the global climate emergency. Lockdown produced a
number of notable short term environmental gains: improved air quality; reduced emissions;
positive behaviour change and increased levels of cycling and walking, and also showed us the
fundamental value of green space for city resilience. We have been given an opportunity to
reimagine a more sustainable future city and to ensure that our plans for recovery and rebuilding
lead us there. City partners will develop a climate change action plan to provide a framework for
accelerated actions that will advance progress towards our shared vision of a thriving, sustainable
and fair city.

5.

Violence Prevention, Intervention and Reduction
Lead: City Safe Board

Violence in Public Spaces, particularly within the under 25 age group needs a co-ordinated and
sustained response. We are committed to the wider Merseyside Violence Reduction Partnership
plan and will deliver a comprehensive response within Liverpool. Our approach will be to tackle
the root causes of violence, identify suitable activities and interventions to prevent violence
becoming a part of someone’s life. In particular, we will work in partnership to enable young
people to fulfil their life chances and draw them away from the impact of violent crime. Violence
can only be addressed and reduced if we work with communities and families. We will ensure that
our work is underpinned by the voice of young people and communities across Liverpool.

6.

Housing Safety and High Rise Buildings
Lead: Merseyside Fire and Rescue Authority

Merseyside Fire and Rescue Authority and partners will use all of their available resources and
legal powers to ensure that those responsible for fire safety in high rise residential buildings meet
their legal responsibility to keep residents safe from fire and address any safety issues concerning
the external cladding on their buildings.
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To achieve this partners have taken decisive action to focus on those buildings where the risk is
highest and will complete an extensive schedule of inspections, visits and campaigns to cover all
high rise residential building across Liverpool and Merseyside, supported by partners and
additional government funding.
Merseyside Fire and Rescue Authority is committed to driving forward the Government’s Phase 2
Building Risk Review programme to significantly increase the pace of inspection activity across all
high rise residential buildings and to deliver completion date of December 2021.
Merseyside Fire and Rescue Authority has excellent partnership arrangements with local
authorities and has led the way through the secondment of a Fire Safety Inspector to Liverpool
City Council to work with building owners/managers regarding the mitigation of risk of external
fire spread involving external wall systems on high rise residential buildings. The Building Cladding
Safety Group, chaired by Liverpool City Council, brings together a range of partner agencies and
coordinates collaborative activities across Liverpool regarding identification, prioritisation and the
reduction of risk within all high rise residential buildings.

7.

Domestic Abuse
Lead: City Safe Board

Domestic Abuse has a devastating impact upon individuals and families but also impacts
strategically across our city in many different ways. It is crucial that all partners work together to
improve the mitigation of these impacts and develop a large scale prevention strategy which will
have positive outcomes for families and reduce demand for services in the long term.

8.

Maximising the social impact of our anchor organisations
Lead: Liverpool University Hospitals NHS Foundation Trust

The Delivery Plan will focus upon changing the practices and behaviour of Team Liverpool
organisations to build community wealth and maximise their contribution to improving the
outcomes identified throughout the City Plan.

9.

Accelerated Plan for People Power
Lead: People Power Partnership

The City Plan envisions a different relationship with the people of our city where we work together
and use our combined strengths and abilities to improve health and wellbeing. Significant progress
towards this fundamentally different relationship between organisations, people and communities
has been made since the crisis of Covid-19 hit the city. Changes were made within days that would
previously have taken years, with people and organisations working in unison to support the
vulnerable and isolated in communities. We must build on this momentum by strengthening
partnerships and by shifting power from institutions to people and communities.
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We will develop a delivery plan which sets out a tangible next phase of actions to embed this
approach across all of the actions in this plan.

10. Alignment of budget planning
Lead: Liverpool City Council
We will develop a joint approach to budget planning which ensures that our shared resources are
focused on the achievement of our City Plan outcomes. This will require a consensus on our
shared appetite for risk and principles for investment. It will involve clear plans for joint
commissioning and budget setting between partners in order to achieve our shared outcomes.
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Reporting to:

CCG Governing Body

Date of Meeting:

Tuesday 8th September 2020

Title of Report:

Risk Management and Assurance Strategy 2020-2021

Presented by

Stephen Hendry, Head of Corporate Services and
Governance
Stephen Hendry, Head of Corporate Services and
Governance
Sally Houghton, Lay Member for Audit

Report Author
Lead Governor
Senior Leadership
Team Lead
Report Category

Jan Ledward, Chief Operating Officer
Decision ☒

Discussion ☐

Assurance ☒

Information ☐

Purpose of this report
The purpose of this paper is to present the Governing Body with an updated
Risk Management and Assurance Strategy for the financial year 2020/2021 for
approval.
Recommendation(s)
The Governing Body is asked to:
a)
Note the contents of the report;
b)
Approve / ratify the updated Risk Management and Assurance Strategy
for dissemination as a live policy / strategy document.
Is this subject matter confidential?
No ☒
Yes ☐
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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☒
☒
☒
☒
☒
☒

COMMITTEE REPORTING TEMPLATE

Executive summary
An ‘interim’ Risk Management and Assurance Strategy was approved by the
Governing Body in January 2020 which was designed to satisfy a number of
internal audit recommendations and reflect the change in the CCG’s
management and Senior Leadership Team structure. At the time, the CCG was
also in the process of applying for a variation to its Constitution (and restructure
of its committees and governance arrangements). As the application process
was unlikely to conclude before the new financial year 2020/2021, the interim
strategy served as a ‘placeholder’ with the aim of producing a replacement
strategy document once the revised Constitution had been approved and the
‘new’ committee structure was in operation.
The onset of the COVID-19 pandemic and subsequent implementation of
Command and Control arrangements by NHS England & NHS Improvement
impacted on a significant proportion of ‘business as usual’ activities and the
2020/2021 Risk Management & Assurance Strategy experienced delays in
travelling the normal governance route for approval. However, as focus has
shifted from ‘response’ to ‘recovery’, a revised strategy document has been
drafted which reflects the new committee structure and clarifies a number of
individual and organisational responsibilities for risk management.
The revised Risk Management & Assurance Strategy is presented to the Audit
and Risk Committee for approval (dependent on the level of assurance the
revised strategy document provides committee members in terms of the
Group’s approach to risk management and the responsibilities/accountabilities
contained within).
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)

Date
07/07/2020

Meeting
Audit and Risk Committee

Decision made / outcome
Recommended for Governing Body
ratification.

Were there any conflicts of interest identified at any of the above meetings?

No ☒
Yes ☐
If ‘Yes, please give brief details:
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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:
Applies to the entirety of the GBAF and Corporate Risk Register.

Equality & Human Rights Analysis
Yes No
N/A
Do the issue(s) identified in this report affect one of the ☐
☒
☐
protected group(s) less or more favourably than any
other?
Are there any valid legal/regulatory reasons for ☐
☒
☐
discriminatory practice?
If the answer to either of the above two questions is ‘YES’, please include
a section in this report explaining why.
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CCG GOVERNING BODY
RISK MANAGEMENT AND ASSURANCE STRATEGY 2020/21

1.

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 2020/21 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 strategy presented The Governing Body for approval is intended to
replace the interim 2019/20 strategy, which expired on 31st March 2020.
This ‘expiration’ date coincided with the declaration of a Level 4 Major
Incident by NHS England, placing the NHS in ‘Command and Control’
arrangements and subsequent acquiescence of some CCG
commissioning responsibilities.
The revised strategy takes into account the recommendations made by
the Internal Audit review conducted in 2019 and builds on the previous
strategy’s commitment to ensure clear lines of reporting, accountability
and responsibility in relation to risk management.
The revised document has a revision date of 30th June 2021 and
therefore has a lifespan of 12 months (if approved). The rationale for the
12-month shelf life is based on knowledge that the NHS is likely to
remain under Command and Control arrangements until the new
financial year at least, and recognition that some risks which the CCG
would ordinarily carry now rest (albeit temporarily) with NHS England.

2.

PROPOSAL

The Governing Body is asked to approve /ratify the Risk Management &
Assurance Strategy 2020/21 should it be satisfied that the
arrangements, responsibilities and processes contained within are
robust and represent an effective internal system of control. Members
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are asked to note that the strategy, if approved will be in place for a
period of 12 months.

3.

NEXT STEPS

Should the 2020/2021 Risk Management and Assurance Strategy be
approved, it will be disseminated to all staff and published as a ‘live’
document on the CCG’s internal and outward facing web sites.
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 ☒

5. EQUALITY IMPACT ASSESSMENT
5.1
5.2
5.3

6.

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.

FINANCIAL IMPLICATIONS AND RISK

Effective and robust risk management arrangements (and clear
mitigation strategies) support the CCG’s delivery of statutory Financial
Duties.
7.

WORKFORCE IMPLICATIONS

The 2020/21 strategy document will apply to all CCG staff and
Governing Body members.
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8.

COMMUNICATION REQUIREMENTS

If approved, the Risk Management and Assurance Strategy will be
published on the CCGs intranet and external facing website. Promotion
of this strategy document will be conducted through established
communication channels, including (but not limited to):
•
•
•
•
•
9.

Staff events and briefings;
Formal CCG Communication Bulletins;
Staff Induction Packs;
CCG Governance Handbook;
Team Brief

CONCLUSION

The Risk Management and Assurance Strategy 2020/21 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 2019/20 ‘interim’ version and
aims to build on the effective multi-agency 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.

Ends
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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 January to March 2020 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.
At the time of writing this strategy document, the NHS remains under ‘Command and
Control’ arrangements implemented by NHS England in March 2020 in response to
the COVID-19 pandemic. Although the CCG has not been absolved of its statutory
powers or responsibilities, local contracting and commissioning arrangements for
both NHS and independent sector providers have been assumed by NHS England
and NHS Improvement, with financial allocations for the year 2020/21 also affected
by these arrangements. It is anticipated that these Command and Control
arrangements will be in place until the 2021/22 financial year, and therefore the CCG
will have to assess the strategic and operational risks it is exposed to in line with this
‘new normal’.
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
4
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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;
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;

5
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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.
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.

RISK MANAGEMENT OBJECTIVES 2020/21

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:
Objective
1
To continue to embed the Governing
Body Assurance Framework (GBAF)
as a standard annual process;

Delivered by:
Establishing strategic objectives and high-level
operational objectives (linked to the strategic
objectives) for delivery in 2020-21;
Establishing a process for determining which risks
to the achievement of strategic objectives require
management by the Governing Body.

2

Maintain clearly defined
responsibilities for risk management
and lines of accountability throughout
the organisation;

3

Provide evidential assurance to the
Governing Body of the CCG’s
capacity to handle risk and strength
of internal systems of control;

4

Continued development and
maintaining of the CCG Corporate
Risk Register (CRR);

Clearly identified risk owners on the corporate risk
register and GBAF. Each risk owner will be held to
account by the Governing Body for the continued
management and mitigation of operational and/or
strategic risks within their area of responsibility
Taking corrective actions in light of
internal/external audit recommendations and
review processes;

Reviewed by the Governing Body on bi-monthly
basis.

6
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5

Ensuring departmental, committee,
programme and project risk registers
are maintained across all areas of the
organisation;

6

Prepare a representative and factual
Annual Governance Statement at the
close of 2020/21 financial year;

7

Satisfy all mandatory and statutory
duties and undertakings;

8

Utilising a systematic and consistent
approach to learning lessons and
promoting continuous improvement,
and;

Ensuring all risks and gaps in controls are clearly
documented. All managers are responsible for
supporting and encouraging staff to report adverse
incidents and near misses.

9

As far as reasonably practicable,
minimising the costs and impact
associated with risk.

Ensure all scheme proposals for 2020/21
include risk management methodologies;

Departmental / committee risk registers are a
standing agenda item for each committee. Each
committee will assure the Audit & Risk Committee
that risk management responsibilities are clear at
committee level and that risk management principles
are embedded.
Developed with the involvement of all directorates,
internal audit and the Audit & Risk Committee (and
any sub-groups / sub committees / working groups
reporting to the Audit & Risk Committee
Ensure risk management training is available for all
staff and Governing Body members (i.e. e-learning
and group based);
Appropriate action is taken when CCG staff fail to
attend training;

Ensure risk management is embedded into
the CCG Form 1 process.
Promoting active stakeholder involvement in risk
management with particular reference to key
partnerships;

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
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•
•
•
•
•
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 and (where possible) claims and litigation.
Quality risks in commissioned services will be identified through established Clinical
Quality / Performance and Contract Review meetings and monitored through these
channels. Extreme or severe risks identified through this process should be reported
via the CCG’s Performance & Quality Committee, who will also agree the actions to
be taken to mitigate the risk. Specific responsibilities for this committee can be found
in 8.3.
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 (CRR) as appropriate.
7.3

Fraud Risk / Anti-Fraud

The CCG takes a risk-based approach to tackling fraud, bribery and corruption, and
the Anti-Fraud Specialist, on behalf of the CCG, conducts risks assessments to
identify, fraud, bribery and corruption risks, which are recorded and managed in line
with the CCG’s Risk Management Strategy and included on appropriate risk
registers. Measures to mitigate identified fraud, bribery and corruption risks are
included in an anti-fraud, bribery and corruption work plan, which is monitored by the
Chief Finance Officer and the Audit & Risk Committee.
8.

GOVERNANCE STRUCTURE

The CCG has a governance structure within which risk is addressed and managed.
The governance structure ensures that internal controls are in place to support the
organisation to achieve its policies, aims and objectives and safeguard public funds
8
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and assets. The CCG’s risk reporting structure is detailed in our Governance
Handbook available on the CCG’s website here:
https://www.liverpoolccg.nhs.uk/media/4292/governance-handbook-2019.pdf
All Committees of the CCG Governing Body are responsible for reporting and
monitoring risks that arise from the remit of that committee or the delivery of its work
plan. The CCG’s Audit and Risk 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.
8.1

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;

•

Ownership of the GBAF and CRR (including review and development);

•

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.
8.2

The Audit and Risk Committee
9
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The Audit and Risk Committee shall review the establishment and maintenance of
an effective system of integrated governance, risk management and internal control,
across the whole of the CCG’s activities by:
•
•
•
•

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/internal audits;
Receiving and reviewing the GBAF and CRR at each meeting in order to
ensure that the processes applied 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).
8.3

Performance and Quality Committee

The risk responsibilities of the Committee are to gain assurances that the risks to
delivery of contractual and quality requirements are identified and mitigated. The
Committee is assigned other risks within its scope, including:
•

Performance

•

Quality

•

Patient Experience

•

Safety

•

Contracting & procurement

•

Delivery of relevant statutory duties and annual work plan

•

Information Governance

•

Financial expenditure and budgetary control

The Committee is responsible for reviewing the risks included on the CCG’s
Corporate Risk Register and Governing Body Assurance Framework, ensuring that
10
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appropriate and effective mitigations are in place. The Committee will maintain,
monitor and review its own risk register and shall present it for review to the Audit
and Risk Committee on a bi-annual basis.
8.4

Primary Care Commissioning Committee

The Primary Care Commissioning Committee oversees and seeks assurance on
issues relating to the commissioning of primary care medical services under
delegated authority from NHS England & NHS Improvement.
The Committee is responsible for reviewing those risks on the CCG’s Corporate Risk
Register and Governing Body Assurance Framework that have been assigned to the
Committee, ensuring effective and appropriate mitigation and actions and
monitoring/review arrangements are in place. The Committee will maintain, monitor
and review its own risk register and shall present it for review to the Audit and Risk
Committee on a bi-annual basis.
9.

RISK MANAGEMENT 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 departmental objectives.
9.1

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
have been in place, as part of the year-end accounting and annual reporting
process.
9.2

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:
11
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•
•
•
9.3

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 and Risk
Committee and is accountable to the CCG Governing Body for the work of the
Committee. Through the Audit and Risk 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.
9.4

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.
9.5

Head of Corporate Services and Governance

The Head of Corporate Services and Governance has responsibility for the
development of the CRR and GBAF and for ensuring continued Senior Leadership
Team (SLT) /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.
9.6

The Senior Leadership Team (SLT)

All members of the CCG’s SLT are accountable for the management of risk - both
within their individual area of responsibility and collectively as the CCG’s ‘executive’
function. The SLT 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 and Risk 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;
12
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•

Involving staff in the risk management process to promote ownership of the
risks identified;

•

Reviewing, validating and quality assuring GBAF and 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;

•

9.7

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).
9.8

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
delivery of the organisation’s Operational Plan, its associated investment schemes,
provider performance and improvement trajectories.
9.9

Heads of Service / Senior Managers

All Heads of Service and Senior Managers are responsible for ensuring all areas
under their area of accountability are contributing to the operational, corporate and
project/programme risk registers as appropriate.
9.10

Risk Owners

Risk owners will be assigned for each identified risk on the CRR 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
13
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levels. For principal risks in the GBAF this will be a member of the SLT.
9.11

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.
9.12

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.
9.13

Internal Audit

Internal Audit supports the risk management and assurance 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

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
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10.1

Identifying Risk

Identification of risk is the first part of an effective risk management and assurance
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.

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
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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 CRR 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:
Transfer -

Terminate -

Treat -

Tolerate -

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.

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.
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).
Making an informed decision that the risk rating is at an
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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. Liverpool CCG’s most current governance structure is
detailed in its ‘Governance Handbook’, which can be found here:
https://www.liverpoolccg.nhs.uk/media/4292/governance-handbook-2019.pdf`
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:

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 CRR and should be escalated immediately by the
relevant member of the SLT, 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).
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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 SLT level to ensure
adequate oversight, monitoring and escalation planning. Results of these reviews will
be reported to the Audit and Risk 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 that
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 CRR 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’.
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. This
also includes safeguarding and information governance risks.
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,
18
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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 and will be used to drive the
Governing Body meetings and remind members 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 that 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 (GBAF): contains the significant
principal risks that could impact on the CCG achieving its strategic objectives;

•

Corporate Risk Register (CRR): 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;

•

Fraud Risk Register: contains all fraud related risks to the organisation as
identified by the CCG’s Anti-Fraud Fraud Specialist (AFS) under standard 1.4
of the NHS Counter Fraud Authority’s Standards for Commissioners.

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 SLT 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
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The Corporate Services and Governance Team should be notified of any decisions
to escalate risks from Committee/Directorate level to the CRR. 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 SLT.
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.
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 strategy document will be
conducted through established communication channels including, but not limited to:
•
•
•
•
•
15.

CCG staff events and forums;
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
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will be mandated as part of the Electronic Staff Record (ESR) compliance
requirement and 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 Governance Handbook (link detailed in Appendix 3) the CCG Governing
Body will monitor the effectiveness of the Risk Management and Assurance Strategy
through the following mechanisms:
•
•
•
•
•
•
•
•

CCG Annual Report;
Annual Governance Statement;
Governing Body Assurance Framework (GBAF)
Corporate Risk Register (CRR);
Risk Management Reports;
Internal and External Audit Reports;
Minutes from related committees and groups;
Performance/exception reports.

The Audit and Risk Committee will monitor compliance with the Risk Management &
Assurance Strategy through Committee papers received throughout 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 and Risk Committee and amendments
recommended to the Governing Body when there are changes in NHS requirements
or revised best practice guidance. This document is scheduled to expire on 30th June
2021.
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. This is also reflective of the

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.

22

Page 251

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

Do not expect it
to happen but it
is possible it may
do so

Might happen or
recur
occasionally

This will
probably never
happen / occur

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.
• Decision affecting contracts, finance, contracts, quality or governance has no impact on CCG’s
transformation towards a strategic commissioner.
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.
• Decision affecting contracts, finance, contracts, quality or governance may have some impact
on the CCG’s transformation towards a strategic commissioner.
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 regulator enquiry.
• Decision affecting contracts, finance, contracts, quality or governance may delay the CCG’s
transformation towards a strategic commissioner.
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.
• Decision affecting contracts, finance, contracts, quality or governance may significantly delay
or impede the CCG’s transformation towards a strategic commissioner.
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.
• Decision affecting contracts, finance, contracts, quality or governance majorly impedes and/or
delays the CCG’s transformation towards a strategic commissioner.
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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:
* As part of the CCG’s commitment to managing risks which carry a ‘catastrophic’ impact, all risks with a
consequence score of ‘5’ will be regarded as ‘extreme risks’ and managed / reported accordingly.

1–3

Low risk

4–6

Moderate
Risk

8 – 12

High Risk

15 – 25

Extreme Risk

Document

Found at

Liverpool CCG Constitution (public website)

https://www.liverpoolccg.nhs.uk/media/4285/lccg-constitution-2019.pdf

Liverpool CCG Constitution (intranet)

http://nww.liverpoolccg.nhs.uk/media/2991/lccg-constitution-2019.pdf

Liverpool CCG Governance Handbook
(includes all committee terms of reference
and Scheme of Reservation and Delegation
(SoRD) (public website)

https://www.liverpoolccg.nhs.uk/media/4292/governance-handbook-2019.pdf

Liverpool
(intranet)

http://nww.liverpoolccg.nhs.uk/media/3043/governance-handbook-2019.pdf

CCG

Governance

Risk Assessment Form Template

Handbook

Link to be added
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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)

Moderate
(Yellow)

Quick, easy measures which can be
implemented immediately and further action
planned for when resources permit.
Risk 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
26
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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.

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.
27
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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
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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
willing to accept the low
financial loss if essential.
cost option. VFM is of
VFM is of primary concern.
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

Mature (5)
Confident in setting high
levels of risk appetite
because controls, forward
scanning and system
responses are robust
Investing for the best
Consistently focussed on
possible return and accept the best possible return for
the possibility of financial
stake holders. Resources
loss (with controls in place). allocated in 'social capital'
Resources allocated without with confidence that
firm guarantee of return.
process is a return in itself.

Avoid anything which could Would have to be certain
be challenged, even
that any challenge would be
unsuccessfully (play safe)
successfully won by CCG.
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.

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.

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 noncritical 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.

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

Willingness to take
Track record and investment
decisions which are likely to in communications has built
bring scrutiny of the CCG
confidence by public, media
but where potential
and politicians that CCG will
benefits outweigh the risk. take difficult decisions for
New ideas seen as
the right reasons with
potentially enhancing CCG's benefits outweighing the
reputation.
risk.
SIGNIFICANT

ZERO TOLERANCE

Seek (4)
Eager to innovate and to
choose options offering
potentially higher rewards
(despite greater inherent

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Audit and Risk Committee

Meeting Date:7 July 2020

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

Chair: Sally Houghton – Lay Member
for Audit and Risk Committee

Key issues:

Risks Identified:

•

Statement on the use of
the external auditors for
non-audit services

•
•

Poor procurement decisions
Reputational risk

GBAF06

•

The committee approved a statement
on the use of the external auditors for
non-audit services to be communicated
to and used by staff.

•

Review draft policy and
procedure for risk
management

•

Lack of a robust framework
to manage risks will impact
on the organisation’s ability
to achieve its objectives and
deliver the operational plan.

GBAF06

•

The committee reviewed and
commented on the policy and
suggested amendments.
The revised policy will be presented to
the September meeting of the
Governing Body.

Concentration of resource on
the Covid-19 situation may
lead to lack of attention to
governance and internal
control measures.
Changes to governance and
internal controls may be
required.

GBAF06

Poor procurement decisions
Failure to achieve value for
money when purchasing
goods and services

GBAF06

•
•
•
•
•
•
•

Receive the results of
MIAA Covid support
briefings:
Governance
Financial Governance
People
Assurance Framework
and Risk Management
Gifts and Hospitality
Checklist

•

Single tender waivers

•
•
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•

Mitigating Actions:

•

•
•

•
•

1

Completion of checklists by appropriate
staff.
Review of completed checklists by ARC
and other committees as appropriate.

Report by Deputy Chief Contracting
Officer to ARC listing all single tender
waivers.
Review of list by ARC and challenge

•

where necessary.

Risk of challenge from
alternative suppliers

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
a. Mark Bakewell and Charlotte Hinchcliffe have dual roles across Liverpool and Knowsley CCGs. There was no conflict
at this meeting.
3. Internal audit work has been suspended in order to allow staff to deal with issues arising from the Covid-19 pandemic. Work
on the 2020-21 agreed plan will commence in Q3. The plan will be reviewed and may change in the light of the year’s
experience.
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2

AGENDA

AUDIT AND RISK COMMITTEE
Date:
Venue:

Tues 7 July 2020
Time:
Skype conference call

No

Item

A

Introductions and Apologies

A1
A2
A3
A4
A5
B
B1
B2
C
C1
C2

C3
D
D1

Welcome & Introductions
Apologies received:
Declarations of Interest
Previous Minutes (21 April 2020 & 23 June
2020)
Action Log

Committee Effectiveness

Review committee terms of reference
Statement on the use of the external
auditors for non-audit services

Governance

Review draft policy and procedure for risk
management
Review
• Governing Body Assurance
Framework
• Corporate Risk Register
• Fraud Risk Register
Risk responsibilities of committees

Financial Focus

Review changes to standing orders and
standing financial instructions

D2
E

Liverpool CCG Losses and Special Payments

E1

Review internal audit progress report

E2
E3
E4

Internal Audit

Review internal audit recommendations
follow up report
Consider if further distribution of internal
audit reports is required
Receive results of MIAA Covid support
briefings
• Governance
• Financial Governance
•
•
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People
Assurance Framework and Risk

1:00pm

Lead

Note/
Information/
Decision

Sally Houghton
As above
All
Sally Houghton

Verbal to note

Sally Houghton

Paper to note

Sally Houghton
Sally Houghton

Paper to note

Stephen Hendry

Paper for
approval

Stephen Hendry /
Corporate
Governance Team

Paper to note

Sally Houghton

Paper to note

Mark
Bakewell/Becky
Tunstall/Charlotte
Hinchcliffe
Mark Bakewell

Verbal to note

Nigel Woodcock
(MIAA)
Nigel Woodcock
(MIAA)
Sally Houghton

Paper to note

Sally Houghton

Paper to note

Sam James
Mark
Bakewell/Becky
Tunstall
Jo Twist
Stephen

Verbal to note
Verbal to note
Paper to note

Paper to note

Verbal to note

Verbal to note
Verbal to note

Indicative
timing

Management
•

Gifts and Hospitality checklist

F
F1
F2

External Audit

G
G1
G2

Counter Fraud

H
H1
H2
H3
H4
I
J1

Receive external audit progress reports
Receive and consider the external auditors
annual audit letter
NHS Counter Fraud Authority Circulars
Consider impact of Covid and any
measures required

Governance Updates

Single tender waivers
Use of LCCG seal
Register of interests update
Gifts and hospitality register update

Hendry/Corporate
Governance Team
Stephen
Hendry/Corporate
Governance Team
Georgia Jones (GT)
Georgia Jones (GT)

Verbal to note

Mark Bakewell
Michelle Moss
(MIAA)

Paper to note

Val Attwood
Mark Bakewell
Stephen Hendry
Stephen Hendry

Paper to note

Paper to note

Verbal to note

Verbal to note
Verbal to note
Verbal to note

Any Other Business
Any other business

Dates of Future Meetings:

Deadline for papers

• Tuesday 22 September 2020; 2pm – 4:30pm
(including private meeting).

• Tuesday 15th September @ 12 noon.

• Tuesday 8 December 2020; 10am – 12 noon.

• Tuesday 1st December @ 12 noon.
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Remuneration and HR
Committee

Meeting Date: 15 June 2020

Key issues:

Risks Identified:

1.

•

Review of the new
committee TOR and
work plan

•

2. HR Risk Register

•
•

3.

4.

Equality –
disproportionate impact
of COVID19 on
protected staff groups

•

Impact of COVID19 on
the workforce

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

Chair: Helen Dearden

Mitigating Actions:

Contradiction within the
membership of the
committee within
membership section
Specific committee
responsibilities regarding risk
omitted from the TOR

•

Some risks still remain
unclear, with multiple risks
within one
Not all mitigation reflective
within target risk score

•

Full review of HR risk register to be
completed by SH and JT for next HR
Committee

Review of WRES and WDES
action plans to reflect impact
and learnings from COVID19

•

Strong leadership recognised by the
CCG establishing a Local BAME Peer
Group
Equality Group established
SJ on national BAME Advisory Group
Risk assessment for all staff in place

•

•
•
•
•
•

Ensure safe return of staff to
the working environment

1

Review work plan and cross-reference
to the Board and Committee
Administration Guidance, in particular
relation to responsibilities for risk
Review of TOR to be undertaken by S
Hendry

Recovery Team in place
Action plan following government
guidance on “safe return to the working
office environment”

•
•

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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Proposed new workforce model for a
blended approach of home and office
based working for all staff
Risk assessments for all staff

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

2

AGENDA FOR

REMUNERATION AND HR COMMITTEE
Date:
Venue:

Tues 16 June 2020
Time:
Skype Conference Call

1.00pm

No

Item

Lead

Note/Information/Decision

A
A1

Welcome & Introductions

Helen
Dearden
As above
As above
As above

Verbal to note

As above

Paper for approval

Helen
Dearden

Paper for discussion

Gillian
Roberts
Joanne Twist

Paper for approval

Joanne Twist

Paper for information

Gillian
Roberts
Sally
Houghton
Jo Twist
Andy Woods
Helen
Dearden

Paper for information

Mark
Bakewell
Mark
Bakewell
Joanne Twist

Paper for information

Joanne Twist

Paper for information

A2
A3
A4
A5
B
B1

Apologies received:
Declarations of Interest
Previous Minutes – 28 February
2020
Action Log
Items for Decision
Draft work plan for 2020/21

C
C1

Items for Discussion
HR Policy update

C2

D2

Appraisal/ Talent Conversation
Framework
Items for Information
OD and People Plan (including
staff survey action plan 2019) –
milestone assurance
HR Performance Report

D3

HR Risk Register

D4
D5
D6

MARS Summary
Equality Briefing
New TOR for Remuneration and
HR Committee

D7

Additional COVID workforce
expenses
Payroll/Expenses Update

D
D1

D8
D9
D10
E
E1

COVID – Impact on the
workforce
Pension Enrolment update
Any Other Business
Evaluation of todays meeting
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1

Verbal to note
Verbal to note
Paper for approval

Paper for approval

Paper for information
Paper for information
Paper for information
Paper for information and
discussion

Paper for information
Paper for information

Indicative
timing

Dates of Future Meetings:
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Deadline for papers

• 15 September 2020

• 4 September 2020

• 15 December 2020

• 4 December 2020

2

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: People and Community Voice
Committee

Meeting Date: 18 Aug 20

Key issues:

Risks Identified:

1.
COVID-19 Equality Briefing

•

Potential for COVID-19
pandemic to widen health
inequalities in the city

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

No

Chair: Carol Rogers

Mitigating Actions:

•
•
•
•

2.

Communications and
engagement delivery
plan 2020-2021
(revised)

•

Potential for health and care
communications and
engagement not to be
focused on the immediate
priorities relating to COVID
and recovery

No

•
•
•
•

3.

COVID-19 engagement
plan
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•

Potential to develop recovery
priorities and plans that are
not informed by patient and
public insight and experience
1

No

•
•

Identifying and updating the equality
risks with regular updates to the briefing
A whole system Health and Wellbeing
recovery group is overseeing coordinated actions to mitigate this risk
Health inequalities is a central theme of
Phase 3 NHS recovery plans
The One Liverpool plan has been
refined, with action to reduce health
inequalities one of the three critical
themes.
CCG communications and engagement
plan for 2020/21 has been refined to
respond to these priorities
Patient and Public Voice Committee
established to oversee these CCG
responsibilities
Liverpool Place communications
network established to respond
collectively to COVID and recovery
CCG involvement in regional
communications network
The plan has been developed with the
Patient Engagement and Experience
Group, which has public advisors
The plan has been refined to ensure

•

4. Interpreter services public
engagement plan to support
the re-procurement of these
services

•

Potential to widen health
inequalities unless there is a
responsive service for people
who need interpreter support

No

•
•
•
•

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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there is no duplication with other
engagements, including Healthwatch
The Plan has been endorsed by the
People and Community Voice
Committee
Health and care partners have been
involved in the development of the
service specification
The specification is informed by earlier
public engagements
The procurement process will involve
service users
Partners, including LCC, other CCGs,
and trusts, are partnering in the
procurement process to establish a
high quality, integrated service at place
and North Mersey

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

2

AGENDA FOR

PEOPLE AND COMMUNITY VOICE COMMITTEE
Date:
Venue:
No
A
A1
A2

18th August 2020
Time:
Skype Conference Call

2.30pm

Item

Lead

Note/Information/Decision

Carol Rogers
Carol Rogers

Verbal to note
Verbal to note

A3
A4

Welcome & Introductions
Apologies received: Andy Woods –
Jo Roberts Attending
Declarations of Interest
Previous Minutes (13 March 2020)

Carol Rogers
Carol Rogers

Verbal to note
Paper for decision

A5
B
B1
B2

Action Log
Carol Rogers
Updates
Terms of Reference
Carole Hill
Covid 19 Equality Briefing (Version 7) Jo Roberts

Paper for decision

B3

Updates on engagement work:
• Lymphoedema; spinal; stroke
Communications
Updated Communications &
Engagement Delivery Plan for
2020/21
Coronavirus public engagement plan

Carole Hill /
Helen Johnson

Verbal update

Helen Johnson

Paper for information

Helen Johnson

Paper for information

Helen Johnson

Paper for discussion

Carole Hill

Verbal update

C
C1
C2
D
D1
D2
E

For discussion
Interpreter services public
engagement plan
Other engagement work

Paper for information
Paper for noting

Papers to Note / For Information

Note – these items are provided for noting by / or for information to the Committee, they do not
require approval or for a decision to be made. Members are asked to read the papers prior to the
meeting and, unless the Chair receives notification before the meeting that a member wishes to
debate the item or seek clarification on an issue, the paper will be recorded in the minutes as being
noted without debate at the meeting in line with the process for Papers to Note / For Information.

F
F1

Any Other Business
Any Other Business

1
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Dates of Future Meetings:
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•

6 October

•

3 November

•

1 December

Deadline for papers/questions:

th

•

25 September

rd

•

23 October

st

•

20 November

2

th

rd

th

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Performance and Quality

Meeting Date: 25th August 2020

Key issues:

Risks Identified:

1.

•

Update to Scheme of
Reservation and
Delegation (SoRD) –
Operational Limit

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

Number of changes required
to SoRD to ensure it remains
current and fit for purpose

No

Chair: Catherine Maddaford

Mitigating Actions:

•

2.

•

•

3.

•

•

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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SoRD regularly reviewed and
presented to Performance and Quality
Committee for changes to be approved

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

1
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AGENDA

PERFORMANCE AND QUALITY COMMITTEE
Date:
Venue:

25 August 2020
Time:
Skype Conference Call

No
A
A1

Item
Welcome and Introductions
Welcome & Introductions

A2

Apologies received:

A3

Declarations of Interest

A4

Previous Minutes (10 March 2020)

A5

Action Log

B
B1

Committee updates
Finance and Contracting Report

B2

3.00pm

Lead

Note/Information/Decision

Cathy
Maddaford
Cathy
Maddaford
Cathy
Maddaford
Cathy
Maddaford
Cathy
Maddaford

Verbal to note

Mark Bakewell

Paper for information

Mark Bakewell

Paper for information

Jane Lunt

Paper for information

B4

Scheme of Reservation and
Delegation Update
Chief Nurse Report including
safeguarding update
Corporate performance report

Sam James

Paper for information

B5

Risk Register

Stephen Hendry

Verbal update

C

For information

B3

Verbal to note
Verbal to note
Paper for decision
Paper for decision

Papers to Note / For Information

Note – these items are provided for noting by / or for information to the Committee, they do not
require approval or for a decision to be made. Members are asked to read the papers prior to the
meeting and, unless the Chair receives notification before the meeting that a member wishes to
debate the item or seek clarification on an issue, the paper will be recorded in the minutes as being
noted without debate at the meeting in line with the process for Papers to Note / For Information.

C1

Primary care performance report

Sam James

Paper to note

C2

Minutes from sub-committee

Sam James

Paper to note

C3

Minutes from IG Steering group

Mark Bakewell

Paper to note

C4

Contracts between LCCG and
Mersey Care.
MIAA Report – Community
Services within Liverpool
Committee Work plan
Any Other Business
Any Other Business

Val Attwood

Paper to note

Jane Lunt

Paper to note

Sam James

Verbal update

C5
C6
D
D1
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1

Dates of Future Meetings:
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•

22

•

27 October

•

24 November

•

22 December

Deadline for papers/questions:
•

11 September

th

•

16 October

th

•

13 November

nd

•

11 December

nd

September

2

th

th

th

th

Status of these minutes (check one box):
Draft for Approval:

☐

Report to:

Governing Body

Formally Approved:

☒

Meeting Date:

8 September 2020

MINUTES OF THE MEETING OF THE

AUDIT AND RISK COMMITTEE
Date:

21 April 2020

Venue:

SKYPE Conference Call

Time: 2:30pm

Name

Job Title (Division/ Organisation*) *if not Liverpool
CCG

Present:
Sally Houghton (SHo) – Chair
Helen Dearden (HDe)
Cathy Maddaford (CMa)
David O’Hagan (DOh)
Carol Rogers (CRo)

Lay Member for Audit
Lay Member for Governance
Non-Executive Nurse/Lay Member
GP Director
Lay Member for Public & Patient
Involvement

In Attendance:
Mark Bakewell (MBa)
Gary Baines (GBa)
Joanne Davies (JDa)
Stephen Hendry (SHe)
Carole Hill (CHi)
Charlotte Hinchcliffe (ChH)
Sallyanne Hunter (SHu)
Georgia Jones (GJo)
Barrie Morris (BMo)
Michelle Moss (MMo)
Becky Tunstall (RTu)
Nigel Woodcock (NWo)
Debbie Richardson (DRi)

Chief Finance and Contracting Officer
Internal Audit - MIAA
Corporate Services Manager
Head of Governance and Corporate Services
Head of Financial Services LCCG/KCCG
Deputy Head of Governance and Corporate Services
Senior Audit Manager; External Audit, Grant Thornton
Director, External Audit; Grant Thornton
Counter Fraud Specialist; MIAA
Deputy Chief Finance Officer
Senior Manager, Internal Audit; MIAA
Note Taker

Apologies Received:
Jan Ledward

Chief Officer

ISSUES CONSIDERED
2020

A1
1.

A2
2.

A3
3.

WELCOME
Sally Houghton (SHo) (Chair) welcomed all those present to the meeting, noting that
business would be conducted on the assumption that members had read all papers
ahead of the meeting.

APOLOGIES FOR ABSENCE
Apologies for absence were noted as listed above.

DECLARATIONS OF INTEREST
SHo declared an interest in item J10 and noted an intention to withdraw from the
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meeting while this was discussed as it pertained to her contract. During this time
HDe would step in as chair. DOh noted the significant contributions regarding
primary care commissioning however as a GP he was not a primary care provider
but employed by primary care providers. MBa and ChH noted dual roles with
Liverpool and Knowsley CCGs.
A4
4.

MINUTES OF THE MEETING HELD ON 25 February 2020.
The minutes of the previous meeting held on 25 February 2020 were agreed in
advance by email circulation and accepted as an accurate record.
Action

5.

Lead

Timescale

Status

Recommendations approved by the Board, namely:
•
Approve the minutes of the previous meeting.
Further actions required:
•
None identified

A5
6.

ACTION LOG
Members agreed that the action log would be discussed at the next meeting.
Action

7.

Recommendations approved by the Board, namely:
•
Note the Audit and Risk Committee Action Log
Further actions required:
•
Discuss action log progress at next meeting

B
8.

Lead

S. Houghton

Timescale

May 2020

Status

On
meeting
agenda for
May 2020.

COMMITTEE EFFECTIVENESS
Members agreed to defer the Committee Effectiveness discussion given the online nature
of the meeting and the temporary working conditions in place due to Covid19.

C

GOVERNANCE

C1

REVIEW OF DRAFT ANNUAL REPORT AND ACCOUNTS INCLUDING
ANNUAL GOVERNANCE STATEMENT

9.

Mark Bakewell (MBa) presented the draft Annual Report and Accounts including the
Annual Governance Statement noting the following comments:

10.

SHo thanked everyone involved for their work in producing the Annual Report and
Governance Statement in the particularly difficult circumstances.

11.

SHo stated that members of the committee met with the Accountable Officer in March and
discussed the contents of the Annual Governance Statement (AGS); a note of that
meeting has been circulated to those present. However there had been considerable
developments since then. At the meeting in March it was accepted that the AGS was
balanced, accepted shortcomings and described the measures were put in place to
remedy these. This was still the case but the statement should be extended to include the
CCG response to Covid19 with information including how governance and internal control
was being managed, and changes to standing orders or schedule of delegation and
arrangements in place to cover absence of any key staff and maintaining data security.

12.

Members agreed that Covid19 needed to be included while remembering that it affected
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the last month of activity and this should not become the focus of the report. The impact
was to be noted and that business as usual continued with controls in place.
13.

CMa reported that it was important to have an audit trail to highlight where decisions were
made in particular when they were not straightforward or were not in line with what other
similar organisations were doing. DOh commented that both internal and external
auditors suggested reference to Covid19 be included in the AGS and accounts. Covid19
will affect things for some time and caused changes to the organization, auditing these
changes will require a lot of work including an audit trail for governance and financial
matters. GBa commented that any significant departures from business as usual would
require auditing.

14.

It was noted that the AGS and Annual Report was circulated only to internal members of
the committee as it was only in draft form at this point. Members agreed that a narrative
would be included within the AGS to include actions taken in response to Covid19.

15.

CHi presented the Annual Report and Accounts stating that there were multiple
contributors. The format is very prescribed. The summary sets out the most important
points and included some additions regarding Covid19 when it impacted at the end of the
financial year. Some feedback has been received and changes made but these have not
yet been circulated, they will be included in the final version.

16.

HDe suggested Covid19 be included in section 1.6 as it was a risk at the end of the year.
Chi responded that a bullet point had been added stating that the CCG recognized the
significant risk and there is a table included within the GBAF. HDe pointed out that page
19 makes reference to a monthly Governing Body meeting which is not correct.
Governing Body does not meet monthly and this should be accurate. CHi agreed to
check this.

17.

MBa discussed the financial statements stating that the figures reflected normal
expenditure for the CCG. There were four primary statements, notes to the accounts and
supporting information. The accounts included detailed income and expenditure
information which is not normally shown in the monthly accounting reports. Conversations
over the previous months regarding IFRS16 and the treatment of leases has led to more
work which has informed how some things are looked at with regard to IFRS16. There
remain some outstanding external information items within the annual report and the
accounts which were highlighted and will be updated once the information is received.

18.

HDe enquired about the VAT receivable amount listed under note 8 with ChH responding
that the amount related to VAT paid in March but not physically recovered. It would be
reclaimed in April. There followed a discussion regarding what items the CCG was
eligible to pay VAT on. ChH agreed to circulate information regarding the rules around
what CCGs could and could not claim VAT for to members. Note 10 referred to PAYE
income tax payments.

19.

MBa informed members that a standard template and notes were used to compile the
financial statements and annual report and included a comparison with previous years.

20.

Action
Recommendations approved by the Board, namely:
•
Review draft Annual Report and Accounts including
Annual Governance Statement.
Further actions required:
•
Update AGS to include reference to actions taken in
response to Covid19

Lead

Timescale

M Bakewell

May 2020

•

Update Annual Report to reflect frequency of
Governing Body meetings

C Hill

May 2020

•

Circulate information regarding VAT regulations to
Audit Committee members

C Hinchcliffe

May 2020
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C2

RECEIVE ASSURANCE FROM IG STEERING GROUP
• Data Security and Protection Toolkit
• Cyber Security Update

21.

Mark Bakewell (MBa) reported that the Information Governance group has continued to
meet regularly and is a well-functioning team. Substantial assurance has been received
from the internal auditors. No issues have been escalated recently; the group continues
to work giving assurance to committee members.

22.

SHo noted the requirement to maintain standards while colleagues worked remotely in the
Covid19 situation.

23.

With regard to Cyber Security MBa commented that the CCG was already in a good place
due to work already undertaken by the digital team regarding the IT infrastructure with
proactive work on virus protection and malware in place. A lot of controls and
management in place and supported by Informatics Merseyside (IM) has helped to enable
work to continue with little disruption. Work is currently underway to attain relevant
security standards in regard to cyber security credentials.

24.

DOh noted that some items were mentioned in the finance committee regarding an
improved approach to cyber security and a review of controls with IM. Since Covid19
there has been an increase in threats to cyber security which has been balanced with IM
and the digital team working hard to support this.
Action

25.

Lead

Timescale

Status

Recommendations approved by the Board, namely:
•
Receive assurance from IG steering group
•
Data Security and Protection Toolkit
•
Cyber Security Update
Further actions required:
•
None identified.

D

FINANCIAL FOCUS

D1

LIVERPOOL CCG LOSSES AND SPECIAL PAYMENTS

26.

There were no Losses or Special Payments to report.

E

INTERNAL AUDIT

E2

RECEIVE INTERNAL AUDIT PROGRESS REPORT AND OUTSTANDING
RECOMMENDATIONS

27.

Nigel Woodcock (NWo) delivered an overview of the Internal Audit Progress Report
highlighting the three elements to the report, the progress report, the follow up report with
audit recommendations and the audit committee update document. The progress report
notes 3 pieces of work completed since the last audit committee meeting, all with positive
results. The primary medical care commissioning and contracting report, the data security
and protection toolkit and the assurance framework review all of which have achieved
substantial assurance given for their respective reports. The primary care report was
based on the NHSE grading system however it would achieve substantial assurance in
MIAA terms too. The quality agenda for community services is listed as a work in
progress however this is to formalise the management response which has been agreed.

28.

The follow up report lists outstanding reports and recommendations with 9
recommendations completed since February. Further items have been completed since
submitting the report and it was pleasing to note that work continues under the
circumstances.
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29.

SHo commented that members realised things may slip while Covid19 issues took priority
at this time however it was good to note that high risk items were not slipping.

30.

MBa commented that some outstanding issues were linked to the movement to the new
organisation structure. The CCG was keen to move forward with this but some things
could not move until the new landscape was reached.

31.

DOh reported that from listening to national calls and webinars it appeared that LCCG
was in a better position than some other organisations due to the work it had already
undertaken. Some organisations had to put their changes on hold. Thanks to the teams
for their work in getting to this point.

E1

HEAD OF INTERNAL AUDIT ANNUAL OPINION

32.

GBa delivered the annual opinion report giving the overall assurance level for the year’s
activity. The report included a commentary regarding Covid19 suggesting the AGS flags
particular activities which may be affected.

33.

The report suggests a reduced level of internal audit activity due to Covid19, looking to
work in areas that will not distract from Covid19 efforts while maintaining an overview of
activity looking at governance and financial governance. In particular an ongoing risk
assessment will be carried out over the year.

34.

The opinion consists of three elements, the underpinning assurance framework and
processes, a look across all assignments considered over the year and a consideration of
how the committee has responded to internal audit recommendations and what actions
have been taken.

35.

Substantial assurance has been given with GBa commenting that it was pleasing to note
the level across the year. Section 5 lists items for consideration within the AGS and
section 6 lists how MIAA meets public sector internal audit standards. Overall it was a
positive message for 2019/20 of substantial assurance which was pleasing to deliver. It
was noted that the vast majority of responses fell within the substantial to high assurance
range.

36.

SHo noted that it was pleasing to receive the substantial assurance opinion.

37.

NWo directed members to updates and briefings information within the packs previously
circulated.
Action

38.

Lead

Timescale

Status

Recommendations approved by the Board, namely:
•
Note the contents of the reports and opinion;
Further actions required:
•
None identified

F

EXTERNAL AUDIT

F1

REVIEW EXTERNAL AUDIT PROGRESS REPORTS

2.

Georgia Jones (GJo) delivered the External Audit Progress Report noting that the work on
the Mental Health Investment Standard for 2018/19 is complete however NHSE have
instructed CCGs not to publish their compliance statements until the national impact of the
MHIS compliance work has been assessed.

3.

Planning for 2019/20 is complete and an interim audit took place in February/March.

4.

Grant Thornton have put plans in place to continue to work remotely and the Covid19
update contained within the report sets out arrangements and logistics they have in place
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to do this. Discussions will continue and the intention is to continue as normal where
possible.
5.

There have been no significant issues with the interim audit work to date. All deliverables
are on track. Some deadlines have moved.

6.

MBa informed members that the intention was the hold a Governing Body meeting on 23rd
June to sign off the Annual Report and Accounts along with the AGs. Prior to this there
would be an Audit and Risk Committee meeting during the morning of 23rd June. This
would enable submission on 25th June.
Action

7.

Lead

Timescale

Status

Recommendations approved by the Board, namely:
•
Note the contents of the report;
Further actions required:
•
None identified

F2

AUDIT PLAN ADDENDUM

8.

Georgia Jones (GJo) delivered an addendum to the Audit plan which identified the impact
of Covid19 as a significant risk. The addendum included the reasons why this was
identified as a significant risk along with actions planned to mitigate against the risk.

9.

MBa commented that colleagues were making the best of the situation under the
circumstances. The extension of the deadline gives breathing space while trying to work
to the original deadlines. Work was ongoing to produce the statements and to progress
and the positive working relationships with auditors helped.

10.

HDe raised the issue of remote working and asked if any problems this brought may affect
the rating auditors gave; the response was that this was not anticipated. The expectation
was that any change in opinion would be due to Covid19 issues and not likely to be
remote working. There was a difficulty as auditors would normally observe on site but it
was hoped that by sharing screens auditors could carry out work they needed to do. It
was an evolving situation which would be constantly monitored. BMo commented that in
terms of anticipated impact they were not expecting a limitation of scope but this would
not be the same for example in some NHS Trusts who might have more limitations than
CCGs. A pragmatic approach was required and the challenge was that standards are not
set aside.

11.

MBa stressed that normal business has all but stopped for the first six months of 2020/21.
It is not clear yet how arrangements will evolve. Providers have been given block values
around top up figures which take into account various elements of funding. It’s very hard
to say what the impact is and we don’t yet know how the arrangements will evolve for the
next financial year. We can only continue to work with colleagues to try to articulate what
is happening but it is not a normal year. The normal concept of going concern is not
applicable.

12.

BMo stated that this was a really helpful insight. From an auditors perspective previously
the Department of Health provided letters saying it would provide financial support to NHS
Trusts and although this had stopped there appears to be a move towards this again.
Rules may change but overriding principles around going concerns have not changed and
auditors need to be satisfied that there is sufficient funding for the year.
Action

13.

Lead

Timescale

Status

Recommendations approved by the Board, namely:
•
Note the contents of the Addendum;
Further actions required:
•
None identified
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G

COUNTER FRAUD

G1

RECEIVE THE ANNUAL REPORT ON COUNTER FRAUD AND SECURITY
ACTIVITY

14.

Michelle Moss (MMo) presented the Annual Report on Counter Fraud and Security
Activity bringing to members attention that there were two allegations of fraud. One
investigation was with the CPS waiting for a charging decision. Due to Covid19 cases
were not being progressed for charging but were being put on hold temporarily. A new
allegation came in during February regarding personal health budgets and whether the
health budget was being apportioned correctly and used for what it should. This is
ongoing with the finance department.

15.

The report includes information on the programme of work undertaken and Covid19
alerts. The standards for commissioners detailed where the CCG was rated within the
standards. SHo and MBa are required to review and approve the submission and
ratings annually.

16.

SHo referred to the plan to review conflicts of interest mentioned in the report and was
informed that this has been deferred to quarter two due to Covid19. The carried
forward work was a proactive review for the 2019/20 annual report plan. The intention
is to test and assure that all conflict have been declared correctly.

17.

SHo referred to two items which were rated as amber compliance and queried if the
CCG could do anything to change the rating. MMo responded that both items were not
within the CCGs control. One was under MMO’s control and had come about through
not meeting a deadline due to long term illness; the other was due to being unable to
recover losses through fraud which were on hold. Neither item was due to any lack of
action by the CCG.

18.

Action

Lead

Timescale

Status

Recommendations approved by the Board, namely:
•
Note the contents of the report;
Further actions required:
•
Review and approve ratings for standards for
commissioners in accordance with requirements

H
19.

S.
Houghton/M.
Bakewell

May 2020.

On meeting
agenda for
May 2020.

GOVERNANCE UPDATES
None to report.

J

PAPERS TO NOTE

J1

Minutes and Actions from the previous Audit, Risk & Scrutiny Committee
meeting held on 25th February 2020.

20.

See item 4.
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J2

Corporate Risk Register and GBAF including Fraud Risk Register

21.

Noted that both registers will be at the May Governing Body meeting for debate. The
role of the Audit and Risk Committee is to consider the process behind the reports.
SHe commented that difficulties in producing the reports were recognised and further
difficulties in producing the 2020/21 GBAF produced will impact throughout the year.

22.

DOh commented that it was important to include Covid19 information on the GBAF.
SHo stated that the fraud risk register was showing a low risk with nothing to report,
querying whether the recently reported case impacted on scores. The response was
that it showed the risk as an area of concern and as it was already listed on the register
the value stayed as it was, not more of a risk.

J3
23.

J4
24.

J5

25.

Review and approve annual internal audit plan
Committee members had discussions outside the meeting to formulate and agree a
plan. The plan would be fluid for the year as it would be continuously reviewed and
revised as new risks emerged. Members accepted and agreed the plan.

Receive the Internal Audit Charter
Noted for information, standing item annually.

Review and approve the annual work plan for anti-fraud and security
activity 2020/21
Members noted the plan which was externally driven by the NHS Fraud Authority and
external pressures. The plan may change due to emerging issues. Members approved
the plan.

J6

CCG Key Issues

26.

Item for information.

J7

Register of Interest Updates – No updates

J8

Register of Gifts and Hospitality – No updates

J9

Use of LCCG Seal – Not used

J10

Extension of Contract, S. Houghton.

27.

K1

SHo left the discussion and HDe chaired the meeting for this item. Members discussed
the extension of contract for S. Houghton with no objections raised. However, clarity
was required regarding the length of term of the extension and members agreed to
support the extension in principle, to be formally approved at Governing Body pending
further information. SHu to clarify the term allowed.

ANY OTHER BUSINESS

28. No other items of business were discussed. The meeting closed.
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Status of these minutes (check one box):
Draft for Approval:

☐

Report to:

Governing Body

Formally Approved:

☒

Meeting Date:

8 September 2020

MINUTES OF THE MEETING OF THE

AUDIT AND RISK COMMITTEE
Date:

23 June 2020

Venue:

SKYPE Conference Call

Name

Time: 10:00am

Job Title (Division/ Organisation*) *if not Liverpool CCG

Present:
Sally Houghton (SHo) – Chair
Helen Dearden (HDe)
Cathy Maddaford (CMa)
David O’Hagan (DOh)
Carol Rogers (CRo)

Lay Member for Audit
Lay Member for Governance
Non-Executive Nurse/Lay Member
GP Director
Lay Member for Public and Patient
Involvement

In Attendance:
Mark Bakewell (MBa)
Stephen Hendry (SHe)
Carole Hill (CHi)
Charlotte Hinchcliffe (ChH)
Sallyanne Hunter (SHu)
Georgia Jones (GJo)
Jan Ledward (JLe)
Barrie Morris (BMo)
Becky Tunstall (RTu)
Debbie Richardson (DRi)

Chief Finance and Contracting Officer
Head of Governance and Corporate Services
Director of Strategy, Integration and Communications
Head of Financial Services LCCG/KCCG
Deputy Head of Governance and Corporate Services
Senior Audit Manager; External Audit, Grant Thornton
Chief Officer
Director, External Audit; Grant Thornton
Deputy Chief Finance Officer
Committee Secretary

Apologies Received:

ISSUES CONSIDERED
2020

A1

WELCOME

1.

Sally Houghton (SHo) (Chair) welcomed all those present to the meeting, noting that
business would be conducted on the assumption that members had read all papers
ahead of the meeting.

2.

The Governing Body was due to meet that day to approve the submission of the
Annual report and accounts following a review by the Audit and Risk Committee.
The timetable was compressed due to the COVID-19 pandemic and the resulting
changes to the submission deadlines. The Audit and Risk Committee must give
assurance to Governing Body that it had scrutinised and reviewed the accounts and
recommended them for approval.
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A2
3.

A3
4.

A4
5.

A5
6.

B
7.

APOLOGIES FOR ABSENCE
No apologies for absence were received. Internal audit colleagues were not required to be
in attendance.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than those
already listed on the LCCG register. MBa and ChH noted dual roles with Liverpool and
Knowsley CCGs.

MINUTES OF THE MEETING HELD ON 21 April 2020.
Consideration of the minutes of the previous meeting held on 21 April 2020 was
deferred to the July 2020 meeting to enable internal audit colleagues to be
involved.

ACTION LOG
Consideration of the action log was deferred to the July 2020 meeting in line with
the minutes.

COMMITTEE EFFECTIVENESS
No items for discussion.

C

GOVERNANCE

C1

AUDIT FINDINGS REPORT

8.

Barrie Morris (BMo) delivered an overview of the Audit Findings report on behalf of Grant
Thornton outlining the following:

9.

The audit was undertaken completely remotely as was the preparation of the accounts.
The auditors extended huge thanks to the financial team at the CCG for putting together a
great set of financial statements and the support given in pulling together the audit work.

10.

The number of issues identified as a result of the audit were relatively minor; no small
achievement considering the environment people had been working in. Most of the work
was now completed with a few minor issues which were expected to be completed by the
end of the day.

11.

Therefore subject to the resolution of the outstanding issues Grant Thornton anticipated
issuing an unmodified opinion.

12.

Looking at the NHSE guidance and all the different deadlines that had been imposed BMo
commented that he failed to see how the process could have been made any more
difficult and he congratulated the team for following that through.

13.

Grant Thornton had also completed the work on value for money and had nothing to
report. Grant Thornton confirmed that they had not been required to exercise additional
statutory duties or powers.

14.

The summary set out the materiality which showed an increase over the prior year as a
result of increased expenditure. The CCG had carried out a going concern assessment
and Grant Thornton were satisfied that the CCG was correct to produce the accounts on
a going concern basis. The suspension of the financial planning process for 2020/21 due
to the COVID-19 outbreak had yet to be finally resolved. This would be picked up later
however the CCG was in a strong position going forward.
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15.

Significant risks had been identified around management override of control and that the
revenue cycle included fraudulent transactions. However no issues or concerns were
identified.

16.

There are significant risks around secondary healthcare contract negotiations; no
significant issues were identified except for one minor issue which was waiting for one
piece of further evidence. Otherwise the work was now complete.

17.

IFRS16 had been deferred until next year. The accounting policies judgements and
estimates that had been adopted by the CCG were appropriate. Issues have arisen due
to qualified audit opinions issued to organisations providing services to the CCG. The
organisations were NHS Shared Business Services Limited, NHS Digital GP Payments
and Capita – Primary Care Support England. The contracts for these services are held by
NHS England not by the CCG. The auditors noted the issues but these were not
significant enough to have an impact on the audit opinion. These qualified audit opinions
are noted in the Annual Governance Statement.

18.

Grant Thornton had undertaken the value for money work in detail with no significant
issues found and concluded that the CCG had appropriate arrangements in place to
ensure sustainable resource deployment. One significant risk was identified re financial
sustainability; Grant Thornton were satisfied that the CCG has arrangements in place to
assure this.

19.

Grant Thornton confirmed its continuing independence of the CCG.

20.

Prior-year recommendations were followed up. One of those had been fully implemented
and the other one was a deficiency in relation to the way the externally controlled ledger
operates as this allows senior people to process journals. Testing of this had not identified
any issues.

21.

BMo noted that it was a very strong set of accounts with just a couple of adjustments
agreed and processed by the CCG. Page 35 of the Audit Findings Report set out the
audit fee and the non-audit fees for services that related to mental health investment
standard work that would be undertaken in November. The draft opinion was set out in
Appendix B; it was unqualified with no issues to report.

22.

SHo also thanked all involved in achieving this in terms of the sheer scale of the workload
stating that having to complete it whilst working remotely had been a real achievement.
SHo noted that it was good to see that there were no unadjusted mis-statements.

23.

SHo enquired how concerned members should be regarding the three organisations with
qualified audit reports and whether this would impact on the CCG position saying this was
a peculiar position as the CCG was not responsible for those contracts. NHS England
(NHSE) was responsible but should the committee be following it up or was the
assumption that NHSE was dealing with it. The three organisations were Capita Business
Services (CBS) NHS Digital (NHSX) and NHS Shared Business Services (NHSSBS).

24.

BMo reported that Grant Thornton had considered any qualifications in place and the
CCG‘s mitigating and compensating controls which had been put in place where
applicable. From an external audit perspective Grant Thornton were satisfied that where
weaknesses had been identified in those organisations did not affect the CCG. It was
something that NHSE would be taking forward with those organisations to make sure the
weaknesses were addressed in the future. It was more of a national issue and the issues
were being raised nationally. NHSE were dealing with it and it was not something for
Audit and Risk Committee to respond to.

25.

MBa commented that although it was not required, testing and assurances were put on in
those areas regardless. The CCG was trying to gain understanding of any perceived
potential weaknesses to see what it may need to do as part of that process.

Page 285

3

26.

It was noted that the committee was aware that there were internal checks and controls
dealing with issues within the CCG. Furthermore, they were being dealt with at a national
level.

27.

Action

Lead

Timescale

Status

Recommendations approved by the Board, namely:
•
Note the contents of the Audit Findings Report;
•
None identified

C2

LETTER OF REPRESENTATION

28.

MBa confirmed that the format of the Letter of Representation followed a standard
template used by many organisations. The letter would be considered at the Governing
Body later that day.

29.

A process was in place to ensure that colleagues were satisfied with the comments and
statements that had been made in the letter. It had been noted that this year there were
no unadjusted mis-statements; it was a straightforward letter of representation for the
Accountable Officer to sign off as part of the usual reporting process.

30.

SHo commented that she was not aware of anything that the Audit and Risk Committee
would not support and members agreed.

31.

Note that the Audit and Risk Committee recommended that the Governing Body approve
the signing of the Letter of Representation.
Action

32.

Lead

Timescale

Status

Recommendations approved by the Board, namely:
•
Agreed to recommend for approval to the Governing
Body for sign off of the final Letter of Representation
Further actions required:
•
None identified.

C3

YEAR END ACCOUNTS - HFMA suggested questions for governing body
and management responses

33.

MBa reported that the questions were intended to help the Governing Body and
committee members in their review of the accounts. They had been prepared using
suggested questions from the HFMA handbook. They are a standard set of questions.
From the CCG‘s perspective the accounts were fairly routine in nature and the work
carried out by the CCG throughout the year and the external audit process meant that the
CCG had a good understanding of the relevant variances and questions.

34.

RTu commented that the current year is largely consistent with the prior year.

35.

CMa commented that she found the HFMA handbook really helpful, it gave more insight
into how some of the controls had been put into place. HDe had no comments to add
saying that having seen the accounts throughout the year there were no surprises.

36.

SHo noted thanks for the team for preparing the responses stating that the report was
comprehensive and all issues were explained.
Action

37.

Recommendations approved by the Board, namely:
•
note the management responses to the questions
posed prior to the formal approval of the financial
statements
Further actions required:
•
None identified.
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C4

FINAL ANNUAL REPORT AND ACCOUNTS INCLUDING ANNUAL
GOVERNANCE STATEMENT

38.

CHi confirmed that the changes discussed at the April Audit and Risk Committee meeting
were made; more information regarding COVID-19 was added in terms of risks and
impacts although COVID-19 only came in at the end of the financial year in March. The
report has a prescribed approach to the narrative it must contain, and for that reason and
for transparency the CCG would be preparing a public facing review which would share
some of the key information including the achievements and challenges.

39.

MBa stated that in broad terms everything was fairly consistent with previous submissions.
The supporting appendices showed changes between the versions and what had driven
the change. In terms of the numbers there were a few narrative tweaks and minor
amendments but no real change in substantial terms.

40.

SHo commented that a lot of the questions the Audit and Risk Committee may have asked
had been covered in the February committee meeting and in the responses to the HFMA
questions. The Audit and Risk Committee is specifically interested in certain parts of the
report such as the Annual Governance Statement and all comments had been reflected in
the new version.

41.

The pensions note shows the total pension contributions including the increased
contributions funded by NHSE. SHo enquired if there was a notional income figure which
balanced this so there was no impact on the bottom line. This referred to page 194 note
4.1 Notes on the employee benefit and refers to an increase in pension contributions
which was centrally funded and was technically required to be shown.

42.

RTu responded that income was received to cover the cost of the pension contribution
and there was an opposite entry with NHS England nationally.

43.

MBa stated that the pension rate had increased and there was uncertainty as to how it
would be funded. The CCG was told to pay the 14% and the difference would be settled
nationally. In month 12 there was a guidance note distributed.

44.

ChH explained that the amount was treated as a grant in aid in the accounts. There was
no impact on the bottom line.

45.

SHo referred members to page 150 para 2.3.5 which referred to the CCG review of the
discharge of its statutory functions.. SHo asked how did a review take place and how did
the CCG know it was aware of all the legislative functions.

46.

MBa explained that the CCG had undergone a routine review of the management
structure within the year, revising the Constitution and redesigning the committees. In
undertaking this work the CCG ensured it was compliant with legislation. A lot of work
went on behind the scenes to ensure the constitution and structure was compliant.

47.

In addition NHSE issue assurance statements. Preparation of the Governance Statement
involves a review of compliance with statutory functions. Most of this is done in the
background with the key bits of documentary evidence from the constitution and the way
the CCG operates shown within each financial year.

48.

SHe stated that in addition the committee saw the audit progress reports throughout the
year and the audit plan was targeted towards the areas which the CCG felt were most at
risk.

49.

SHo commented that because of the pandemic situation and the lockdown regulations a
lot of the work that would have been done towards agreeing Brexit had not happened. The
situation was back to there being more uncertainty about Brexit and SHo queried whether
more uncertainty over Brexit should be reflected anywhere within the report or was it not
an issue at the time.
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50.

MBa replied that the CCG was aware that there would be some fluctuations in the post
Brexit period. However, as a CCG the majority of expenditure was with providers so it
was the providers that it would be more concerned about making sure that arrangements
were in place. The assumption was that there was going to be some volatility in the
expenditure pattern with those providers because of changes and costs further down the
line without being able to articulate the values and materiality of some of those. Due to
COVID-19 overtaking every aspect of day to day working the CCG had not concluded
Brexit planning work.

51.

BMo reported that from an audit perspective Brexit was covered in the second column on
page one (of the Audit Findings Report) in the impact of macro-economic uncertainty.
Within the audit these are so huge and so unknown that little work can be done. From the
CCG‘s perspective the impact was probably going to be felt more through the contracts
that it had with its providers and dealing with any turbulence that there may be around
that.

52.

HDe asked about the Liverpool Women’s Hospital (LWH) and a potential conflict with one
page of the report saying investment was a risk while another page reported positively. If
a member of the public read the report, HDe suggested they may find that report was
ambiguous and open to interpretation without clarification.

53.

DOh stated that the comments on page 121 were about the positive aspects around the
things that LWH were doing and those comments did not have to correspond with the fact
that at the same time there were concerns about the quality aspect of how they had
achieved their performance outcomes.

54.

CHi commented that the distinction was between the performance and quality that was
delivered by LWH which was good; and the longer term sustainability of the services
because of the situation. There was a distinction between the service it delivered now and
what it needed for sustainability for the future.

55.

JLe responded that there was a difference in the commissioning responsibilities to the
LWH Trust’s responsibilities. From a commissioning perspective the risk was that it would
have to commission the service from somewhere else however it was not responsible for
the hospitals’ sustainability. The report was clear but it may confuse the public who are
confused over the role of the CCG.

56.

CMa noted that the wording around E.coli started ‘favourable’ when it hadn’t hit its
trajectory and was this the right word to use? CHi agreed to change the wording to ‘it was
an improvement year-on-year and we haven’t hit the target yet’.

57.

CRo enquired if from a public perception point of view did the CCG need to prepare any
additional communication around LWH which clarified the CCG position?

58.

CHi reported that there had been various phases of communications regarding the
planning process around the future for LWH. Prior to COVID-19 the CCG was about to
enter a refreshed phase of moving plans forward but this was paused. LWH are ready to
resume the programme while being mindful of how it is perceived in the context of what is
still a crisis around the day-to-day business as usual. The CCG did need to be aware of
the message it delivered and it would continue to work collaboratively as a system and
also from a commissioning point of view. The intention was to resume this it was not yet
known when this would be.

59.

CRo expressed concern that the ARA became a public document and could open further
confusion when the CCG wanted to be ready to take a coordinated approach with LWH to
help the general public to understand the position.

60.

CHi stated that she was a member of the programme project team from a communications
and an assurance perspective and would be kept informed once things moved forward.
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61.

DOh commented that the annual report and accounts were very good, they brought
together all the information concisely and corrections on specific details had been added
and noted in the amendment table. DOh thanked those involved for their hard work.

62.

Noted the committee acceptance of the Annual Report and Accounts to the Governing
Body and also supported the signing of the Letter of Representation

63.

It was agreed that electronic signatures would be used to sign off the Annual Report and
Accounts 2019/20 and associated documents for submission to NHS England in line with
national guidance.
Action

64.

Lead

Recommendations approved by the Board, namely:
•
Note the changes made to the Annual Report and
Accounts from the Audit Committee on 21 April 2020
and subsequent draft submission.
•
Recommend the approval of the Annual Reports and
Accounts to Governing Body.
Further actions required:
•
Change wording around E.coli to: it was an improvement C. Hill

Timescale

ASAP

year-on-year and we haven’t hit the target yet.

D

FINANCIAL FOCUS

D1

LIVERPOOL CCG LOSSES AND SPECIAL PAYMENTS

65.

E
66.

F

INTERNAL AUDIT
No items for discussion.

EXTERNAL AUDIT
No items for discussion.

G

COUNTER FRAUD

68.

No items for discussion.

69.

J

On ARC
Agenda July
2020

There were no Losses or Special Payments to report.

67.

H

Status

GOVERNANCE UPDATES
None to report.

ANY OTHER BUSINESS

70.

No other items of business were discussed. The meeting closed.
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MINUTES OF THE MEETING OF

PEOPLE AND COMMUNITY VOICE COMMITTEE
Date:

Friday 13 March 2020

Time: 3pm

Venue:

Meeting Room 3, Liverpool CCG.
Name

Job Title (Division/ Organisation*) *if not Liverpool CCG

Present:
Carol Rogers (CRO) (Chair)
Carole Hill
Fiona Lemmens (FLE)
Cathy Maddaford (CMA)
Cheryl Mould (CMO)

Lay Member for Patient & Public Involvement
Director of Strategy, Communications and
Integration
GP Chair
Non-Executive Nurse
Programme Director for Liverpool
Provider Alliance

In Attendance:
Sarb Heer (SAH)
Helen Johnston (HJO)
Andy Woods (AWO)
Debbie Richardson (DRI)

Social Value and Engagement Officer
Head of Communications & Engagement
CCG Equality & Inclusion Service Representative
Committee Secretary, Liverpool CCG

Apologies Received:
Helen Bennett (HBE)
Janet Bliss (JBL)
Sarah Dewar (SDE)
Paula Guest (PGU)
Stephen Hendry (SHE)
Peter Johnstone (PJO)
Jane Lunt (JLU)

Deputy Director Strategic Planning and Intelligence (Mersey
Care Foundation Trust)
GP Director
Social Value Lead
Planning & Delivery Team
Head of Corporate Services & Governance
Senior Medicines Optimisation Manager
Director of Quality, Outcomes & Improvement (Chief Nurse)

ISSUES CONSIDERED
2020

A
1.

A1
2.

WELCOME
Carol Rogers (CRO) welcomed all present to the meeting which was operating in
shadow form in this instance as it was the first session of the committee.

APOLOGIES FOR ABSENCE
The apologies for absence are detailed above.

B

DECLARATIONS OF INTEREST

3.

No declarations of interest were made.
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C

TERMS OF REFERENCE

4.

CMA commented that previously any engagement updates were reported
through the Quality Safety and Outcomes Committee (QSOC) and the
assumption was that these updates would now come to the People and
Community Voice Committee (PCVC). HJO confirmed that this would be the
case moving forward with any engagement planning being discussed at
PCVC. There had not been a patient forum previously and the opportunity was very

5.

CRO mentioned that the aim of the committee was to listen and empower the

welcome.
patent voice and communities hence the word ‘voice’ in the committees’ name.

6.

CHI talked members through the Terms of Reference (TOR) for the committee
which followed the Clinical Commissioning Groups’ (CCG) standard format,
explaining that the TOR described the portfolio of work the committee would
consider. This work included two-way engagement channels; the role of
engagement and involvement in understanding what communities wanted and
how they responded to questions they were asked and also how the
engagement straddled committees across the organisation. A new committee
would be considering performance and quality and there was likely to be some
overlap. It was intended that PCVC would identify gaps and triangulate a
response working across the organisation.
7.
CHI commented on the role of the CCG working collaboratively with the
system with particular emphasis on the One Liverpool Plan and its focus. The
CCG had a leadership role and needed to acknowledge the changing local
environment.
8.
The constitution mentioned statutory duties around involvement for the
Governing Body (GB) and the PCVC would have responsibility for scrutiny on
behalf of GB making recommendations on proposals and requirements as
appropriate.
9.
There was not a full representation at the meeting of what the expectation for
membership would be as patients and public members were to be included.
Discussions had taken place on how to achieve this recognizing that it would
be a challenge given the constraints in place and it had been agreed that
representation would be sought from the Patient Engagement and Experience
Group (PEEG) whose members were committed to the work of the group.
From a pool of 16 potential people expressions of interest would be sought
and the intention would be to select 4 people on a first come first served basis.
People would be chosen based on who could make the times scheduled while
aiming for a diverse representation of the communities serviced with the
potential to refresh representation annually if the opportunity arose as the
committee developed.
10. The volunteer programme was larger with around 80 people who were
involved in different activities depending on what they could commit to. The
intention was to refresh the volunteer programme through the year and
develop the group in line with the new infrastructure around engagement.
One Liverpool spans the entirety of the city and representation was required
from all areas both geographically and in terms of diversity, members
expressed the desire to enable this.
11. Concern was raised about the committee being a formal committee of a
statutory body and the need for constant committed volunteers who could give
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12.

13.
14.

15.

16.

17.

18.

19.

20.

due consideration to the issues under discussion. Some development was
available for members of the engagement group and it was usual practice to
send proposals to the engagement group first before any further consideration
or recommendations were forwarded to Quality Safety and Outcomes
Committee.
Other opportunities for volunteers to be involved were available across the
organisation and the intention was that more opportunities would become
available as work progressed on various projects throughout the year. It was
suggested that people could be invited to observe the committee to give
individuals the opportunity to decide if they would be interested in being
involved. Members were conscious that volunteers would not be
compensated for their time and expenses for participating in the committee
and agreed to consider if anything could be done about this. This would show
the committee was serious about enabling the voice of the community.
It was noted that the role was named as Public Advisor not representative as
this better reflected the role which did not represent patients or the public.
External representatives would be sought from Liverpool City Council with
Steve Peddie being suggested and a Primary Care Network representative
was being sought. There was concern about duplication of representation.
Helen Bennett would represent Liverpool Provider Alliance but was unable to
make the meeting. LCVS would be represented by Colin Heaney and any
other relevant partner organisations would be represented on an ad-hoc basis
dependent upon the work undertaken at the time.
The committee would operate in partnership with Liverpool City Council. The
Terms of Reference would be tidied up with point 2.3 removed. The
committee was not decision making but would make recommendations to
Governing Body.
Discussion took place around quoracy and if meetings should go ahead if they
were not quorate on occasion. It was agreed that the meetings would go
ahead and it would be noted at the time that quoracy had not been met.
Agreed that the form of wording for the third bullet point in point 5.1 would be
amended by Andy Woods to reflect the currency of the Act in use; and bullet
point five of point 5.1 would be amended by Carole Hill to reflect sharing
across committees with specific reference to patient voice. The intention was
to not miss the engagement requirements and to capture anything that might
have an engagement requirement and to articulate this. The planning process
had been tightened and should catch this but the patient voice should not just
be captured here, but should be heard across other committees within the
CCG.
Discussion took place regarding where patient stories should be heard. The
CCG was more involved with population health rather than individual
experience but then individual experience was important and needed to be
heard. They helped to understand what the need was. They should come
through the commissioning process but it was not always picked up.
Quality visits and review information was fed into QSOC and this information
contained the patient experience. A strategic overview was needed along with
the richness of understanding which was gained from patient stories.
Roles and responsibilities were considered and it was noted that there was
some duplication. Once an action plan was prepared it would be easier to see
where it aligned with roles and duties. Bullet points 5 and 9 on page 6 were to
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be removed as duplicated elsewhere. Bullet point 4 on page 6 was not
possible to action and should be removed; the responsibility lay with GP
practices.
21. Agreed to add line to point 9 that the committee receives reports from the
patient engagement group.
22. The Terms of Reference would be updated and brought to the next meeting
for formal sign off.
Action
Recommendations approved by the
committee, namely:
• Note the verbal overview
Further actions required:
• Consider ways to recompense volunteers
for time and expenses for any input to the
committee;
• Invite external representatives to attend
committee;
• Revisit Terms of Reference in line with
discussions;

D
23.

24.
25.
26.

27.

28.

29.

30.

31.

Lead

Timescale

C Hill

May 2020

C Hill

May 2020

C Hill / A
Woods / D
Richardson

May 2020

Status

On agenda for
next PCVC
meeting.
On agenda for
next PCVC
meeting.
On agenda for
next PCVC
meeting.

CCG COMMUNICATIONS AND ENGAGEMENT STRATEGY 2020-22
The CCG Communications and Engagement Plan 2020-22 (C&E) had been
discussed and approved at Governing Body earlier that week and it was noted that it
was a timing issue that it had not been discussed at the PCVC first; this would be the
usual process it would be considered by.
The C&E Plan would inform the work of the committee; it was dynamic and would
change in accordance with how the committee developed.
Starting with One Liverpool and the role of the CCG as a system leader to improve
communications around the system as was happening with coronavirus at the time.
There were statutory requirements which listed what had to be done and how
engagement fitted into the commitment cycle. The plan included a powerful
statement regarding the NHS and how it belonged to people.
The plan had four objectives which sat alongside principles to deliver the objectives.
Themes were built to inform commissioning to enable system needs too to deliver
what was important to people. This was what the CCG did usually and the plan had
developed a more specific route to do this.
Focus had been on utilizing engagement partners when required while building in
steps to make ‘normal’ information public in future. More development was being
done here to enable sharing with the wider public and having a broader agenda.
Discussions were ongoing as to how people would be informed with various options
under consideration and the aim was to achieve continuous engagement from the
public.
Equality planning and assessment was something all members had a responsibility
for with specific responsibilities for the committee. It needed to be more explicit within
the organisation and the committees role in overseeing this. Information needed to be
shared from other committees.
The organisation had to give due regard, looking at the impact of any changes and
the key risks to assess if it would adversely affect any individuals. This would be
reported to this committee who would hold the decision makers to account. Any
contentious decisions would be reported up to Governing Body.
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32.

33.

34.

35.

36.
37.

38.
39.

40.

41.

42.

43.

44.
45.

Behind the scenes any decisions would be Red/Amber/Green (RAG) rated with
systems and processes in place to avoid unfairness and misunderstandings. This
committee would be the point of contact for other committees to have sight of
decision making.
It was suggested that a standing item be added to committee agendas to highlight
any issues for consideration at PCVC or be included on the committee report
template.
The equalities issue was important, looking at all aspects and listening to the impacts.
It was commented that it would be useful to have examples to enable members to
have an understanding of how different inequalities moved through the system and
how they were dealt with according to the inequality, geography, and any other
relevant characteristics which might affect the decision making process. These items
were difficult to separate out in the committee and the governance process but
members would find following the process useful.
Service change was key as it could often be that the organisation needed to change
to deliver something needed and how it resolved issues bringing plans together in a
robust manner ensuring requirements were fulfilled.
There was a necessary element of duplication as the system operated across the
region but there would be a Liverpool focus for the committee.
A group was brought together for patient experience looking at BI. Performance,
complaints and so on. Information existed which needed to be brought together to
enable consideration of what the information was saying. All committees should look
at the information to assess how the organisation was performing while challenging
other committees asking what they had done with the information.
Communications was not secondary at all with work underway to improve social
media interactions and on developing internal communications.
Organisational change would be necessary if the merger went ahead and the
resource this would entail. Engagement and communications would be crucial if this
went ahead.
The plan was approved at Governing Body and the work plan that came from it would
go through the performance management of the business plan once it had been
agreed. It would be within the remit of PCVC to monitor the plan.
Discussion took place regarding whether it would be beneficial to work with decision
making committees to develop a further understanding of the roles of other
committees in the new structure to enable sharing best practice and to prevent items
being missed when action might be required. This could cover legal requirements
too. Members felt live examples would be valuable.
Members agreed that when the workload of the committee became unwieldy they
would take a pause as they felt they would not be doing justice to the issues they may
be considering if they rushed items through due to pressures. Any member could
suggest a pause with no repercussions.
Work needed to be carried out on the agenda design to enable a structured
approach. Agreed that a draft format would be circulated for discussion with a
discussion document for the direction the committee would be moving toward in
terms of areas of business with a needs focus. It would be helpful to look at other
committees work plans to see if there were particular items at certain times which the
committee needed to be aware of.
Members agreed to hold bimonthly meetings beginning with an outward view as the
committee develops.
Agreed to bring more information to the next meeting regarding the people power
programme; the provider alliance and how they fit together and what their intentions
are. It was noted that a visual representation would be useful to see.
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Action
Recommendations approved by the
committee, namely:
• Note the verbal update
Further actions required:
• Circulate draft agenda for discussion
prior to next meeting;
• Provide information on People Power
programme and Provider Alliance and
how programmes work together

E
46.

Lead

Timescale

C Hill / D
Richardson

May 2020

C Hill / C
Mould

May 2020

Status

On agenda for
next PCVC
meeting.
On agenda for
next PCVC
meeting.

ANY OTHER BUSINESS
No other items of business were discussed. The meeting closed.
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MINUTES OF THE MEETING OF

PERFORMANCE AND QUALITY COMMITTEE
Date:

10 March 2020

Venue:

LCCG Meeting Room 1
Name

Time: 10.00am

Job Title (Division/ Organisation*) *if not Liverpool CCG

Present:
Cathy Maddaford (CMA)
Mark Bakewell (MBA)
Gerry Gray (GGR)
Sam James (SJA)
Peter Kirkbride (PKI)
Jane Lunt (JLU)
Fiona Ogden-Forde
David O’Hagan (DOH)

Non-Executive Nurse - Chair
Chief Finance Officer
Lay Member for Finance
Director of Planning, Performance & Delivery
Secondary Care Consultant
Director of Quality, Outcomes & Improvement
(Chief Nurse)
GP Director
GP Director

In Attendance:
Helen Duckworth (HDU)
Judith Neilson (JNE)
Debbie Richardson

Deputy Director of Planning, Performance &
Delivery
Evidence and Effectiveness Lead
Committee Secretary, Liverpool CCG

Apologies Received:
None

ISSUES CONSIDERED
2020

1

WELCOME
1.

1.1

CMA welcomed all present to the meeting which was operating in shadow form
in this instance as it was the first session of the committee.

APOLOGIES FOR ABSENCE

2.

No apologies for absence were received.

2

DECLARATIONS OF INTEREST

3.

There were no additional declarations reported for noting at the meeting other than
those already listed on the LCCG register. None of those listed on the register were
pertinent to the discussions at the meeting. However JLU noted a potential conflict of
interest with regard to her role as interim chief nurse in Sefton CCG. It was also
noted that GPs usually worked for providers and were not contract holders and
members agreed that the knowledge and expertise the GPs brought was vital to the
running of the committee.
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3

TERMS OF REFERENCE

4.

5.

6.

7.

8.

9.

10.

11.

12.

Discussion took place around the Terms of Reference (TOR) for the committee which
were stated in the revised CCG constitution. The membership reflected those
present with members agreeing that should the need arise either the Director of
Quality, Outcomes & Improvement (Chief Nurse) or the GP Director could deputise as
Chair of the committee.
Members agreed that if the meeting was not quorate the meetings would go ahead
and it would be noted at the time that quoracy had not been met. No decisions would
be made at this meeting but held over to the next meeting.
The meetings would take place monthly and would incorporate finance issues. The
meeting agendas could be fluid and there was also the option to hold bi-monthly
formal meetings alternating with less formal developmental meetings. Members
agreed to wait and see how the committee evolved as there was a lot to do and it was
agreed that it would not be useful to set expectations just yet. There were areas
which were unclear how they would evolve due to external circumstances and things
needed to be adaptable moving forward.
The duties were discussed in regard to the Mental Capacity Act (MCA), Deprivation of
Liberties (DoL), and Special Educational Needs and Disability (SEND) with members
questioning whether a statement should be included to cover all frameworks. JLU
agreed to research this and feed back to the next meeting.
Members commented that the agenda would need to be flexible as the committee
developed and it would be underpinned by the work plan. There could be as yet
unknown variables and the committee would need to be flexible in adapting to these.
The detail of the list of duties formed the basis of the work plan and could be put into
a template to highlight their frequencies.
Procurement was not listed within the duties although the intention was that it would
be brought to the committee. MBA agreed to look at the procurement plan to include
contracting and the audit trail which had to be clear. The wording on the TOR would
be reconsidered and updated if necessary. There was a scheme of delegation in
place which the committee would support when necessary.
Sub committees would carry out the detailed work and the minutes would be received
by this committee. Members commented that it would be useful to see the TOR for
the sub committees and it was commented that the line of sight around quality for the
management of quality and performance was in the minutes from meetings. The
TOR could be amended to reflect this particularly for formally constituted meetings.
Behind the TOR for each committee sat detailed work plans and members did not
wish to be too prescriptive suggesting that this could be revisited as the committee
evolved over the coming months. A visual representation of the committee hierarchy
was discussed with members agreeing this would be a useful tool to enable
understanding.
Discussion took place regarding reviewing relevant risks relating to the TOR and
monitoring compliance with previous work plans considering statutory requirements
and undertaking deep dives looking in a triangulated fashion. Members needed to
consider how these would be brought together. The expectation was that the full
performance contract would be brought to the committee with the benefit of brining
the reports together with exception reporting being key. The contract was not just
about activity and constitutional performance and this would evolve as the committee
did.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the verbal update
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Further actions required:
• Research statutory requirements for
SEND in relation to other Acts to ensure
none were overlooked;
• Consider procurement plan with contracts
and an audit trail for a clear process with
regard to revising the TOR if necessary;
• Provide members with a visual hierarchy
of the committee structure detailing which
committees report where and how
feedback is delivered throughout the
CCG;

4

J Lunt

April 2020

M Bakewell

April 2020

S James

April 2020

On Agenda for
April 2020 PQC
meeting.
On Agenda for
April 2020 PQC
meeting.
On Agenda for
April 2020 PQC
meeting.

COMMITTEE WORKPLAN

13.

14.

15.

16.
17.

Following discussion regarding how the work plan would be formed it was agreed that
JLU and MBA would work to formulate a draft work plan for the next meeting which
could be populated as the committee evolved over the first year then reviewed at
least annually. The work plan would be formally signed off at Governing Body.
Members enquired about similar committees in other local CCGs and were told there
was not a similar committee in Sefton CCG although there was in Knowsley which
had ‘quality’ separate. Members felt if the committee was seen to be adding value
then it would be developed further in the new CCG if the merger continued.
It was noted that some changes were required which included learning from the past
year; consider whether there would be a requirement for private meetings; quoracy
and conflict issues particularly in the event GP members were conflicted and the
clarity necessary for primary and secondary care clinicians. The organisation wanted
the lay member critique and challenge and the clinical input was often necessary to
discussions.
The TOR would be redrafted for the next meeting in line with the discussions.
It was noted that the last quality meeting discussed legacy issues which needed to be
included even if they had closed for completeness and audit purposes.
Action

Recommendations approved by the
committee, namely:
• Note the verbal update
Further actions required:
• Update TOR in line with discussions;
• Conclude/monitor legacy issues as
applicable

5
18.

Lead

Timescale

J Lunt

April 2020

J Lunt

April 2020

Status

On Agenda for
April 2020 PQC
meeting;
On Agenda for
April 2020 PQC
meeting

ANY OTHER BUSINESS
No other items of business were discussed. The meeting closed.
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MINUTES OF THE MEETING OF

Primary Care Commissioning Committee
Date:

26 May 2020

Venue:

Skype Conference Call
Name

Present:
Gerry Gray (GGR)
Mark Bakewell (MBA)
Helen Dearden (HDE)
Jan Ledward (JLE)
Jane Lunt (JLU)
Cathy Maddaford (CMA)
Cheryl Mould (CMO)
Carol Rogers (CRO)
In Attendance:
Scott Aldridge (SAL)
Rob Barnett (RBA)
Kellie Connor (KCO)
Paula Finnerty (PFI)
Victoria Horton (VHO)
Sam James (SJA)
Peter Johnstone (PJO)
Fiona Lemmens (FLE)
Maurice Smith (MSM)
Rebecca Tunstall (RTU)
Jacqui Waterhouse (JWA)
Debbie Richardson
Apologies Received:

Time: 10.00am

Job Title (Division/ Organisation*) *if not Liverpool CCG

Lay Member for Finance
Chief Finance & Contracting Officer
Lay Member for Governance
Chief Officer
Director of Quality, Outcomes & Improvement (Chief Nurse)
Non-Executive Nurse
Programme Director Provider Alliance
Lay Member for Patient & Public Involvement

Senior Performance Manager
LMC Secretary
Senior Contracts Manager
GP Director
Finance Manager
Director of Planning, Performance & Delivery
Head of Medicines Optimisation
Chair LCCG
GP Director
Deputy Chief finance Officer
Senior Programme Delivery Manager
Committee Secretary, Liverpool CCG

Tom Knight

ISSUES CONSIDERED
2020

A1
1.

A2

WELCOME
GGR welcomed all those present to the meeting noting that business would be
conducted on the assumption that members had read all papers ahead of the
meeting. This was the first Primary Care Commissioning Committee meeting to
meet in the revised CCG format with GGR assuming the role of Chair.
Members introduced themselves and their roles within the CCG and how their
roles serviced the committee.

APOLOGIES FOR ABSENCE
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2.

The apologies for absence received for this meeting are detailed above.

A3
3.

A4
4.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than
those already listed on the LCCG register. None of those listed on the register were
pertinent to the discussions at the meeting. However MSM informed members that
he was a GP in a Liverpool practice and an independent specialist member of the
NHS Digitals’ I Guard panel which considered data requests. RBA was secretary of
Liverpool Medical Council (LMC) and FLE was also a local GP which was a member
of a Primary Care Network (PCN). PFI was also a locum GP.

MINUTES OF THE MEETING HELD ON 18 FEBRUARY 2020.
The minutes of the previous meeting held on 18 February 2020 were
accepted as an accurate record subject to the following amendments:
a) Item 5.1 Questions & Comments section refers to LMA to be
amended to LNA (Liverpool Network Alliance); Reference to LMC
to be amended to FPCC.
b) Item 1.1 to be amended to remove the reference to finance
colleagues being perceived as conflicted;
Discussion took place regarding items contained in the previous meeting
minutes which had subsequently changed due to the pandemic. These would
be discussed in the meeting.
MSM enquired about the medicines management project process which
would entail having several projects running concurrently and whether this
was feasible and the response was that this was normal practice however
due to the pandemic some projects had since paused temporarily.
MSM also enquired why interventions made in prescribing were not listed as
recurrent savings and the response was that any savings made here were
absorbed as practices or drugs changed.
RBA commented that at the time of the previous meeting LMC was
concerned with the direction of travel the CCG was heading towards as it felt
the CCG was moving from being a supportive organisation to one that treated
GP practices similar to Trusts in sending out remedial and breach notices
which the LMC found disappointing. This had halted since the pandemic.
JLE responded that the CCG had set out for some time to have a consistent
and fair approach to all providers. Any provider who was not achieving
expectations were sent breach or remedial notices accordingly. In the
beginning the CCG was criticized for interfering with primary care and there is
a balance to be struck. JLE noted that she would be happy to discuss this
further with the LMC which RBA commented would be helpful.

5.

6.

7.

8.

Action
Recommendations approved by the
committee, namely:
• Approve the minutes of the previous
meeting
Further actions required:
• Update minutes in line with discussions

A5

Lead

D Richardson

Timescale

ASAP

Status

Completed

ACTION LOG
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9.
10.

The action log was discussed and it was noted that progress on the items listed had
paused due to the pandemic.
It was agreed to bring the point back to the next meeting with updates on progress.
Action

Recommendations approved by the
committee, namely:
• Note the verbal update
Further actions required:
• Update action log in line with discussion

B

Lead

D Richardson

Timescale

Status

June 2020

On Agenda for
June PCCC
meeting

UPDATES

11.

C

There were no updates for discussion that were not included on the agenda.

GOVERNANCE

C1
12.

13.
14.
15.
16.

17.

18.

PRIMARY CARE COMMISSIONING RISK REGISTER
CMO updated members on the primary care commissioning risk register which had
been revisited and updated to reflect the impact of Covid19 where services had been
paused and where they has increased. The risk had been carried over with
completion dates revised due to the resource being redeployed to manage the
pandemic.
A new risk had been added around general practice Covid-19 and the response to
this.
RTU commented that risk number PCCC0.4 could be closed as the CCG financial
position had been achieved.
MSM commented that when rolling risks over should the risk be spelt out in terms of
what was the risk for primary care and the subsequent risk for the CCG.
JLE commented that the risk register was prepared from a commissioner perspective
and not in terms of provider delivery primary care and had been developed in
conjunction with the Lay Member for Governance over the last 6-8 months working
with SLT.
CMO reported that the risk register was the responsibility of several members of SLT
and the Provider Alliance team and they would be happy to discuss the journey it had
undergone outside the meeting. The Risk Register was a live document which was
constantly being developed and updated.
HDU asked if actions were being suspended should the risk rating be reconsidered.
Members agreed to take this away and discuss and will feed back to the next
meeting.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the contents and updates of risks for
the commissioning of General Practice
• Consider current control measures and
whether action plans provide sufficient
assurance on mitigating actions Review
the mitigations and progress
• Agree that the risk scores accurately
reflect the level of risk that the CCG is
exposed to given current controls and
assurances
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Further actions required:
• Revisit the risk scores to ensure that they
accurately reflect the level of risk that the
CCG is exposed to given current controls
and assurances with particular regard to
Covid19.

C Mould

June 2020

On June 2020
PCCC Agenda

D

PERFORMANCE

D1

PRIMARY CARE COMMISSIONING COMMITTEE CONTRACTING AND
FINANCE REPORT
GP SPECIFICATION PERFORMANCE REPORT

D2
19.

D3
20.

21.
22.

23.
24.

25.
26.

27.

28.

29.
30.

31.

32.
33.

Both the Primary Care Commissioning Committee contracting and Finance Report
and the GP Specification Performance Report were noted with no updates due to the
Covid-19 situation.

PRIMARY CARE COVID19 RESPONSE
JWA presented the Primary Care Covid-19 response highlighting that general practices had
received guidance which included a Standard Operating Procedure (SOP) on 6th April 2020
which gave information about how to perform under the new regulations. The guidance was
quite specific in requesting 100% triage, remote consultations, and the separation of Covid-19
and non Covid-19 patients.
The paper described the support offered in the Primary Care Team of the Provider Alliance
team for work to be carried out safety in Primary Care Network s.
The work was carried out on a geographical footprint understanding staffing to enable
awareness and offer support if necessary if staffing was likely to fall over and what
contingencies plans were; support with PPE shortages; and support to enable homeworking.
The Provider Alliance team refocused to give the support required with daily contact with team
members and CCG colleagues.
Reports were sent to NHS England regarding compliance with the SOP and working with
clinical directors on communications and care homes with Mersey Care to ensure support is
given where it is needed.
The implementation of hubs was supported with buddying arrangements where hubs were not
in place. Infection Control support and training was delivered where necessary.
Nothing had been published as yet however the team was moving toward recovery with the
non-clinical Primary Care Network leads looking at which services could be stood back up.
Cheshire and Merseyside heads of primary care and Public Health England were looking to
re-establish screening programmes for cancer and other services.
The team was also looking at what was good about what had taken place with some things
instigated swiftly which may have taken considerably longer prior to the pandemic. The
intention was to capitalize on the learning of the leadership team and ensure the benefits
could be maximized.
MSM asked if the extended hours situation would be standardised to ensure equity across
networks which he felt would be beneficial. In addition MSM commented that the work
undertaken by the team during the pandemic was phenomenal and it would be helpful not to
be constrained by regulations if possible in future.
CMO responded that a standardised approach to extended hours would benefit all and that
was the approach the CCG would be promoting.
CMA enquired if there was a mechanism for practices to record incidences which had resulted
in an adverse impact when accessing urgent and routine care for patients who had not
attended the practice because they couldn’t or perhaps were frightened.
SJA responded that work was ongoing with colleagues in secondary care to collate and
monitor data on incidences where there could have been potential harm. There has been a
drop off in people attending appointments which was believed to be due to patients being
afraid of infection and there was a concern about cancer referrals.
Best practice is also being captured and work was ongoing to build a digital platform to record
the positive and negative data.
RBA commented that Covid-19 gave the potential to widen the health inequalities with
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34.

35.

36.

37.

38.
39.

40.

41.
42.

43.

44.

particular concern for patients who did not have access to a smart phone or internet access.
FLE acknowledged the work of the Primary Care Team who had done a fantastic job
supporting practices and supporting the system and primary care response. The role of the
LNA was also acknowledged with the really impressive teamwork.
PFI asked if any practices did fall over during Covid-19 and was there a date for when the
recovery phase was due to start. PFI also commented that it was difficult to encourage
patients to come in for appointments and if they are recommended to attend hospital they are
extremely reluctant to attend and it was very difficult to persuade them otherwise.
JWA confirmed that 100% of practices in Liverpool remained open throughout the pandemic
and were still open. No date has been suggested for a recovery phase but it had become the
natural next phase both in terms of how things had progressed and the language of the
guidance being delivered.
CMO commented that very early on buddying arrangements were put in place for smaller
practices who might have staff shortages and this was utilized a couple of times. SJA is
leading a piece of work with each of the organisation to discuss recovery as part of the wider
system and the CCG will have an input.
MSM asked why a hub was not created in the north of Liverpool and suggested canvassing
practices for themes in relation to learning from the pandemic.
CMO reported that a SOP was in place ready to be mobiised if necessary for a hub in north
Liverpool but it was felt that practices were managing and the numbers were low so it was not
needed at the time.
FLE added that the experience of trying to set up a centralized hot hub in the north highlighted
the large number of small practices and the poor quality of the estate. This is a challenge to
take forward to enable the practices to work more collaboratively.
JLE commented that consideration was needed regarding how to collect information from
individual practices regarding harm JLU is considering this.
PFI asked if the PC24 Covid-19 response was going to be stood down and if guidance would
be available to practices when this happened as all Covid-19 patients had been directed
there and practices were unclear what to tell patients.
CMO responded that the assessment centre was taken down dome time ago. RBA stated
that it was the job of GPs to treat patients in the community. There is a process for Covid-19
patients via 111 and a follow up process via GPs.
JLU reported that the process of SEAs is being expanded in general practice with a degree of
proportionality. This is about capturing the learning from the situation whatever it may be and
possibly mobiise better should there be another surge.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the activity delivery model for
General Practice during the pandemic
Further actions required:
• No action required

E

STRATEGY AND COMMISSIONING

E1
E2

PRIMARY CARE NETWORK MERGER
PRIMARY CARE NETWORK DES 2020/21

45.

46.

47.
48.

The approval of the merger was agreed in a virtual meeting earlier in the year. Of the issues
highlighted in the paper one PCN had since sent in the necessary documentation and so all
10 networks were agreed to participate in the DES requirements for 2020/21.
One practice which was part of the Childwall and Wavertree network had chosen not to be
part of the network this year. In line with guidance the CCG was now responsible for making
alternative arrangements to ensure the local population were not disadvantaged by this and
still had access to services developed by the PCNs.
The paper included contractual and financial requirements for 2020/21 which were quite
complex.
Members agreed to formally ratify the decision made virtually earlier in the year.
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49.

50.

51.
52.

53.
54.
55.

56.

57.

MBA commented that regarding Rocky Lane conversations were underway to resolve the
issues with SJA reporting that there was a process to follow which included the practice
writing to the CCG formally and the CCG notifying the practice of the potential income loss
which would occur as a result of this. The CCG was in the process of outlining the
implications of the decision and further information will come to the committee in subsequent
meetings. It was noted that timelines were short and must be adhered to as there would be
implications the committee would need to consider if the issue was not resolved before midJuly. A PCN needed to be found which would host the arrangements.
HDE asked for clarity on how the DES sat with regard to the emergency measures that were
st
in place. The response was that the DES requirements were due to be fulfilled by 31 May as
normal however NHSE were anticipating that responses would be tailored to meet Covid-19
responses.
For example patients in care homes were expected to have had access to primary care and
the DES return must show how this had been achieved. Work was underway to develop a
plan to support care homes in delivering this.
Elements of the DES are being brought forward. The national requirements are still eligible
with no changes received regarding expectations. Clarification is still expected regarding
standardised enhanced hours from NHSE and what they were expecting would be delivered
throughout 2020/21.
The DES had been tailored due to the circumstances and regular reporting to NHSE
continued.
CRO enquired about patient consultation with regard to Rocky Lane Medical Centre in parallel
with the PCN discussion and the response was that this would be picked up once there was
more clarify regarding options.
RBA informed members that a communication had been sent to practices that day informing
them of the consequences of not signing up to the DES and further responses may follow.
With regard to care homes NHSE is expecting particular things to be delivered now which
impacts on any patients Rocky Lane may have in a care homes and this could not wait.
JLE commented that the awakening of government to the perilous state of some of the care
home market partially due to Covid-19 but also partially due to the death rates in care homes
and their ability to respond. They had brought forward a lot of the ask around the DES for
general practice and they had also required plans to be put in place by the end of May for
infection control etc. Some of this is NHSE responding to the crisis unfolding which could
have been recognized earlier with more local control. It was NHSE reacting rather than
planning. There is a need to assess the risk in terms of general practice to understand their
position.
Members supported the proposal.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Approves the application from the
member practices of Croxteth/Norris
Green and Walton Primary Care
Network s to become North Liverpool
Network (subject to receiving formal
written support from Mersey Care and
Liverpool City Council)
• To note the PCN DES requirements in
2019-20;
• To note the PCN DES requirements
for 2020-21 and the process followed
to formalise the arrangements;
• To note the changes in 2020-21 to the
previously approved PCN’s in 2019;
• To note the contractual and financial
overview of the PCN DES in 2020-21;
• To note the next steps in formalising
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the PCN’s participation for 2020-21;
Further actions required:
• None identified

E3
58.

59.
60.

PMS – GMS CONTRACT
KCO presented a request from Albion Street practice requesting a change from a
PMS to a GMS contract. This is a right of the practice and in line with national
guidance falls within the up to 3 month notice period required. The practice had
requested that the changeover be made from April and after discussion it was
agreed to bring to this committee for agreement.
MBA commented that discussions had taken place over time and given the
financial implication the compromise was reasonable.
Members agreed to approve the request.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the notification received from
N820 to change to GMS from PMS
Primary Care Contract;
• Note the PMS Contractor’s Right to a
GMS Contract and confirm the GMS
Contract start date for (N82095) of 1st
June 2020.
Further actions required:
•

G
61.
62.

63.

ANY OTHER BUSINESS
The Terms of Reference (TOR) for the committee were for members to consider.
MSM commented that it was unusual to have GPs attending not as members. JLE
responded that the TOR had been under consideration for 6 months and they had
been signed off at Governing Body. The committee TOR reflected good practice in
line with NHSE guidance for good decision making. The TOR would be reviewed
annually however if the merger went ahead they were subject to change in the
revised structure. If members wished to discuss any items either from the meeting
or from the TOR they were invited to contact CMO.
No other items of business were discussed. The meeting closed.
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System Management Board
29th January 2020, 15.00-17.00
Room 3, Education Centre, North West Boroughs FT, Hollins Park, Winwick,
Warrington WA2 8WA

Final MINUTES
Present:
Alan Yates (AY)

Chair

HCP Executive Team

Sam Proffitt (SP)

Interim Lead

HCP Executive Team

Steven Broomhead
(SBr)

Chief Executive

Warrington Borough Council

Linda Buckley (LB)

Director of Strategic
Transformation, Locality
Director (C&M)

NHS North West/HCP Executive Team

Ben Wright (BW)

HCP Executive Team

Mel Sirotkin (MS)

Director of Strategy &
Governance
Director PHE Northwest

Edna Boampong (EB)

Communications Lead

C&M Health & Care Partnership

Sarah O’Brien (SO’B)

Chief Officer

NHS St Helens CCG

Clare Watson (CW)

Chief Officer

Kath O’Dwyer (KO’D)

Chief Executive

NHS South Cheshire & Vale Royal and
Eastern Cheshire and West Cheshire
CCGs
Cheshire East Council

Gerald Meehan (GM)

C&M Advisor

HCP Executive Team

Ann Marr (AM)

Chief Executive

Marie Boles (MB)
Jan Ledward (JL)
Raj Kumar (RK)

Director of Nursing
Chief Officer
GP Federation
Representative
Chief Executive

St Helens & Knowsley Teaching
Hospitals NHS FT
HCP Executive Team
NHS Liverpool CCG
Eric Moore Health Centre

Ann Marr (AM)

Public Health England

St Helens & Knowsley Teaching
Hospitals NHS FT

In attendance:

Heidi Swann (HS)
Diane Whittingham
(DW)
Michael West
John Rooke
Phil Wadeson

Executive Assistant
(minutes)
Senior Associate

C&M Health & Care Partnership
HCP Executive Team
PA Consulting

Advisor

PA Consulting
C&M Health & Care Partnership
1
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Eileen O’Meara

C&M Population Health
Clinical Lead

Director of Public Health and Public
Protection for Halton and Warrington

Chief Executive

Sefton Borough Council

Apologies:

Dwayne Johnson (DJ)

Warren Escadale (WE) Chief Executive

Voluntary Sector North West

Terry Whalley (TW)

Director of Delivery

HCP Executive Team

Simon Barber (SBa)

Chief Executive

NW Boroughs NHS FT

Dave Sweeney (DS)

Implementation Director

HCP Executive Team

Kieran Murphy (KM)

Clinical Lead

HCP Executive Team

Agenda
No
SMB/20/01

Item

Action

Welcome, Introduction and Apologies
AY welcomed the board members and introductions were made. John
Rooke and Michael West from PA Consulting are in attendance for the
Governance MOU discussion.

AY

Apologies were received and noted as above.
It was noted that Steve Broomhead must leave at 16.00pm
SMB/20/02

SMB/20/03

Minutes/Actions of the last meeting
The minutes of the meeting held on 18th December were accepted as
an accurate reflection of the meeting and all actions were marked as
complete.

ALL

H&CP Lead Update
SP/AY
Operational Plan
SP updated on the operational plan which will require further work to
reduce the financial gap across Cheshire and Merseyside.
Chief Officer Update
AY confirmed that we have received 3 applicants to date for the Chief
Officer post and interviews are scheduled for Thursday 13th February.
Publication of Plans
AY addressed members to advise that the date for publication of plans
is March 2020.
2
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Place & Programme Updates
SMB/20/03 Reducing Health Inequalities

EOM

Eileen Omeara advised members the purpose of this paper is to set
out the benefits of Cheshire and Merseyside adopting an evidence
based approach to tackling health inequalities by exploring the
opportunity of becoming a Marmot Community.
AY addressed members to gauge the level of support for this
approach. EOM confirmed that it has been well received in Place and
has already been agreed and adopted in Warrington, Cheshire East
and Halton. K O’D supported the need for this to be led by place but
said that C & M could adopt to ensure more benefit for system. SBr
queried the cost involved to take this forward. EOM confirmed that
£62K funding has been received from the Innovation Agency to
implement this.
JL confirmed that she will need to address this with Liverpool HWB
before making decisions.
The board agreed that this should be led by Place.
The System Management Board agreed to support this and for
Place to take this forward.

ICS Governance Steering Group
SMB/20/04

Acute Sustainability

DW

DW explained the work being done to undertake a stocktake and
discussed the next steps which would produce a case for change, the
necessary governance and the clinical priorities.

DW confirmed it was important to get the right leadership and
ownership to take forward to implementation. A standardised approach
and defined processes are needed. Continued working with NHSE/I,
CCGs, Place & Partnership is crucial for decision making.
DW advised that further information will come to March board. Relaunch April.

The System Management Board noted the progress to date and
the looked forward for a further update at the March Board.

Strategy, Planning & Governance
SMB/20/05

Governance Group Update

AY
3
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Draft MOU

The board reviewed the draft MOU and a detailed discussion took
place about how this might be taken forward for agreement across
the system. It was clear from the discussion that further work will be
required to discuss the detail of the document and gain wider
agreement within each place. It was acknowledged that places are
at different stages of readiness to sign up to the MOU. Some
members felt that there needs to be a little less detail in the
document whilst other felt that a bit more clarity in terms of process
for area such as capital prioritisation should be included. It was
agreed that the main part will be to agree to principles but it was
generally agreed that the document itself was quite robust but the
work required would be to engage further in each place including
local authority colleagues
Action: SP to establish an approach to take the work forward and
update at the February meeting The board supported a purposeful
pause and agreed to review progress at the SMB in March

SP

Scheme of Delegation
SP advised the purpose of this paper is to establish a broad
Scheme of Delegation covering direct expenditure incurred in the
management of the Health and Care Partnership and the transfer of
funds to partner organisations.
SP
This is to protect officers and have transparency on transactions
that occur and set out thresholds and decision-making points.
The Board agreed to;
Approve and adopt the attached Scheme of Delegation for the
Cheshire & Merseyside Health and Care Partnership to have
immediate effect
Review the Scheme of Delegation at least on an annual basis.

Hosting Proposal
Jan Ledward declared a conflict of interest at this point which was
noted by the board.
PW updated members on the work done to date with the hosting
arrangements. He confirmed that the “Liverpool System” Liverpool
CCG and Liverpool University Hospitals NHS FT are the preferred
bidder and discussions are ongoing. PW advised that he is
expecting a fully costed implementation plan which will be brought
4

Page 312

back to board when received to discuss with hosting going live from
1st April 2020.
The Board Agreed the following;
•

To note progress to date
PW

•

Agree and ratify the process for selecting the new host

•

Confirmed with Liverpool CCG and Liverpool University
Hospitals NHS FT as the preferred partner subject to
finalisation of the contractual arrangements

SMB/20/06
Finance & Performance
SMB/20/07

Programme Performance Update – Month 9

SP

The Board noted the report
SMB/20/08

FY 20/21 Programme Funding

SP

SP updated the board on the FY 20/21 programme funding paper to
advise SMB of the need to now approve some initial spend on
Collaboration at Scale and Core PMO assurance resources to
ensure we’re well placed to deliver from April. The PDO roles will be
funded within the £350k PMO allocation.
The Board approved the following recommendations;

SMB/20/09

•

The commitment with MIAA will be non-recurrent for FY
20/21 only.

•

PDO roles will be funded within the £350k PMO
allocation set out above, as this is not dependent upon
the further definition of scope / precise allocations to
projects.

•

We will, as we did in 19/20, assume an element of
Collaboration at Scale budget will fund enabling /
delivery resources to be leveraged across all agreed
programmes / projects. This will amount to no more than
10% of the allocation to CaS set out above until and
unless more detailed allocations have been confirmed.

2019/20 Investment Funding Update

SP
5
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SP advised the purpose of this paper is to advise SMB of December
scheduled drawdowns of funding and amendments to funding
allocations in 2019/20 based on most recent programme reviews.
The Board noted the report
SMB/20/10

Month 8 Position Report
The purpose of the paper was to provide an update on the C&M SP
month 8 finance position as well as the forecast outturn.
The Board noted this report.

SMB/20/11

Communications Update

EB

The purpose of the paper was to provide an update to the System
Management Board about the communications and engagement
activity delivered by the Partnership over the December 2019 period.
The Board noted this report.
SMB/20/12

AOB
None
Date and Time of the next meeting
Wednesday 26th February 2020 - Time: 15.00pm to 17.00pm

6

Page 314

Action
No.
1

Date
Allocated
18.12.19

Owner

Actions

Status

Update

Draft MOU Discussion. SP to bring back an approach for
taking the work forward
Next Steps time line for LTP requested by Steve Broomhead

Due

On agenda

2

18.12.19

BW

Due

On Agenda

3

18.12.19

SP

Sam to request Louise Shepherd and Kate Warriner attend a
future SMB Board to address the Health System Led
Investment (HSLI) Funding Requirement

Due

Completed and
on Agenda

4

18.12.19

TW

TW to develop a more detailed Programme funding proposal
based on agreed provisional funding allocations, with
associated statement of benefits and governance proposals.

Due

On Agenda

SP

7

Page 315

System Management Board
25th March 2020
Decisions by email – Papers for the 26th February System
Management Board
Introduction
The System Management Board scheduled for 26th February 2020 was cancelled due to late
apologies leading to the meeting not being quorate.
There were a number of decisions required at the meeting. All members were therefore asked via
email for their individual responses. It was stated within the email that that any non-response by the
end of the week would be taken as an approval.

Response
Both Provider Chief Executives, two CCG Accountable Officers and two Local Authority leaders
provided a response. There were some area of clarification requested in respect of the paper
SMB/20/36 - Transformation Programme Investment (20/21). Terry Whalley has made contact with
those members to provide further details.

The Decisions
The required action sent in the email is outlined in Table 1. A column to indicate the feedback and
decision outcome has been included.
Table 1 – Decisions requested in an email sent on 26th February 2020 to all members and decision
outcome.
Paper on
Agenda

Recommendation

Action Requested

SMB/20/26

To approve the minutes of
the 29th January 2020

Please respond to Alan Approved by all.
Yates and I
One comment about the number
of applicants for the Chief Officer
post being inaccurate but this
was accurate at the time of the
Board.

1
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Decision Outcome

Paper on
Agenda

Recommendation

Action Requested

Decision Outcome

SMB/20/28

The System Management
Board is asked to agree to
the extension for 3 months,
subject to NHSE/I approval,
to allow the Acute
Sustainability work to be
completed and note the
conflict and action to
mitigate any risk.

Please respond only to
me to enable Alan to
manage the existing
conflict issues

Approved with some questions
about the deliverables which
were detailed in the last
presentation to the Board.

To discuss and agree a set
of criteria for when the
Partnership may take an
interest in a sovereign body
exercising its powers

Defer until the next
System Management
Board on 25th March
2020

The Board approves the
proposed action plan to
deliver the MoU

Please respond to Alan Approve with a request to
Yates and I
consider timescales – Update on
the agenda

The System Management
Board is asked to approve
the Cheshire & Merseyside
Health and Care
Partnership budget for
2020/21

Please respond to Alan Approved
Yates and I

Approval of
Extension of
Contract

SMB/20/30
Draft Criteria for
determining
when the
Partnership
would take an
interest in a
Sovereign body
exercising its
powers.
SMB/20/32
ICS Governance
Group Update

SMB/20/33
Cheshire &
Merseyside
Health and Care
Partnership
Budget 2020/21

A suggestion was made to
arrange for the contractor to
report to the SRO for Acute
Sustainability to avoid conflict.
The role does report to the STP
lead / Chief Officer to avoid any
conflict and not the Chair but a
view from the Board is welcome

2
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Agreed to defer and on the
agenda

Paper on
Agenda

Recommendation

SMB/20/36

•

Transformation
Programme
Investment
(20/21)

•

•

•

Endorse the proposed
programme funding
allocations set out in
table 2;
Consider if it can now
approve the allocation
of the proposed £1m
funding to the
Prevention Board or
provide direction on
further information
required to do this at
March SMB;
Consider if it can now
approve the allocation
of the first quarter of
proposed £3.8m CaS
funding, with
delegation of granular
distribution to the
Collaboration at Scale
Board, to enable
immediate decisions to
be taken to enable
benefits to be
delivered; and
Approve allocation of
£225,000 to fund
Mental Health
Programme
Management Office
and enable colleagues
whose contracts end
on 31st March to be
given clarity on their
roles.

Action Requested

Decision Outcome

Please respond to Alan Majority approved but with some
Yates and I
further clarification questions
from two members which Terry
Whalley has followed up and
update on the agenda

The System Management Board is asked to ratify the decisions taken by email.

Sam Proffitt
Interim STP Lead

3
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