`
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Ian Davies
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Monica Khuraijam
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Carole Hill
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Report No: GB 68-18 For Approval
Stephen Hendry
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Framework
Mark Bakewell

For Approval

5.3
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Ian Davies
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5.4
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Report no: GB 71-18 For Noting
Jan Ledward

5.5
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Report no: GB 72-18
Jane Lunt

For Noting/
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Stephen Hendry

For Noting/

Report no: GB 74-18
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5.6

5.7
5.8
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Travel Expenses Policy
Feedback from Formal Committees:

Approval
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 Remuneration Committee – 13th September 2018Helen Dearden
 Finance Procurement & Contracting Committee Gerry Gray
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 Quality Safety & Outcomes Committee –
Ken Perry
nd
th
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Dr Fiona Lemmens
 Committees In Common – 12th October 2018
 Primary Care Commissioning Committee –
Ken Perry
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16th October 2018
 HR Committee – 16th October 2018
 North Mersey Joint Committee –
24th October 2018

Helen Dearden
Jan Ledward

6.

Questions from the public
(Letter from Merseyside Pensioners Association dated 16th October 2018 attached)

7.

Date and time of next meeting:
Tuesday 8th January 2019 Boardroom, Liverpool CCG, 4th Floor The Department, 2
Renshaw Street, Liverpool L1 2SA.
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Committees In Common – 8th June 2018
HR Committee – 26th June 2018
Audit Risk & Scrutiny Committee – 24th July 2018
Primary Care Commissioning Committee – 21st August 2018
Finance Procurement & Contracting Committee minutes – 28th August & and 25th September
2018
Quality Safety & Outcomes Committee minutes – 4th September & 2nd October 2018
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Report no: GB 61-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH NOVEMBER 2018

Title of Report

Chief Officer’s Report

Lead Governor

Jan Ledward, Chief Officer

Senior
Management
Team Lead

Jan Ledward, Chief Officer

Report Author

Jan Ledward, Chief Officer

Summary

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

Recommendation

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

Relevant
standards/targets

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

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

2.

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

3.

INTRODUCTION
It feels a long time since our Annual General Meeting. We are now
into winter planning as you would expect, however it must be
recognised that we do experience year round pressure due to
increasing demand for health care. The A&E delivery board are
co-ordinating the local winter plan and how we respond when
pressures increases across our hospitals and wider system. In
previous years we have seen the health and care system across
Liverpool outperform others across the country. This is down to the
professionalism of our staff and how our system cooperates in the
best interest of patients. However we ask a lot of our staff
throughout the year and the good will of our staff time and time
again is what makes the NHS the service we are all proud of.
From 12th November we will commence daily reporting of the local
system to NHS England and this will continue until 31st March at the
earliest.

4.

LOCAL ISSUES
4.1

Management Structure

I have continued to progress implementation of the new senior
leadership team. Jane Lunt, Director of Nursing and Quality is in
post and Mark Bakewell, Chief Finance and Contracting officer is
also appointed.
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Interviews are taking place this month for the Director of Strategy,
Communication and Integration and Director of Planning
Performance and Delivery.
I am also working with staff at the level under the leadership team
to discuss the future of commissioning and our approach to ensure
that they are involved in shaping this senior management structure
for the CCG.
A staff away day is also being planned with our Staff Listening
Group to discuss One Liverpool and how we organise ourselves to
deliver on our plan. Governing Body members will be receiving an
invitation to be part of this event as it is important that staff know
and have contact with all members of the Governing Body.
4.2

Approach to Planning 2019/20

Following the announcement in the summer of increased funding
for the NHS and a 5 year settlement, further information has been
issued in respect of the approach to planning over the coming
months.
The Secretary of State for Health and Care outlined his key
priorities:1. Workforce
2. Prevention
3. Digital and technology
The new 10 year plan for the NHS is to be published at the end of
November or the beginning of December. The work to produce this
has been led by NHS England and NHS Improvement. A number
of people have lead discussions across work streams including:
• Prevention and personal responsibility
• Healthy childhood and maternal health
• Integrated and personal care for people with long term
conditions and frail elderly
• Cancer
• Cardiovascular and respiratory
• Learning disability and autism
• Mental health
• Workforce – training and leadership
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•
•
•
•
•
•

Digital and technology
Primary care
Research and innovation
Clinical review of standards
System architecture
Engagement

Planning guidance is expected in early December, however we are
preparing our plans working with the Provider Alliance in
anticipation of the guidance. Following a strategic leadership
event in late October it was announced that a one year plan will be
required to be submitted by the 14th January 2019. However
despite an injection of new money into the NHS, it is anticipated
that this will still be a difficult period and over the early years of the
plan service and financial challenges will continue.
NHS Long Term Plan published - Late November / early
December 2018
Publication of 2019/20 operational planning guidance including the
revised financial framework - Early December 2018
Operational planning
Mid December publication of:
•
•
•
•

CCG allocations for 5 years
Near final 2019/20 prices
Technical guidance and templates
2019/20 standard contract consultation
resolution guidance
• 2019/20 CQUIN guidance
• Control totals for 2019/20

and

dispute

2019/20 Initial plan submission – activity and efficiency focussed
with headlines in other areas - 14 January 2019
2019/20 National Tariff section 118 consultation starts - 17
January 2019
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Draft 2019/20 organisation operating plans - 12 February 2019
Aggregate system 2019/20 operating plan submissions and
system operational plan narrative - 19 February 2019
2019/20 NHS standard contract published 22 February 2019
2019/20 contract / plan alignment submission - 5 March 2019
2019/20
National tariff published - 11 March 2019
Deadline for 2019/20 contract signature - 21 March 2019
Organisation Board / Governing body approval of 2019/20 budgets
deadline - 29 March
Final 2019/20 organisation operating plan submission - 4 April
2019
Aggregated 2019/20 system operating plan submissions and
system operational plan narrative - 11 April 2019
Strategic planning
Capital funding announcements Spending Review 2019
Systems to submit 5-year plans signed off by all organisations summer 2019.
4.3

Cheshire & Merseyside Partnership

A member of the public asked if the minutes of the Cheshire &
Merseyside Partnership Board would or could be made public. I
agreed to ask the question, which I will raise at the next meeting of
the System Management Board on 27th November 2018.
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4.4

Remuneration Framework

I am pleased to report that a significant amount of work is nearing
conclusion regarding the development of a remuneration framework
in relation to particular roles within the organisation.
The framework provides much needed clarity on a number of
issues (for example contractual status, pension and national
insurance arrangements) in relation to GP Governing Body
members, Clinical Leads and aspects of lay member appointments,
resolving a number of issues as identified in the CCG’s
remuneration
review
and
outstanding
audit
report
recommendations that was reported to the governing body last
autumn.
The framework extends to other specific roles such as Named
Safeguarding GP’s, and with the release of the recent ‘Working
Together’ national guidance regarding employment status has
supported the resolution of outstanding contractual issues as
reported through the CCG Remuneration Committee.
4.5

Review of Urgent Care

The One Liverpool Plan, the integrated strategy for the local health
and care system, sets out an intention to establish urgent care
services that are accessible and which provide the right care in the
right place, first time; from self-care and community-based services
through to accident & emergency (A&E). As part of this, the CCG
has recently started a review of urgent care services in the city, to
determine the best model of services for the city, taking into
account local need and national strategy.
Between 15th November 2018 and 31st January 2019 we will be
asking for people’s views on urgent care services in the city. This
conversation will be designed to help understand how people use
urgent care services – what works and what doesn’t work – and the
quality of care provided. NHS staff will also be asked for their
views. The information gathered will be used to help develop
proposals for how urgent care services could look in the future. If
this would mean significantly changing what’s currently in place, a
public consultation would be held before any decisions are
made. More details about how people can take part in the
engagement will be made available over the coming weeks.
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4.6

Healthy Weight Declaration

Diet impacts significantly on the health and wellbeing of the
Liverpool population. Obesity is believed to reduce life expectancy
on average by 3 years and for those who are severely obese,
between 8 - 10 years. Healthy Weight is a key prevention priority
within the One Liverpool Plan. As a system we have committed to
supporting the implementation of the Liverpool Healthy Weight
Strategy and for NHS organisations to pledge their support as
partners to the Liverpool Local Authority Declaration on Healthy
Weight to tackle growing rates of obesity.
On the 13th of November 2018 Liverpool City Council, Liverpool
CCG and NHS supporting partners across North Mersey will
formally sign up to these commitments in a formal launch of the
Cardiovascular Disease Prevention and Healthy Weight Strategies,
to demonstrate our shared commitment for a healthier population.
As signatories to the declaration we jointly commit to:
• Provide system leadership and commitment to a preventative
approach to promoting healthy weight
• Make healthier options convenient and affordable, and limit
access to high calorie, low-nutrient foods and drinks on NHS
premises;
• Ensure public access to clean drinking water on NHS sites
• Assist in the delivery of national and local public health
campaigns to staff, patients and visitors;
• Adopt and embed the Making Every Contact Count (MECC)
approach to promoting healthy weight
• Provide and promote an environment supportive of
breastfeeding
• Provide opportunities for staff, patients and visitors to be
physically active; promote active travel to and from, and between
sites
We will monitor and report progress in delivering a whole-system
action plan through the One Liverpool performance management
framework.
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4.7

‘NHS App’

On the 6th September the Secretary of State for Health and Social
Care announced the development and testing of a national ‘NHS
App’, designed to provide a simple and secure way to access a
range of healthcare services on a smartphone or tablet device. The
App, designed with the aim of improving access for patients,
promoting self-care, improving patient experience and releasing
time in GP practices has been developed by NHS England and
NHS Digital to the stage of being ready for patient and practice
testing. Liverpool CCG is one of only a handful of CCG’s in the
country asked to help test the App based on our experience and
expertise in this area. Indeed, Liverpool Practices were the first in
the country to start testing the App, with six practices taking part in
private beta testing inviting patients to download the app to gain
feedback on:
•
•
•

how well the app works
how communications materials, such as posters and leaflets can
be improved prior to national launch
the impact on practices workload

Undertaking this testing provides Liverpool practices and patients
with a great opportunity to shape the functionality, ease of use and
‘look and feel’ of a national digital resource that will be rolled out
across the country during 2019 to patients aged 16 and
over. Locally, we expect to gain benefit from the app being shaped
to meet our needs and be in the best position to utilise the app
once when it is ready to be distributed; providing patients with the
earliest access to the new resources and practices able to take
advantage of efficiencies demonstrated in our own City. More
information on the NHS App pilot can be found
at: https://digital.nhs.uk/services/nhs-app.

4.8

Spinal Surgery – Cheshire and Merseyside Collaborative
Commissioning Forum

The report attached as Appendix 1 has been discussed at the
Cheshire and Merseyside Collaborative Commissioning Forum and
it was agreed that option 3 should be recommended CCG.
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The recommendations are to continue to work collaboratively and
produce a business case, no firm commitments or decisions are
required at this stage. Once the business case is produced, this
will be brought back to the Governing Body for a decision.

5.

NATIONAL ISSUES
New model constitution
NHS England have published a new model CCG constitution. The
changes allow for more integrated working with Local Councils and
recognise the establishment of strategic partnerships.
The CCG will be outlining changes that we want to make to our
constitution locally at membership meetings on 20th and 28th
November, we welcome attendance by Governing Body members
at these events.
Improving the physical health of Patients with Serious Mental
Illness.
Guidance has also been published to improve the quality of
physical health care for people with serious mental health issues in
primary care. A toolkit has published to support providers to do this
and it looks at different approaches to implementing the Lester
screening tool. More information is available from the NHS
England website.

6.

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

If no explain why – no service transformation or
change.

ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.
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6.2

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

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

6.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
6.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Achieving key performance targets delivers better care for
our patients.

7.

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

8.

CONCLUSION
The Liverpool CCG Governing Body is asked to note the Chief
Officer’s report.
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Specialised Commissioning Team (North West Hub)

Options Appraisal
Project Name:

Cheshire and Merseyside Complex Spinal Surgery:
Future commissioning model

Ref No:

Background:

In February 2018 Getting it Right First Time (GiRFT) published individual Trust reports in relation to
Complex Spinal Surgery at the Walton Centre (WC), the Royal Liverpool and Broadgreen (RLB),
Warrington and Halton Hospitals (WHH), Alder Hey and Aintree Hospital (AH) which led to a meeting
led by GiRFT where a summary of the reviews was given and key recommendations for the
reconfiguration of services were provided with a six month timescale for implementation. As this
project focusses on adult surgical services, Alder Hey have been excluded from the scope of this work.
GiRFT recommendations:
1. Develop a single on-call rota for out of hours/emergency consultant cover
2. Complex spinal surgery should take place on a single site and should be co-located with Major
Trauma
3. Develop robust arrangements for access to out of hours imaging for the early identification of
Cauda Equina Syndrome
4. All spinal surgery providers should be 100% compliant with reporting data on the British Spinal
Registry
5. Deformity surgery should take place at scale with a single MDT and should be co-located with
cancer services. If this is not possible, there should be significant “in-reach” to cancer services
6. Implementation of the National Back Pain and Radicular Pain Pathway across Cheshire and
Merseyside
7. Elective surgery should be performed at scale
The GiRFT reports provided a springboard for action and so the steering group was reformed, with
refreshed membership, agreed terms of reference and clear governance and reporting structure. This
included the development of three sub-groups; commissioning, emergency, deformity and elective.
The commissioning sub-group has reviewed current commissioning arrangements and identified
similarities and differences. It seems that most CCG areas have implemented the National Back Pain
and Radicular Pain pathway in various forms and to varying extents, with the North Mersey LDS being
most progressed in this. NHS Wirral CCG have just commissioned an integrated MCAS service and
other CCG service delivery models are at different levels of maturity.
The commissioning sub-groups have reviewed the Walton Neuro Vanguard data in relation to low
complexity/acute trust activity and have identified outliers for facet joint injections and other
procedures. These seem to align with progress against implementation of the Back Pain Pathway, with
those who have yet to fully implement this demonstrating the largest variation in activity.
New guidance published by NICE in June sets out that joint injections for back pain are now
considered a procedure of limited clinical value. Should this guidance be consistently implemented
across all CCG areas, there should be a reduction in the number of facet joint injections across all
DGHs and this will resolve any issues with disparity.
[Enter Name], 24 Sep 2018
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Specialised Commissioning Team (North West Hub)

The group has worked to identify key elements of what a “good” pathway from primary care in to
secondary and tertiary services may look like. This largely aligns to the National Back Pain Pathway.
Currently, each service delivery model is at different levels of maturity with slight variations in
pathways and stages.
This group along with the emergency sub-group have reviewed the pathway for query Cauda Equina
syndrome and identified that this is applied inconsistently in some areas. The emergency sub-group
has proposed that imaging takes place at DGH level prior to consultant advice/referral to tertiary
services being made. The commissioning sub-group have set out that there is insufficient capacity at
DGH level and so it has been agreed that within acute Trusts any MRI for query cauda equina will
need to be approved by an A&E consultant to reduce the number of unnecessary referrals. It was also
agreed that MRI will be offered within 24hrs of presentation and where possible ahead of any referral
or request for consultant advice using the on-call system.
Option 1: Do Nothing
Details

At present each CCG area commissions a separate service delivered by local acute Trusts.
Some services do not have a specification in place and there is wide variation in the detail within
service specifications (where they are in place). There are a range of delivery models in place
and this includes the inconsistent implementation of the National Back Pain and Radicular Pain
Pathway across Cheshire and Merseyside and variations in referrals, procedures and activity
have been highlighted by the Walton Neuro Vanguard. Complex Spinal surgery is commissioned
by NHS England Specialised Commissioning with a national service specification in place.

Pros

No additional commissioning support required, current arrangements will continue. Each CCG
will continue to commission services that reflect the needs of the local population and the
capacity within the local acute trusts and primary care.

Cons

Ongoing unwarranted variation and differences in RTT, conversion to surgery, procedures
carried out/available across the region. No consistent access to MRI for query cauda equina.
Inappropriate referrals to tertiary provider. Duplication of resources across the region. Lack of
consistent monitoring system or performance indicators. Inefficient

Risks

Lack of assurance regarding quality. Postcode lottery. Lack of co-ordination may mean services
become more disparate.

Costs

Cost neutral.

Option 2: Continue with separate commissioning arrangements against a single shared service
specification
Details

CCGs and specialised commissioning work together to develop a single service specification to
be delivered across Cheshire and Merseyside by primary care, local acute Trusts and
specialised services.

Pros

Consistent service delivery across Cheshire and Merseyside with patients accessing an
equitable range of services. Referrals to secondary and tertiary services follow a consistent
pathway. Little change to current contract performance monitoring structures/processes.

Cons

Some commissioners and Trusts will need to adopt a new service specification and timescales
will need to be aligned. Changes to services during current contracting timescales or delays to
full roll out due to contract terms. Duplication of contract and monitoring processes.

[Enter Name], 24 Sep 2018
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Specialised Commissioning Team (North West Hub)

Risks

The service specification will may become too diluted to be meaningful and impact not
measurable, or too detailed and Trusts will not be able to deliver this without significant changes
to services.

Costs

Not known but there is the potential for some CCG areas to require significant investments in
service development to implement a service specification where none currently exist.

Option 3: A single service contract with collaborative commissioning across multiple providers
Details

A single contract is awarded across multiple commissioners and providers, using joint
commissioning arrangements –this may include an aligned incentive model.
A lead commissioner is identified so there will be a single performance monitoring arrangement
with single contract meeting and a single performance dashboard.
Commissioning against a whole pathway to join up care irrespective of commissioner, area or
provider.
Consideration will need to be given to whether or not a lead provider model is most appropriate.

Pros

This is an efficient commissioning model.
This aligns to regional strategic plans at STP level and to NHSE Spec Comm strategic priorities.
Patients access services within a single pathway, meaning consistent and equitable access
across the whole region.

Cons

Some CCGs may need to contribute a larger proportion of funding to a pooled budget
arrangement. Large scale project will take time to implement.
Single supplier model may require procurement. Regional scale changes would require
significant public consultation.

Risks

All or nothing model –some CCGs may not agree to this option and therefore consideration
needs to be given to how this will be managed.
STP level commissioning –are there the robust structures in place for this Place Based
Commissioning model at this time?

Costs

Conclusion:
th

Commissioning sub-group met on 5 September 2018 and the preferred option is 3, with NHSE Specialised
Commissioning as the lead provider. CCGs will now report this recommendation through their governance
structures.
Next steps:
 CCGs to response to the recommendation
 Develop full case for change to be taken to STP commissioning work stream
 Agree service delivery model and based on this develop service specification.

[Enter Name], 24 Sep 2018
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Specialised Commissioning Team (North West Hub)

[Enter Name], 24 Sep 2018
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Report no: GB 62-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH NOVEMBER 2018
Title of Report

Chief Nurse Report – November 2018

Lead Governor

Jane Lunt, Director of Quality, Outcomes &
Improvement./Chief Nurse

Senior
Management
Team Lead
Report Author

Jane Lunt, Director of Quality, Outcomes &
Improvement/Chief Nurse

Summary

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

Recommendation

That Liverpool CCG Governing Body:
 Note the contents of the report

Relevant
standards/targets

Kerry Lloyd – Deputy Chief Nurse/Deputy
Head of Quality

Domain 1 - Preventing people from
dying prematurely
Domain 2 - Enhancing quality of life for
people with long-term conditions
Domain 3 -Helping people to recover
from episodes of ill health or following
injury
Domain 4 - Ensuring that people have
a positive experience of care
Domain 5 - Treating and caring for
people in a safe environment and
protecting them from avoidable harm
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CHIEF NURSE REPORT – NOVEMBER 2018
1.

PURPOSE

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

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the content of the report.

3.

BACKGROUND

This report forms part of systematic reporting to Quality, Safety and
Outcomes Committee (‘QSOC’) and subsequently, the Governing Body
agenda. The Chief Nurse Report should facilitate the flow of relevant
information, and assurance, between QSOC and the Governing Body,
and will be considered at each Governing Body meeting. It will also
support the provision of consistent information for external purposes
such as the Cheshire & Mersey Quality Surveillance Group (QSG) and
for assurance purposes with NHS England.
4.

CHIEF NURSE UPDATE

The Chief Nurses report for the Governing Body contains the risks and
concerns reported to QSOC and also contains further commentary
related to the Chief Nurse role.
The Quality, Safety & Outcomes Committee (QSOC) agenda should
reflect the systemic risks to quality in the local health economy. Whilst
some of the local risks to quality will be mirrored at regional and national
level, others will be specifically pertinent to the local area. In developing
our approach to local governance, and specifically quality oversight, it is
anticipated that the QSOC agenda and supporting work plan will evolve
in line with new and emerging quality risks. The Chief Nurse (CN) Report
will therefore contain a summation and reflection upon those risks and
associated levels of assurance.
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4.1

PROVIDER LEVEL QUALITY CONCERNS

The committee will be aware from previous reports of the ongoing risks
to quality identified at Aintree University Hospital Trust (AUH). Last
month’s report described the assurances received to date in progressing
key lines of enquiry associated with Single Item Quality Surveillance
(SIQSG) as part of the enhanced surveillance process led by NHS
England. At a follow up meeting on 1st October 2018, it was agreed that
the Trust should not be escalated to Risk Summit but should remain on
enhanced surveillance for a further three months to ensure progress is
sustained, with a further SIQSG follow-up meeting to be considered no
later than December 2018. Oversight of quality improvement continues
to be led by South Sefton CCG (SSCCG) as coordinating commissioner,
via monthly Collaborative Commissioning Forum (CF) and Clinical
Quality and Performance Group (CQPG) meetings.
The committee will also be aware of ongoing Referral to Treatment Time
(RTT) performance issues at the Royal Liverpool & Broadgreen
University Hospital Trust (RLB). As of 6th October 2018, RTT
performance was 80% against a 92% national target. There were 28
patients waiting in excess of 40 weeks. This area remains the subject of
enhanced surveillance processes via monthly meetings. The focus of
these meetings is to ensure that there are robust processes in place for
review of potential and actual harm. The Trust has now developed a
Harm Review Policy and Standard Operating Procedure (SOP) at
specialty levels to ensure patients are prioritised based upon risk and
not merely seen in chronological order.
Ongoing improvement is being seen in diagnostic performance at RLB.
There is national target in place regarding the number of patients waiting
longer than 6 weeks, against a national target of no more than 1%.
Currently, there is a continued improvement against this target, the detail
of which will be in the Performance Report on today’s agenda. QSOC
will receive ongoing updates to offer assurance that remedial action to
ensure that improvement is achieved.
The CCG continues to work with system partners in addressing the
findings from the Kirkup Review. Members of the quality team are joining
a series of ‘themed’ panels that Merseycare have established designed
to further review the quality and findings of historical incident reporting
within the former Liverpool Community Health Trust. The panels also
have representatives from Merseycare, NHSE and NHSI.
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4.2

CONTINUING HEALTH CARE

QSOC received an overall bi-annual performance report in relation to
Continuing Health Care (CHC). The detailed report reflects both national
and local challenges in meeting the growing demand and complexity for
those meeting the criteria for CHC assessment and subsequent
eligibility.
The report describes the positive progress being made in ensuring
patients are assessed in the most appropriate setting, but also the
ongoing challenges to secure packages of care within the 28-day
national target (Table 2). Work is underway to reduce fragmentation
across partner agencies to allow for a ‘smoother’ and more timely
process, informed by work undertaken by the national Strategic
Improvement Plan (SIP) which will benefit patients and their families. An
improvement plan is currently in place to ensure the numbers of patients
waiting beyond 28 days is reduced.

Table 2.
2018

April
May
June
July
August
September

4.3

Full CHC
Full CHC
assessments assessments
in acute
completed in
settings
28 days
Quarter 1
Quarter 1 85%
2%
(7% previous
quarter)
Quarter 2
Quarter 2 71%
3%

Fast Track CHC
application decision
made in 2 working
days
100%
96.77%
92.21%
96.88%
96.88%
93.33%

SERIOUS INCIDENTS

As a CCG that acts as the coordinating commissioner for multiple
providers, management of serious incidents (SI) is both challenging and
complex. The recent findings from the Kirkup review into failings at
Liverpool Community Health, acts as a further reminder of the
responsibilities the CCG holds, in ensuring good governance and
oversight is in place for this vital area of work. The SI report received by
QSOC demonstrates the provider specific and system work undertaken
Page 4 of 9
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by the CCG to ensure that root causes of SIs are identified and that
learning takes place in a ‘just’ environment. The committee will be aware
of the recent changes to our policy and process, which have allowed for
a more efficient and less ‘detached’ way of engaging our providers in
improving quality and safety. Work continues to ensure that learning
from SIs is fed back into the wider system.
4.4

CARE HOMES

The multi-agency commitment to improving the quality of residential care
within the city is demonstrated within the report to QSOC. Analysis
within the report demonstrated that in 2017/18, a total of 2,241 people
were the subject of safeguarding concerns across the year, less than 1%
of the adult population. The most common location of safeguarding
concerns was in either residential or nursing setting, accounting for 32%.
It is essential that we are able to respond to these concerns in a timely
way, deploying multi-agency resource effectively and efficiently, the
implementation of the Safeguarding Care Home Standard Operating
Procedure (SOP), previously presented to the committee in December
2017, is seen as a supportive mechanism in doing so.
Following the implementation of the SOP and the subsequent
establishment of two newly formed services; Liverpool Care Home
Social Work Team and Mersey Care Safeguarding Adult team; a more
cohesive approach to investigating safeguarding concerns raised within
the care home setting has been developed.
Positive working relationships have enabled a more proactive approach
to investigating safeguarding concerns and support for care home
managers to improve quality within a defined and timely process. This
work runs in parallel to the broader quality improvement programme that
underpins the Care Home Improvement Strategy for the city.
4.5

PRIMARY CARE

The recent findings of the Care Quality Commission (CQC) inspections
of two of primary care premises delivered by Primary Care Connect,
under an Alternative Provider Medical Services contract (Everton Road
receiving an ‘inadequate’ status and Anfield receiving a ‘requires
improvement’ status), have re-emphasised the need to take a systematic
and proportionate approach to quality risks within Primary Care. The
Chief Nurse is leading on an improvement programme which will see
this work develop over the coming months. A recent workshop elicited a
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number of actions to be taken forward across the CCG, and the
committee will be kept updated in relation to this.
4.6

RISK MANAGEMENT

Following last month’s QSOC, when a decision was made to revise and
refine the quality risk register, this month’s report outlines those risks
recommended for closure (n=9) and those to remain open (n=3). This
approach resonates with the wider governance underway to enhance
the organisational approach to risk appetite and management.

4.7

TRANSFORMING CARE PROGRAMME – BESFORD HOUSE

Besford House is a ‘step-through’ service for people with a Learning
Disability (LD) which will support Liverpool’s priority of reducing the
number and length of stay of hospital admissions and out of area
placements, as well as reliance on in-patient care for crisis and other
presentations. Recently the Care Quality Commission (CQC) have been
minded to decline to register the facility based on the submission of
evidence and a site visit, as it does not fully conform to the change in
requirements since the publication of ‘Registering the Right Support’ by
CQC. This has impacted upon the ability to discharge 6 people as
planned from the end of September. These will be viewed as delayed
discharges within the context of Transforming Care.
The main areas of concern for CQC are as follows:
• People’s choice of whom they live with
• The campus/ cluster style setting
• The concern about outcomes for people who have to move twice
when they are discharged through a step down service
• Concern about the house next door becoming supported living
thus compounding the cluster
LCCG and NHS England have been working closely with Liverpool City
Council (LCC) in their role as commissioner of this facility to understand
the CQC’s issues and to make necessary changes to support CQC
registering the facility. This work has included a joint letter from the
Director of Adult Social Care and Health and the Chief Nurse being sent
to the CQC outlining our concerns and indicating our will to work to
secure registration. There is a nominated lead from LCC who is
coordinating work with partners and there is a level of optimism that the
issues can be overcome and the facility will open, just later than
Page 6 of 9
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originally intended. There is also work to scope possible options for
discharge to other facilities, although this will not be an easy task given
the lack of similar facilities in the Liverpool area.

4.8 MERSEYSIDE SAFEGUARDING ADULTS BOARD (MSAB)
DEVELOPMENT DAY 1/10/18
Merseyside Safeguarding Adults Board was formed in April 2017 and
functions across Knowsley, Liverpool, Sefton and Wirral. The first year
was a year of development but 2018/19 has been deemed a year of
challenge to support the MSAB to become as effective as it can be. To
support this, the board has held a number of development days; each
with a clear focus and anticipated outcomes. The development day held
on 1st October focused on each of the board’s 5 priorities in turn:
• Priority 1- Voice of the service user and frontline staff
• Priority 2- Assurance and challenge
• Priority 3- Safeguarding Adult Reviews
• Priority 4 – Effective communication
• Priority 5- Effectiveness of the board
Each priority was reviewed in terms of achievement so far, and what
further work was needed. Clear outcomes were agreed and will be
implemented by the MSAB. One area of agreement was that the 4
current Safeguarding Adult Review (SAR) panels that operate in each
area will be replaced by one panel that operates across the 4 areas,
supported by a single agreed SAR process and a new post of Learning
& Review Officer (appointed late September 2018). The first meeting of
the new panel is planned for December 2018. Other developments
include the ‘Voice of the Service User’ project. This is a 12 month
commissioned project with a designated worker 3 days per week led by
Sefton Healthwatch in collaboration with other Healthwatch partners,
and will employ focus groups and other methods to engage with users of
services and also frontline workers to inform developments in future.

4.9 LIVERPOOL SAFEGUARDING CHILDREN BOARD (LSCB)
5/9/18
The meeting received a review undertaken to understand the
characteristics of a cohort of teenagers taken in care in a short period of
time as it is an unusual occurrence to have such a cluster given that
children usually enter the care system at a younger age. The LSCB
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requested the review in order to understand if this related to any gaps in
services, or issues in the city which needed to be understood to make
improvements or for interventions to be put in place to prevent this
occurring, and to understand if current strategies would be effective. The
review showed that the causes were multifactorial and the findings have
been shared across the LSCB partnership for agencies to share the
learning and make necessary improvements.
The Board also received an update on progress in the development of
the multi-agency safeguarding arrangements (MASA) for implementation
in April 2019. The 3 safeguarding partners which have responsibilities
are Liverpool CCG, Liverpool City Council and Merseyside Police and
are leading the work locally to ensure that Liverpool has multi-agency
safeguarding arrangements in place by April 2019 according to the
national timescales. The LSCB hopes to have a version of the
arrangements for the key partners to approve in December and this will
be shared with the Governing Body to ensure informed decision making
regarding the proposed new arrangements.

4.10 PRIMARY CARE WORKSHOP – QUALITY IN GENERAL
PRACTICE 2/10/18
As part of the review of governance internally within the CCG, we have
been looking at how we fulfil our duties in terms of quality improvement
and gaining assurance about the quality of commissioned services;
ensuring we have a consistent approach across primary, community and
secondary care services. A workshop was held on 2nd October to review
our approach to quality in General Practice to explore current
approaches and how they could be improved, taking account of current
factors such as the learning from the Kirkup report and changing CQC
inspection requirements. The workshop created the ‘space’ to have
discussion and challenge about how we do this and understand how we
integrate this into other key developments taking place. A task and finish
group has been created to take this work forward and this group will
drive an action plan derived from the outcomes of the workshop.

5.

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

If no explain why – N/A

ii.

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

5.2 Does the public sector equality duty apply? no.
i.
If no please state why – N/A
ii.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.
5.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

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

7.

CONCLUSION

The CN Report summarises those areas across the system where
quality of care is challenged and the assurances in place. The risks to
quality remain dynamic and will be influenced by external factors,
alongside areas within CCG control. The report also brings to the
attention of the Governing Body key issues associated with the Chief
Nurse’s portfolio.
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Report no: GB 63-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH NOVEMBER 2018
Title of Report
Lead Governor

Finance Update Sept 2018 – Month 06
18/19
Jan Ledward – Chief Officer

Senior
Management
Team Lead

Mark Bakewell
Chief Finance and Contracting Officer

Report Author

Mark Bakewell
Chief Finance and Contracting Officer

Summary

This paper summarises the CCG’s
financial performance for the month of
September 2018 (Month 06) for the
Governing Body and contains details
regarding
a) Financial Performance in respect of
delivery of NHS England Business
Planning Rules.
b) Assessment of risk to the delivery of
forecast breakeven position for the
2018/19 financial year and required
mitigating actions.

Recommendation

That Liverpool CCG Governing Body:
 Notes the current financial position
and risks associated with delivery of
the forecast outturn position.
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Relevant
standards/targets

Financial Duties
NHS England Business Rules

Appendices

1 ) Finance Update : September 2018
(Month 06)
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GOVERNING BODY – MONTH 6 FINANCE REPORT
13th November 2018
Title of Report

FINANCE UPDATE: SEPTEMBER 2018 (Month 06)

Lead Governor

Jan Ledward
Chief Officer

Senior Management Team Lead

Mark Bakewell
Chief Finance & Contracting Officer

Report Author

Mark Bakewell
Chief Finance & Contracting Officer

Summary

This paper summarises the CCG’s financial performance for the month of
September 2018 (Month 06) for the Governing Body, containing details regarding:
 Finance Performance in respect of delivery of NHS England Business Planning
Rules.
 Assessment of risk to the delivery of forecast breakeven position for the 2018/19
financial year and required mitigating actions.

Recommendation

That Liverpool CCG’s Governing Body:
 Note the current financial position and risks associated with delivery of the
forecast outturn position.

Relevant Standards or targets

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

As at 30 September 2018 the CCG is showing a balanced year to date and forecast outturn position.
Programme expenditure is reporting a £368k overspend at Month 6 (M5 +£295k) (Forecast Outturn overspend £482k (M5 FOT +£379k)).
This is offset by a Running Cost underspend of -£368k to date (M05 -£295k) (Forecast Outturn underspend -£482k (M05 FOT -£379k)).
The year to date financial balance incorporates £2,020k of the CCG’s Contingency Reserve budget (YTD M05 £1,285k) which has been brought
forward from the latter half of the year to mitigate an equivalent overspend across service budgets.
The full year financial balance utilises the full £4.5m Contingency Reserve to offset forecast outturn pressures: notably Acute Commissioning £2.5m,
Continuing Care £0.7m, Mental health £1.0m and Primary Care & Prescribing £0.5m .

Revenue Resource Limit (Allocation)
•
•
•
•

In-Year revenue resource limit allocations for 2018/19 total £887.6m.
This comprises: Programme £802.5m; Delegated Co-Commissioning £74.5m and Running Cost £10.6m.
Allocations increased by £26k in Month 06 due to a non recurrent allocation for ‘IPS Wave 1 Transformation Fund’ for Q3.
The CCG also has a brought forward allocation of £20.5m relating to cumulative prior year surpluses, which it is unable to utilise under current NHS
England rules.

Reserves
•
•
•
•

The full year reserves at Month 06 total £11.4m, including a 0.5% Contingency Reserve of £4.5m.
The CCG is forecasting that the full £4.5m Contingency is required to mitigate cost pressures reflected within Programme budgets.
£2.0m of the Contingency Reserve has been utilised at M06 to offset cost pressures and support the year to date breakeven position.
Earmarked Reserves are reporting a £75k favourable position at Month 06 (FOT £245k favourable), the forecast outturn slippage includes £175k of
the CCG Development Reserve, which is underpinning the reported breakeven position for the year.

Cash Releasing Efficiency Savings (CRES)
•
•
•
•
•

The CCG is forecasting the delivery of £9.11m of efficiencies against an £8.79m CRES target for the year.
The £0.32m FOT overachievement is due to a combination of staffing structure management and increased demand management savings, offset in
part by delayed repatriation of Learning Difficulties out of area package of care.
New Prescribing initiatives have now been recognised to replace the original planned initiatives that are no longer being progressed.
Efficiencies of £3.5m were secured through budget setting and baseline contracts at the outset of the year. The balance of £5.3m is subject to
ongoing performance management.
Overachievement of £0.21m against the original plan is being reported at M06, largely due to over-performance in Non AAO – Demand
Management, Staffing Structure and New Prescribing Schemes, offset by delays in reviewing BCF schemes to deliver £0.5m. It is anticipated that
BCF savings will be delivered in full by the financial year-end.

Financial Risk
•
•
•

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

Overall Conclusion – Focus is required to ensure that budgets remain in balance for the remainder of the financial year and
opportunities for greater financial efficiency continue to be explored.
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2. At A Glance – Business Rules
2018/19

M01

M02

M03

M04

M05

M06

Plan

(Apr)

(May)

(Jun)

(Jul)

(Aug)

(Sep)

£000

£000

£000

£000

£000

£000

£000

0

0

0

0

0

0

0

20,453

20,453

20,453

20,453

20,453

20,453

20,453

0

0

0

0

0

0

0

10,584

10,175

10,047

9,554

9,502

9,557

9,434

b) National Planning Rules

£000

£000

£000

£000

£000

£000

£000

0.5% Contingency ‘Reserve’ Earmarked & Available

4,471

4,471

4,471

4,471

4,471

4,471

4,471

Financial Performance Indicators
a) Business Rules
2018/19 Forecast Outturn ‘In year’ Surplus / (Deficit)
2018/19 Forecast Outturn ‘Cumulative’ Surplus / (Deficit)Position
2018/19 Year to Date Surplus / (Deficit) Position
Running Costs Forecast Expenditure

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

Target

%

%

%

%

%

%

< 1.25%

0.14%

0.75%

0.23%

1.05%

0.45%

1.09%

d) Improvement & Assessment Framework (IAF)

Target

%

%

%

%

%

%

Year to Date variance (%)

< 0.1%

0%

0%

0%

0%

0%

0%

Year to Date CRES delivered (%)

>= 80%

100%

100%

89%

93%

93%

104%

Forecast outturn CRES delivery (%)

>= 90%

100%

100%

100%

100%

100%

104%

< 1%

0%

0%

0%

0%

0%

0%
2.84%

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

>=2.8%

2.80%

2.80%

3.15%

3.71%

2.82%

Overall Finance IAF Rating

Rating

Green

Green

Green

Green

Green

Green

Better Payment Practice Code

Target

M01 YTD

M02 YTD

M03 YTD

M04 YTD

M05 YTD

M06 YTD

Performance by Volume – NHS

95%

98.6%

98.3%

98.8%

98.6%

98.7%

98.5%

Performance by Volume - Non-NHS

95%

99.7%

98.8%

99.0%

99.0%

99.0%

99.0%

Performance by Value – NHS

95%

100.0%

100.0%

100.0%

99.9%

99.9%

99.9%

Performance by Value - Non-NHS

95%

99.8%

99.5%

99.7%

99.6%

99.6%

99.6%

2017/18
Outturn £000

M01 FOT

M02 FOT

M03 FOT

M04 FOT

M05 FOT

M06 FOT

101,851

104,704

104,704

105,059

105,632

104,719

104,740

2,853

2,853

3,208

3,781

2,868

2,889

2.80%

2.80%

3.15%

3.71%

2.82%

2.84%

Memorandum: MH Investment Standard

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

Key Messages
Financial position - a balanced position, which is in
compliance with Business Rules, is being reported for both
the Month 06 year to date and year-end forecast outturn.
Cumulative Surplus - the CCG has a cumulative surplus of
£20.5m brought forward from 2017/18 which it cannot
access under current Business Rules.
Running Costs - are forecast at £9.4m which is within the
Running Cost allocation of £10.6m. Forecast expenditure has
decreased by £123k in M06 which reflects continuing staff
vacancies.
Contingency Reserve - the CCG established a 0.5%
uncommitted contingency reserve of £4.47m in accordance
with planning guidance. The reported balanced financial
forecast outturn position makes a full call on this reserve
(YTD £2.02m) to mitigate financial pressures across a range
of programme budgets.
Cash - the CCG is required to minimise cash levels at the end
of each month to no more than 1.25% of monthly
drawdown. The cash balance at the end of September, at
1.09% of drawdown, was within this target.
IAF Framework - NHSE's CCG IAF framework provides a
range of indicators as a marker of success. The finance
indicators are all at or better than target levels at M06
resulting in an overall "green" rating.
Better Payment Practice Code - the CCG is compliant with
the BPPC targets for both volume and value of invoices paid
as at Month 06.

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

£000
802,595
(1,891)
1,775
74,500
876,979
10,584
887,563
20,453
908,016

Baseline Non-Recurrent Programme Allocations
Paramedic Funding
HSCN (Health & Social Care Network)
Health & Social Care Partnership for C&M (top slice)
Total Baseline Non-Recurrent Allocation

£000
248
61
(2,200)
(1,891)

In-Year Programme Allocations
Moved from Delegated to Programme - GPFV
GP WIFI Maintenance 2018/19
IPS Wave 1 Transformation Funding (Q1 to Q3)
Perinatal Comm Services Development Fund 1st alloc
2018-19 CYP IAPT Trainee staff salary support funding
GPFV-Improving Access to General Practice
GPFV - Online Consultation redistribution of funds
IAT adjustment for IR (identification rules) funding *
Medicines Optimisation in Care Homes (MOCH)
AfC Pay award uplift - Programme *
CCG Incentive Scheme
Total Non-Recurrent Allocation

£000
541
40
78
1,103
66
1,703
(52)
1
66
29
(1,800)
1,775

Primary Care Co-Commissioning Allocations
Baseline Primary Care Co-commissioning allocation *
Moved from Delegated to Programme - GPFV
Total Primary Care Co-Commissioning Allocation

£000
75,041
(541)
74,500

Running Costs Allocations
Baseline Allocation *
Baseline - H&SC - Running Costs
AfC pay award uplift *
Total Running Cost Allocation

£000
10,506
3
75
10,584
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Key Messages
a. "In-Year" revenue resource limit allocations total £887.6m. The CCG's expenditure
is not permitted to exceed its "in-year" RRL allocation under NHS England Business
Rules for 2018/19.
b. The CCG's "In-Year" allocations have increased by £26k in Month 06, comprising of
Individual Placement & Support (IPS) Wave 1 Transformation Funding allocation for
Quarter 3.
c. The CCG's Running Cost allocation for 2018/19 now totals £10.58m. The CCG's
running costs are not permitted to exceed this allocation under NHS England
Business Rules.

d. The CCG has a brought forward allocation of £20.5m in respect of prior year
surpluses. The CCG is unable to access this funding under NHS England Business
Rules.
e. The CCG's non-recurrent baseline allocations for 2018/19 totalled -£1.89m. This is
net of a £2.20m (0.25%) transformational fund contribution top slice of resources
which are to be held by the Cheshire & Merseyside Health & Care Partnership
(H&CP). The CCG has been advised to anticipate a further non-recurrent H&CP
contribution in 2019/20.
f. The H&C Partnership has designed a process for assessment of 'place based' bids
and will use this to decide upon allocation of transformational funds for the
2018/19 financial year. At M06 the CCG is now receipt of £0.51m from the H&CP to
cover the CCG's STP administration costs £0.10m and Tranche 1B funding £0.41m
earmarked for Mersey Care co-ordinated schemes, including Social Prescribing..
g. Additional In-Year Programme allocations totalling £1.78m have been received to
date, which includes a realignment of £0.54m from Delegated Co-Commissioning.
In-year allocations are specifically earmarked and often represent a pass-through
cost.

4. Operating Cost Statement
Annual

Expenditure Area
Acute Commissioning

Budget
£000
441,631

Year to Date
Budget
£000
221,275

Actual
£000
222,540

Forecast
Variance
£000

Outturn
£000

1,265

444,105

Variance
£000
2,474

Community

90,486

45,633

45,753

119

90,714

228

Continuing Care

36,445

18,511

18,895

385

37,181

736

Mental Health

87,249

44,525

44,848

323

88,218

969

Other Programme

22,618

11,662

12,318

656

22,974

356

Reserves

11,373

4,348

2,254

(2,095)

6,657

(4,716)

Primary Care & Prescribing

187,844

92,198

91,912

(286)

188,279

435

Sub Total - Programme Expenditure
Corporate

877,647
9,916

438,152
4,958

438,520
4,590

368
(368)

878,129
9,434

482
(482)

TOTAL EXPENDITURE

887,563

443,110

443,110

0

887,563

(0)

Key Messages

Acute Commissioning: £366k prior year cost pressure from M12 freeze contract performance data. In-year overperformance on Acting as One Contracts of £646k in respect of High Cost
Drugs & Appliances (FOT +£1,291). In-Year overperformance on Non-AAO activity based contracts £248k (FOT +£808k) Current levels of overperformance projected to year-end are
subject to ongoing analysis and challenge. Other High Cost Drugs reporting £5k overperformance at M06 (FOT +£8k).
Community: Year to Date variance of £119k (FOT +£228k) which includes BPAS cost pressure of £48k (FOT +£60k) and SpaMedica activity overperformance against plan £125k (FOT
+£249k). The overspends are partially offset by a prior year outturn benefit -£33k, staffing & other underspends forecast at -£48k including excess of income over costs for HUB
Innovation Projects.
Continuing Care: Year to date cost pressure of £385k (FOT +£736k) reflecting new Personal Health Budgets (PHBs) projected to the year-end, latest CHC ADAM data and latest Adult Joint
Funded recharge schedule from Liverpool CC.
Mental Health: Year to date variance £323k (FOT £969k) reflecting latest MH S117 Joint Funded Packages of Care recharges from Liverpool CC (FOT +£641k), Learning Difficulties including
delayed repatriation of Out of Area placements (FOT +£257k), all other Mental Health forecasts adverse to budget by £71k.
Other Programme: Commissioning Non-Acute year to date overspend of £759k (FOT £450k) largely due to Acquire Brain Injury spot purchases and the YTD position reflecting the delayed
implementation of the £0.5m BCF CRES initiative. This is offset in part by NHS Property recharges being below planned levels based on latest recharge schedules (£75k favourable YTD,
£150k favourable FOT). Other variances £28k favourable YTD, with £56k adverse FOT following extension of secondments to HLP and continuing Safeguarding cost pressures.
Contingency Reserve - YTD budget of £2,020k (M05 YTD £1,285k) brought forward from M07-M12 to mitigate overspends against all other service areas. Full Contingency Reserve of
£4,471k currently required to mitigate forecast outturn cost pressures (M05 £4,471k ) , notably in respect of Acute Commissioning £2.5m, Continuing Care £0.7m, Mental Health £1.0m
and Primary Care £0.5m. A proposed slippage of £175k against the Development Reserve is also underpinning the CCG's forecast outturn breakeven position. Other Programme reserves
are forecast to underspend by £70k.
Primary Care & Prescribing: Financial year to date position includes £405k favourable variance in respect of 17/18 outturn Prescribing costs being less than accrued levels. Prescribing
costs for the current year are £671k ahead of planned levels, It is assumed that future prescribing costs remain in line with budget. Other costs include adverse impact of APMS practices
£367k YTD (FOT £531k), GP Pay increase above contingency £68k YTD (FOT £312k), with Premises, Seniority payment, prior year accrual benefit, LES, IT & OoH’s underspending by £705k
YTD (FOT £607k underspend). List size growth, is forecasting a £73k underspend by financial year-end.
Corporate: M06 reflects current vacancies within Corporate services. The forecast outturn reflects the extension of staff secondments to the Health Liverpool programme, offset in part
by planned recruitment to vacant posts.
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5.a) Operating Costs - Analysis of Significant Variances
YTD Variance

FOT Variance

M05 FOT Var

£000

£000

£000

Month 6

Analysis of Significant Variances

Acute - Commissioning

Prior year cost pressure from M12 freeze contract performance data

366

366

366

Acute - Commissioning

Acting As One - High Cost Drugs & Devices - variable element of contract cost pressure per M06 FIMS data.

646

1,291

1,095

Acute - Commissioning

Non Acting As One - over performance notably in respect of Clatterbridge Centre for Oncology, Wirral Hospitals and
Wrightington, Wigan & Leigh NHS FT. M05 FIMS activity data continues to be subject to review and validation.

249

809

898

Acute - High Cost Drugs

Other High Cost Drugs - non-NHS exceeding budget.

5

8

14

Community

Over performance of SpaMedica £125k (FOT £249k) and BPAS £48k YTD (FOT £60k). These overspends are offset by prior
year outturn benefit of £33k, staffing and other underspends forecast at £48k, including excess of income over costs for
HUB Innovation Projects.
Personal Health Budgets entered into in late 2017/18, together with further 6 new clients showing an overspend in M6
2018/19 £424k (FOT 613k). Funded Nursing Care continues to underspend based on latest available ADAM reports £129k
(FOT £259k). Adult Joint Funded PoC FOT is overspent by 114k (FOT £354k) following receipt of LCC data. Children's CHC is
underspent by £33k due to a £40k prior year benefit but forecast to overspend by £23k.

119

228

206

385

736

998

Mental Health - Learning
Difficulties

Forecast outturn includes delayed repatriation of six Out of Area placements at a cost of £372k and NHSE Dowry of £28k for
LD S117 placement. The delay in community placements also impacts on the CRES delivery (£258k as the CRES plan excludes
additional observations reported in the increased costs ).

(81)

250

372

Mental Health - Other

Forecast outturn reflects latest LCC S117 MH data £641k (YTD £321k), offset in part by MH Older People prior year accrual
benefit -£38k
Delayed transaction of Better Care Fund CRES initiative. £500k efficiency savings still planned to be delivered ahead of
financial year end.
Forecast outturn includes £450k Non-Acute commissioning costs largely for Acquire Brain Injury spot purchases. Staffing
costs are forecast to overspend against budget following the extension of staff secondments to Programme expenditure.
NHS Property Services are forecasting to underspend by £150k based on the latest recharge schedules.

404

719

597

500

0

0

156

356

261

Continuing Care

Other Programme - BCF
Other Programme - Other

Primary Care - Prescribing

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

(405)

(405)

(405)

Primary Care - Prescribing

Prescribing 18/19 Cost pressure - Apr-18 to July-18 excess of costs above budgeted levels have been extrapolated to M06,
this includes NCSO cost pressures of £550k. Forecast outturn assumes expenditure in final 6 months of the year will be in
line with budget.
GP Pay cost increase 1% as notified by NHSE net of planned contingency. Advised that no additional funding is to be made
available to meet these additional centrally negotiated costs. Cost estimate

671

671

569

68

312

321

Primary Care - CoCommissioning & LES

APMS transition costs - Delegated Co-Commissioning & Local Enhanced Services revised cost estimates.

367

531

542

Primary Care - Other

Other net Primary Care variances including Premises, Seniority payments, prior year accruals benefits, LES, IT & OoH’s
underspends totalling £705k YTD (FOT £601k underspend). List Size growth is forecasting a £73k underspend by year-end.

(987)

(674)

(654)

Corporate (incl General Admin
Reserve)

Underspend due to staffing costs being below budgeted levels. Further recruitment anticipated and forecast includes return
of staff from Health Liverpool Programme into substantive corporate posts.

(368)

(482)

(379)

Reserves - Other

Forecast outturn includes slippage of £245k against MH/LD and Development Reserve to underpin cost pressures within
Operational Budgets. Expenditure against CHC rate reserve has now been fully utilised at M06.

(75)

(245)

(330)

Primary Care - Delegated CoCommissioning

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

Year to Date & Forecast Outturn Reported Variance

2,020

4,471

4,471

(2,020)

(4,471)

(4,471)

0

0

0

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

Prescribing, Finance & Contracts teams to review & ensure appropriate prescribing of HCD & Devices.

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

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

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

Cardiology (Rosuvastatin) – out of patent with projected savings of c.£170k
Prescribing not dispensed scheme – where patients are holding unused drugs c.£150k
Blood Glucose Monitoring – c.£24k
MMT Switch projects – review of drugs being used and identify more cost effective alternatives c.£310k

• Personal Health Budgets – audit review / cost recovery
•

Audit review has identified £249k of underutilised resources, of which recovery of £223k has been agreed to date.

• Operational Plan Delivery
•

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

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

6. Reserves
Annual

2018/19 RESERVES - Month 6

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

CONTINGENCY

4,471

2,020

0

(2,020)

0

(4,471)

DEVELOPMENT RESERVE (18/19 Investments)

2,435

1,218

1,218

0

2,260

(175)

OTHER EARMARKED

4,467

1,111

1,036

(75)

4,397

(70)

11,373

4,348

2,254

(2,095)

6,657

(4,716)

0

0

0

0

0

0

11,373

4,348

2,254

(2,095)

6,657

(4,716)

TOTAL COMMISSIONING RESERVES
GENERAL ADMIN RESERVE
TOTAL RESERVES

Key Messages

a. The CCG is required to hold a 0.5% uncommitted Contingency Reserve at the outset of the year. The £4.47m reserve was initially
profiled for use in the final 6 months of the financial year. £2.0m of the Contingency Reserve has been brought forward as at M06 to
offset cost pressures across operational services and support the reported M06 balanced financial position. Forecast outturn cost
pressures across Programme budgets are being underpinned by the full £4.47m call on the Contingency Reserve.

b. NHS England published updated planning guidance in February 2018 with additional funding provided to CCG's in order to support
plan delivery requirements. Liverpool CCG received £6.269m for the 2018/19 financial year. 50% of the additional allocation was
attributed directly to NHS 'Acting as One" providers in respect of increases in demand and potential activity levels. The remaining 50%
of the allocation £3.134m was initially held in Reserves to be targeted by the CCG to support the delivery of NHS England Planning
Guidance deliverables including Mental Health, Cancer and Learning Disabilities. To date, resources totalling £0.699m have been
released from Reserves to Programme categories. It is assumed that £2.260m of the remaining £2.435m balance of the Development
Reserve will be fully committed and utilised during 2018/19, with slippage of £0.175m required to support delivery of breakeven
performance for the year.
c. Other Earmarked Reserves include: Continuing Healthcare Reserve (2018/19 price increase and remaining Liverpool City Council
queries pending full ADAM reconciliations), IM&T, Mental Health and a range of new allocations not yet taken to programme
budgets. The CCG is currently forecasting outturn slippage of £0.07m against other earmarked reserves.
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7. Cash Releasing Efficiency Savings
Annual

CRES SUMMARY

Year to Date

Budget
£000s

Budget
£000s

Forecast

Actual
£000s

Variance
£000s

IM&T Planned Slippage

2,500

2,500

2,500

Prescribing

2,923

1,318

Non AAO - Demand Management

1,316

1,016

530

87

Learning Disabilities - OOA Repatriation

Outturn
£000s

Variance
£000s

0

2,500

0

1,382

64

2,269

(654)

1,178

162

1,540

224

31

(56)

273

(257)

Better Care Fund scheme reviews

500

500

0

(500)

500

0

Packages of Care (CHC / JF Packages)

418

205

205

0

418

0

Clinical Lead review

150

57

97

40

225

75

Estates - reduction in Void costs

250

0

0

0

250

0

Local Enhanced Services - Demand Mgt

200

200

223

23

224

24

SUB TOTAL - PLAN CRES SCHEMES

8,787

5,883

5,616

(267)

8,199

(588)

Staffing Structure Management

0

0

210

210

254

254

New Prescribing Schemes

0

0

269

269

655

655

8,787

5,883

6,095

212

9,108

321

TOTAL CRES

Key Messages

The CCG's cash releasing efficiency programme totals £8,787k for 2018/19.
£3,516k of efficiencies have been secured through budget setting methodology and baseline contract agreements (IM&T Planned Slippage £2,500k; Local Enhanced
Services £200k and £816k of the Non Acting as One demand management efficiency target).
Non-Acting as One demand management is now reporting efficiencies £162k above planned levels at M06. It is expected that further savings will be delivered over and
above plan by year-end.
The targeted repatriation of a Learning Disabilities out of area package of care planned for early 2018/19 has yet to take place with current arrangements being
extended resulting in a year to date CRES shortfall of £56k and forecast outturn shortfall of £257k.
A review of Better Care Fund schemes to deliver the planned £500k efficiency savings was expected to be completed in Quarter 1. The timeframe for this has slipped
with agreement now anticipated from January 2019.
Reported Prescribing efficiencies are based on four months data. A number of the original Prescribing initiatives are no longer to be progressed in 2017/18 resulting in a
shortfall of £654k against the original programme. These have been replaced by new schemes that are in train and forecast to deliver equivalent savings of £655k.
All other CRES schemes have been reassessed at M06 based on latest available data, as reflected in the above table.
NHSE require CRES plans to be dynamic, subject to continuous review and amendment. Where schemes are not delivering they must be replaced with new initiatives.
Whilst the CCG finalises its Senior Staffing structure there are a number of posts that are currently vacant and the non-recurrent savings associated with these posts are
now reflected in the reported CRES position. Similarly, new Prescribing schemes have been put in place to replace original schemes that are not being progressed.
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8. Financial Risks
Delivery of the CCG’s planned outturn position and achievement of Business Rules is subject to the appropriate
proactive management of risks, including;

Risk Area

Cash Releasing Efficiency
Savings (CRES) Delivery

Description

Risk

Mitigation

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

CRES delivery not in line
with required planning
assumptions

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

Non-Acting as One
Contract Performance

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

Expenditure exceeds
planning assumptions.

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

Continuing Healthcare /
Packages of Care
Expenditure

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

Planned expenditure
remain subject to ongoing
validation

Financial assumptions include some contingency for
price and volume changes from planned levels.
Reconciliation of ADAM system is currently being
undertaken with further development of an agreed
approach to regular validation between all relevant
parties.

Prescribing NCSO Costs

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

NHS England do not meet
NCSO prescribing costs
pressures.

NHS England have now advised that CCG’s have a
baseline level of NSCO costs built into their baseline
allocations and that it is for CCG’s to manage any inyear volume or price increases. Additional income
from NHSE is no longer anticipated by the CCG and as
such this risk will be removed from next month’s
finance report.

64

9. Statement of Financial Position
Statement of Financial
Position

31-Mar-18 30-Sept-18 Movement
£000

£000

£000

Total Non-Current Assets

0

0

0

Cash

1

707

706

Accounts Receivable

5,696

11,711

6,015

Total Current Assets

5,697

12,418

6,721

TOTAL ASSETS

5,697

12,418

6,721

Accounts Payable

41,845

49,552

7,707

Total Current Liabilities

41,845

49,552

7,707

Retained Earnings incl. In Year

(36,148)

(37,134)

(986)

Total Taxpayers Equity

(36,148)

(37,134)

(986)

5,697

12,418

6,721

TOTAL EQUITY + LIABILITIES
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Ky Messages

Cash - has increased by £706k since 31/03/18. 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
1.5% of cash draw down for the month. The September month end cash
balance of £707k represents 1.09% of the £65m draw-down for the month
and is within the cash target.
Accounts Receivable - has increased by £6.02m in-year to a value of
th
£11.71m at 30 September 2018. Receivable balances at the 31st March
are at minimum levels as NHS organisations look to settle invoices ahead of
the year-end agreement of Debtor and Creditor balances. Balances
throughout the year are therefore normally higher than year-end levels.
Receivables with Liverpool City Council account for £8.29m (70%) of the
total balance and this is considered to be a low risk debt.
Accounts Payable - has increased by £7.71m in-year to a value of £49.55m
at 30th September 2018. Payable balances at the 31st March are at
minimum levels as NHS organisations look to settle invoices ahead of the
year-end agreement of Debtor and Creditor balances. Balances throughout
the year are normally higher than year-end levels. Current liabilities include
accrued expenditure were the CCG is still awaiting receipt of supplier
invoices.
Retained Earnings - has reduced from -£36.1m to -£37.1m. The movement
reflects year-to-date financial performance (currently break-even) , plus /
minus movements in working capital balances.

10. Better Payment Practice Code
BPPC - April 2018 to September 2018

Total Number of
Total Paid
Invoices Paid
within Target

Compliance
% age

Total Value of
Invoices Paid
£000

Value Paid
within Target
£000

Compliance
% age

NHS

1,552

1,529

98.5%

303,315

303,052

99.9%

NON NHS

7,610

7,536

99.0%

126,923

126,426

99.6%

KEY MESSAGES

Under the Better Payment Practice Code (BPPC), CCGs are expected to pay 95% of all creditors within 30 days of the receipt
of a valid invoice.
The year to date performance against target for both the volume and value of invoices paid has been achieved as set out in
the above table.
The targets for the month of September 2018 for NHS invoices, for both the number and value of invoices, was achieved at
97.6% and 99.9% respectively.
The targets for the month of September 2018 for Non-NHS invoices, for both the number and value of invoices, was achieved
at 99.3% and 99.6% respectively.
The BPPC target of 95% compliance for the 2018/19 financial year is expected to be achieved.
The CCG is required to publish its BPPC performance in its Annual Report and Accounts each year.
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11. Better Care Fund
2018/19

Annual
Budget

Scheme

2018/19

Forecast
Expenditure Variance

STARS

£000s
1,510

£000s
1,510

Hospices

2,466

Other Voluntary Sector
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Key Messages

Year to
date
Year to date
Budget Expenditure Variance

£000s
0

£000s
755

£000s
755

£000s
(0)

2,466

0

1,233

1,233

(0)

703

32

336

357

21

Enhanced Care Homes

327

327

0

164

164

0

Older Peoples Services

1,899

1,882

(17)

949

943

(6)

Specialist Rehab

1,291

1,291

0

646

646

0

302

302

0

151

151

0

Support For Carers
Prevention
Baseline

8,467

8,481

14

4,233

4,248

15

Community Equipment Store

3,775

3,775

0

1,983

1,983

0

Care Act

1,730

1,730

0

865

865

0

Protection of Social Care

10,078

10,078

(0)

5,039

5,539

500

Reablement Provision

9,641

9,641

0

4,820

4,820

0

Intermediate Care Provision

2,835

2,835

0

1,167

1,167

0

Tele-Health

2,126

2,126

0

967

967

0

Contributions

30,184

30,184

(0)

14,842

15,342

500

Joint Funded Packages

4,814

6,273

1,459

2,407

3,127

720

BCF funding transferred to CCG
reserves for reinvestment
Total
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397

397

0

132

132

0

43,861

45,335

1,474

21,614

22,849

1,235

Background
The CCG is required to invest a minimum BCF pooled fund contribution
of £41,397k in 2018/19. This represents a £771k (1.9%) increase on the
2017/18 minimum contribution.
The CCG has made an additional £2,464k available to the BCF, bringing
the total planned BCF investment to £43,861k.
The BCF investment consists of £29,467k of schemes which are fixed
contribution or block contract arrangements.
£14,394k of the schemes are demand driven and thus carry a financial
risk if they over perform or demand increases.
Of the £43,861k BCF investment the CCG pays £29,551k directly to
Liverpool City Council.
Month 6 Update
The additional investment is net of a £500k Cash Releasing Efficiency
Saving (CRES) which is currently aligned to Intermediate Care
Provision in the financial table, pending formal agreement with
Liverpool City Council as to where the efficiency savings are to be
delivered in 2018/19.
The CRES plan was expected to deliver the required savings by Quarter
2 which has not been achieved. This is reflected in the YTD position as
an overspend. However, the CCG continues to forecast that the
efficiency savings will be delivered in Quarter 4 of this financial year
end.
The forecast expenditure has increased by £946k since the previous
report (from £513k to £1,459k). to reflect the full year effect of
existing cases(£806k), cases ended (-£212k) and in-year new cases
(£352k) Joint Funded Packages of Care compared to the BCF Annual
Budget.

12. Conclusion
The purpose of this report is to provide the Governing Body with an update on
the CCG’s financial performance against its planned in-year breakeven position
and elements of NHS England business planning rules for 2018/19.
The Governing Body are asked to note the contents of this report.
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Summary

Recommendation

Relevant
standards/targets

That Liverpool CCG Governing Body:
 Notes the performance of the CCG in the
delivery of key national performance
indicators for the period highlighted and of
the recovery actions taken to improve
performance and quality;
 Determines if the levels of assurances given
are adequate in terms of mitigating actions,
particularly where risks to the CCG’s
strategic objectives are highlighted.
The NHS Constitution; CCG Improvement and
Assessment Framework 2018/19; NHS
England/NHS Improvement “Refreshing NHS
Plans for 2018/19”; NHS Five Year Forward View
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CCG CORPORATE PERFORMANCE REPORT NOVEMBER 2018
1.

PURPOSE

The purpose of this paper is to report to the Governing Body the areas of its
delivery of key NHS Constitutional measures, quality standards, performance
and outcomes targets for a combined period of August 2018 to September
2018.

2.

RECOMMENDATIONS

That Liverpool CCG Governing Body:
 Notes the performance of the CCG in the delivery of key national
performance indicators for the period highlighted and of the recovery
actions taken to improve performance and quality;
 Determines if the levels of assurances given are adequate in terms of
mitigating actions, particularly where risks to the CCG’s strategic
objectives are highlighted.
3.

BACKGROUND

The CCG is held to account by NHS England for performance against delivery
of key indicators as defined in the CCG Improvement and Assessment
Framework (CCG IAF), which requires the CCG to focus on maintaining and
improving performance against the measures in the four domains of Better
Health; Better Care; Sustainability and Leadership. Ultimately, the CCG
Governing Body has to be assured that the services we commission are
delivering NHS Constitutional, national and quality standards to meet these
local system priorities and achieve the CCG’s aims of a radical upgrade in
population health, a strong focus on prevention and reduced health
inequalities.
The Corporate Performance Report has been further developed for the
financial year 2018/19 with a number of changes applied to the report’s
structure and in terms of the depth of analysis provided. The ‘Performance on
a Page’ section has been introduced to act as a quick reference point for
progress against all NHS Constitutional, national and local measures whilst
exception reporting is now aligned to the ‘One Liverpool Plan’ and risks to
Page 2 of 49
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delivery of its key thematic areas of Population Health & Prevention,
Integrated Community Services and Acute & Specialist Services.
Going forward the aim of the report will still be to provide a good balance
between reporting the most current local NHS performance data and trends
with meaningful insight of the potential/actual risks to quality, safety and
patient care from sub-optimal provider performance.
The Corporate Performance Report will continue to draw the Governing
Body’s attention to specific areas of concern/risk in addition to providing
relevant ‘evidential’ assurances on the key mitigating actions taken at both
CCG and provider level to improve.
3.1

November 2018 Performance Summary

The data used and referenced in this report is the most current at the time of
writing. Specifically, for the month of November 2018, a combination of
performance data from August 2018 to September 2018 has been used as the
basis of the analysis.
For November 2018, the CCG has maintained good performance against
seven of the NHS Constitutional cancer waiting times, Estimated Dementia
Diagnosis rates, and key mental health measures such as Early Intervention in
Psychosis (EIP) and IAPT waiting times (6 weeks and 18 weeks).
Liverpool continues to experience ongoing challenges in terms of achievement
of Referral to Treatment (RTT) targets for both 18-week and 52-week
measures, whilst performance against the 1% diagnostic target has improved
but remains over acceptable levels.
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4.

NHS CONSTITUTION PERFORMANCE ON A PAGE
ON TARGET

% of patients seen within 2 weeks for an urgent referral for breast symptoms
% of patients receiving subsequent treatment for cancer within 31 days (Surgery)
% of patients receiving definitive treatment within 1 month of a cancer diagnosis
% of patients receiving subsequent treatment for cancer within 31 days (drug treatment)
% of patients receiving subsequent treatment for cancer within 31 days (radiotherapy treatment
% of patients receiving treatment for cancer within 62 days from an NHS Cancer Screening
Service
% of patients receiving treatment for cancer within 62 days: upgrade their priority
Estimated dementia diagnosis rates (65+)
IAPT waiting times – 6 weeks
IAPT waiting times – 18 weeks
Early Intervention in Psychosis
Number of C.Difficile infections

NOT ON TARGET with POSITIVE
trend
Number of incomplete pathways
waiting + 52 weeks
% of patients waiting + 6 weeks for a
diagnostic test
E-referrals Utilisation

NOT ON TARGET with FLAT or
NEGATIVE trend
% of incomplete pathways within 18 weeks
% of patients seen within two weeks for an
urgent GP referral for suspected cancer
% of patients receiving 1st definitive treatment
for cancer within 62 days of cancer diagnosis
% of patients who spent less than 4 hours in
A&E
IAPT: % of people who finish treatment having
attended at least 2 treatment contacts and are
moving to recovery
IAPT: % of people who receive psychological
therapies – roll out
Mixed sex accommodation
Number of E-Coli infections
Number of MRSA Bacteraemia
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5. EXCEPTION REPORT – ACUTE AND SPECIALIST SERVICES
5.1 52 week waits link to analysis
Indicator

Performance summary up to
August 2018

Referral to Treatment
Incomplete pathway (52
Weeks)
RED

TREND

Last 3 months (LCCG)
July 18

Aug 18

Sep 18

18

14

9

YTD

RightCare / Core Cities
Peer Group

Potential organisational or
patient risk factors

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

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

9

BACK TO TOP
Current issues
There were NINE Liverpool CCG patients waiting over 52 weeks as at September 2018:
• Liverpool Women’s Hospital - Gynaecology (5).
• University Hospital of North Midlands - Bariatric Surgery (2).
• Royal Liverpool & Broadgreen - General Surgery (1) Gastroenterology (1)
Actions taken/assurances on performance recovery
•
•
•

The two patients breaching the 52-week standard at the Royal Liverpool underwent treatment in October 2018;
Liverpool Women’s remains on trajectory to recover their position of zero 52 week breaches by March 2019;
Work is ongoing to secure additional capacity for bariatric surgery.
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5.2 Referral to Treatment – Incomplete Pathways (18 Weeks) Link to analysis
Indicator
Referral to Treatment
Incomplete pathway (18
Weeks)

Performance summary up to
August 2018
Last 3 months RTT (LCCG)
July 18

Aug 18

Sep 18

YTD

87.06%

86.7%

86.09%

87.4%

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

RightCare / Core Cities
Peer Group
th

LCCG Position:

8 / 11

Best:

95 %*

Worst

83.3%*

Median

89.4 %*

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

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

BACK TO TOP
Current issues
CCG performance against the 18-week RTT standard has deteriorated from 86.7% in August 2018 to 86.09% in September 2018.
Published provider performance for August 2018 also deteriorated compared to June 2018 for three of the main acute providers (Royal
Liverpool 81.6%, Aintree 89.3% and LWH 86.4%).
Actions taken/assurances on performance recovery
• Two locum consultants commenced at LWH in September 2018 and are expected to provide additional capacity in General
Gynaecology and Hysteroscopy. Interviews for substantive posts have also been held although recruitment to posts continues to
be a challenge;
• Out sourcing (Medinet) of ‘low complexity’ LWH gynaecology patients commenced on 13th October 2018. Plans are for up to 500
patients to be assessed and managed utilising additional weekend clinics;
• Additional anaesthetics cover has been agreed on the Broadgreen site to commence prior to winter pressures, which will allow
elective procedures for patients with more complex needs to be accommodated. This will reduce the number of patients who
currently require elective surgery on the Royal site and provide a more consistent ‘hot’ / ‘cold’ site model.

• Whilst performance at Royal Liverpool has deteriorated, it remains ahead of the recovery trajectory submitted to (and agreed
by) NHS Improvement.
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5.3.

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

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

Performance summary up to
August 2018
Last 3 months diagnostics (LCCG)
July 18
4.4%

Aug
18
3.2%

Sep 18

18/19
YTD

2.47%

4.73%

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

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

th

8 / 11
0.40%
9.4%
3.4%

*Aug 18 data
10/11 CCG’s in the peer group
failed the standard in Aug 2018

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

BACK TO TOP
Current issues
• Diagnostics performance continues to improve, with CCG performance at 2.47% in September against the 1% standard;
• Performance in Endoscopy at Royal Liverpool continues to improve month on month with 80 patients waiting over 6 weeks in
September 2018;
• Cardiac imaging continues to be a challenge for the Trust in terms of performance;
• LWH failed the standard in September 2018 due to the provider’s ongoing workforce issues which are impacting on available
capacity (particularly in in MRI/ CT imaging).
Actions taken/assurances on performance recovery
• Liverpool Heart & Chest remain on track to recover their position in Q4 2018/19 and Q1 2019/2020 on commissioning of
additional scanning capacity;
• LWH anticipate an improved position after securing additional locum consultant capacity within hysteroscopy.
• The Royal Liverpool has board approval to continue with additional endoscopy capacity until March 2020. Cardiac imaging
capacity continues to be brought in via a mobile unit. Insourcing of Endoscopy lists also continuing.

Page 7 of 49

75

5.4. Cancer waiting times (out of 9 measures) link to analysis
Indicator

Performance summary up to July
2018

RightCare Peer Group

Potential organisational or
patient risk factors

Cancer Waiting Times

Last 3 months (LCCG)

62-day cancer only :Aug 18

Risk that CCG is unable to meet statutory
duty to provide patients with timely access
to treatment. Delayed diagnosis can
potentially impact significantly on patient
outcomes. Delays also add to patient
anxiety, affecting wellbeing.

June 18

July 18

Aug 18

4/9

4/9

2/9

th

LCCG Position:

7 /11

Best:

88.6%

Worst

67.8%

Median

84.2%

BACK TO TOP
Current issues
• Two week urgent GP referral for suspected cancer – backlogs in Royal Liverpool in urology and Iron Deficiency Anaemia
(IDA); lower GI & Breast in Aintree. Supporting pathway redesign in IDA and urology, including implementation and development
of Remote Access Services (RAS) in GI in Aintree to make best use of available capacity;
• Specific issue for 2-week referral is increased referrals for prostate cancer – clinical capacity not sufficient to match or meet
demand;
• First definitive treatment for cancer within 62 days of cancer diagnosis – Royal Liverpool experiencing challenges in
urology whilst Aintree have issues with Head and Neck cancer treatments. Liverpool Women’s experiencing backlog in urology
due to availability of specialist trained staff and reduced theatre capacity.
Actions taken/assurances on performance recovery
• Two week urgent GP referral for suspected cancer – Royal Liverpool now has additional capacity identified for upper GI and
urology. In the meantime, Waiting List Initiatives (WLIs) are in place in addition to ongoing progress with Service Redesign plans;
• First definitive treatment for cancer within 62 days of cancer diagnosis – Royal Liverpool exploring use of additional lists
(3-day session) and closer management of Patient Tracking Lists (PTLs). Liverpool Women’s has also identified some additional
capacity which has enabled the Trust to book patients for treatment in December 2018.
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5.5. A&E Waits link to analysis
Indicator
A&E Waits - % of patients who
spend 4 hours or less in A&E
(cumulative):95%

Performance summary up to
August 2018

RightCare Peer Group

Last 3 months A&E (LCCG)
July 18

Aug18

Sep18

18/19
YTD

LCCG
Position:

89.9%

89.8%

87.7%

89.4%

Trend:
England:

th

4 /11*

44/207*

*CCG IAF data March 18

Potential organisational or
patient risk factors
Risk that CCG is unable to meet
statutory duty to provide patients with
timely access to treatment.
Quality of patient experience and poor
patient journey. Risk of patients’
conditions worsening significantly
before treatment can be given,
increasing patient safety risk.

BACK TO TOP
Current issues
• Alder Hey – Acute flow has been impeded by closure of eight cubicles due to wait on social care package for one patient (patient
was discharged in October 2018);
• Royal Liverpool – medical staffing issues are highest level of concern for Trust, particularly weekend and nightshift medical cover
which has continued to be challenging.
Actions taken/assurances on performance recovery
• Royal Liverpool - Recruitment of one full time consultant for ED commenced in August 2018. Full recruitment for all trust grade posts
– 10 in total and additional 3 ‘LAS’ posts pending recruitment. Other actions taken at Trust level to improve A&E performance focus
on progress of 12 projects from ‘Front Door Improvement Programme’ including the following:
• Ambulance handover (triage on arrival to A&E dept.);
• Creation of two additional triage cubicles;
• Primary Care Streaming (increase of slot utilisation and 2nd GP on site);
• Implementation of ECIST workforce review plans;
• MDT ‘Flying Squad’ in place at Royal Liverpool ‘front door’ from Monday 12th November 2018 – primarily for winter but with aim to
make ‘business as usual’.
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5.6 NWAS – Paramedic & Emergency Service (PES)
Indicator
Cat 1 – Life threatening calls
Cat 2 – Emergency calls
Cat 3 – Urgent calls
Cat 4 – Less urgent calls

Performance summary up to end of North West Position
September 2018

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

July 18
00:07:29
00:12:05
00:26:45
01:03:10
02:52:34
03:37:09

Aug 18
00:07:13
00:12:13
00:24:40
00:57:19
02:25:22
02:57:27

Sept 18
00:07:18
00:11:58
00:24:24
00:56:12
02:34:18
03:06:10

2018/19 overall in Sept: Calls L’pool -11.6%
(NWAS -5.2%) and Incidents L’pool -5.5%
(NWAS -3.5%) against plan

BACK TO TOP

Cat 1
Cat 2
Cat 3
Cat 4

Mean
00:07:56
00:22:46
-

90%
00:13:17
00:48:33
02:40:23
03:13:13

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

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

North West performance in
September 2018.

Current issues
• Implementation ‘time lag’ of NWAS led initiatives and changes e.g. control, vehicle and staff mix beneficial changes will only be seen
primarily in Quarter 3; planned RRV decommissioning now completed as DCAs become available and are rostered, although all
resources are not all yet aligned with demand. Some further beneficial changes in EOC processes and procedures adopted to
improve call pick up and dispatch.
• Achievement and sustainability of 30 minute total hospital turnaround, currently remains at circa 33 minutes overall.
Actions taken/assurances on performance recovery
• Recovery plan & trajectories agreed are being monitored; with improvement in ARP delivery being noted;
• Additional North West CCG investment of £7.6M to support service transformation and additional ARP capacity agreed;
• System commitment to reduce hospital turnaround delays to target maximum of 30 minutes interventions continue to be targeted at
six Trusts including Aintree University Hospital;
• NWAS have been selected as a national pilot (November to April) to pilot an alternative way of managing inter-facility transfers and
HCP calls, with the intention of reducing delays and providing a more appropriate response.
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5.7 Mixed Sex Accommodation link to analysis
Indicator

Performance summary up to
August 2018

Mixed Sex Accommodation
Breaches – Zero Tolerance

Last 3 months

RightCare Peer Group

N/A
June 18 July 18
Aug 18
0
0
2
Monthly plan tolerance of 0

1819 YTD
2

Potential organisational or
patient risk factors
Unjustified mixing of genders in
sleeping accommodation presents
risk to patients’ privacy and dignity
(e.g. patient could pass through or be
alongside sleeping accommodation
designated for members of the
opposite sex in order to gain access
to washing and toileting
Facilities).

BACK TO TOP
Current issues
• Two breaches of the Mixed Sex Accommodation indicator were assigned to Liverpool CCG during August 2018. These occurred at
University College Hospital London and Wirral University Hospital.
• The two cases reported are the first breaches of the standard for Liverpool CCG patients in 2018/19;
• For the period April to August 2018 one Mixed Sex Accommodation Breach was reported by Aintree in June 2018.

Actions taken/assurances on controls
All Mixed Sex Accommodation breaches are reported at relevant CQPG meetings as part of the provider monthly performance reports.
Specific impacts on quality are explored in conjunction with providers on a case-by-case basis. With the exception of Aintree Hospitals,
Liverpool providers have reported 0 (zero) breaches of the standard during 2018/19.
The Wirral University Hospital breach of the standard has been investigated by Wirral CCG, with the commissioner providing
assurances that in addition to all breaches being subject to individual review, a random sample of clinical incident and privacy and dignity
forms will be audited to provide further assurance or highlight where improvements need to be made.
The Quality Team is still attempting to identify an appropriate lead at University College Hospital London to discuss the circumstances
surrounding the breach in August 2018.
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5.8 Incidence of Healthcare Infections – MRSA link to analysis
Indicator
Incidence of Healthcare
Acquired Infections: MRSA

BACK TO TOP

Performance summary up to
August 2018

RightCare Peer Group

Last 3 months
July 18
1

Aug 18
1

Sep18
1

Monthly plan tolerance of 0

1819 YTD
4

N/A

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

Current issues
• One reported incidence of MRSA in September 2018 against Liverpool CCG, bringing the year-to-date total up to four cases.
• Two incidences of MRSA were reported by Aintree Hospitals, one occurring in May 2018 and another in July 2018.
• Two incidences reported by the Royal Liverpool occurring August 2018 and September 2018 respectively (these cases have been
reported against Liverpool CCG);
• At Liverpool provider catchment level one case of MRSA was reported in September 2018. Year-to-date there have been five
reported cases of MRSA at Liverpool provider catchment level - Aintree (3) and the Royal Liverpool Hospital (3).
Actions taken/assurances on controls
All MRSA bacteraemia cases are subject to a robust multidisciplinary Post Infection Review (PIR). Any actions identified in relation to
lapses in care are monitored to completion by the CCG. Learning from PIRs is shared via the LCCG hosted bi-monthly Infection
Prevention & Control (IPC) network meetings. Learning is also cascaded to the NHS England hosted ‘regional’ HCAI meetings and into
various care home forums. From an attribution perspective in relation to the Liverpool patients the following is noted:
• One case attributed to Aintree as lapses in care were identified;
• One case attributed to the Royal Liverpool Hospital. Although no lapses in care were identified, the case was ‘assigned’ to the
Trust out of necessity due to the change in MRSA guidance in April 2018 and there being no other options for assignment;
• Two cases attributed to Liverpool CCG were both care home patients where lapses in care were identified during the PIR;
• Action plans are in place in all cases where lapses in care have been identified and monitored to completion. The CCG’s ‘Datix’
system has also been developed to track actions from all PIRs since April 2018.
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5.9 Incidence of Healthcare Infections – E-Coli link to analysis
Indicator

Performance summary up to
August 2018

Incidence of Healthcare
Acquired Infections: E-Coli

Last 3 months

RightCare Peer Group

N/A

July 18

Aug 18

Sep 18

18/19 YTD

38

37

51

251

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

E-Coli Annual plan of 398 for 2018/19
(monthly plan of 33)
BACK TO TOP
Current issues
• Sharp rise in cases reported in September 2018;
• Data review confirms that 70% of E. coli cases are occurring in the community.
Actions taken/assurances on controls
• Monthly monitoring of HCAIs takes place via the HCAI framework whilst Task and Finish groups are established and are working on
plans to address the identified work streams for the GNBSI programme across the North Mersey health economy;
• The North Mersey Health Economy GNBSI Reduction Steering Group (coordinated by South Sefton CCG) provides operational
oversight, monitoring and scrutiny of the NHS Liverpool CCG GNBSI Improvement Plan. Steering Group driven plan in place to target
urinary tract infections (a significant impact could be made in the reduction of GNBSIs and therefore this is a priority focus area);
• The four identified task and finish groups feed into the steering group. These work streams also meet bi monthly and are: surveillance
and reporting, continence, hydration and engagement;
• Work is focussing on the following: a to dip or not to dip campaign and pilot study in 3 care homes; catheter assessment and
prescribing/follow up; capturing and analysing data more effectively utilising the skills of CCG BI colleagues; developing hydration
leaflets; the group are planning an engagement workshop with stakeholders
• LCCG have become a partner in the NHS Improvement UTI Collaborative (cohort 2) programme. The CCG are awaiting further details
of the programme.
• Learning from any local provider led reviews undertaken can be shared via the LCCG hosted IPC network which is a bi monthly
network attended by LCCG provider IPC leads. Learning (as appropriate) can also be fed into the NHS England hosted regional HCAI
meetings and also into care home forums.
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6.

INTEGRATED COMMUNITY SERVICE

6.1

Mental Health: IAPT Access link to analysis

Indicator

Performance summary up to June
2018

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

Last 4 reporting periods
Q3

Q4

Q1
2018/19

2.9%

2.9%

2.93%

**RAG sore on National data

May to July
18
2.95%

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

RightCare / Core Cities
Peer Group
LCCG
Position:

11/11*

Trend:
England:

200/207*

*CCG IAF data Feb 18

Potential organisational or
patient risk factors
Risk that CCG fails to meet NHS England
mandate of achieving parity of esteem
between mental and physical health. Timely
access to mental health services is viewed
as critical in preventing potential
exacerbation of individual’s mental health
problems or, in worst case scenarios, A&E
presentations and/or intervention of Mental
Health Crisis Team. Risk that long access
waits will inevitably impact on successful
recovery.

BACK TO TOP
Current issues
• Liverpool CCG remains below the target of 4.2% with performance at 2.95% (national data) - local data for the latest rolling quarter
(July 2018 to September 2018) shows improved CCG performance but remains below the standard of 4.2% at 3.22%;
• Service has submitted capacity requirements based upon targets and clinical model – some challenges remain in relation to
recruitment.
Actions taken/assurances on controls
• Establishment of Mental Health Programme Board to oversee implementation of provider plans and their progress;
• Engagement taking place with service provider and key partners in relation to priority areas for 2018/19 (access/recruitment);
• Commencement of engagement regarding re-specification of service (pending contract end March 2020);
• Continued monitoring and reporting through contract management meetings, CQPG, Steering Group and Programme Board;
• Work continues across key partners, including Primary Care as part of the proposed programme plan for 2018/19 and beyond.
• Primary Care Engagement regarding re-modelling work completed.
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6.1

Mental Health: IAPT Recovery link to analysis

Indicator

Performance summary up to June
2018

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

Last 4 reporting periods

**RAG sore on National data

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

Q3

Q4

Q1
2018/19

35.2%

46.2%

48.1%

May to July
18
47.5%

RightCare / Core Cities
Peer Group
LCCG
Position:

11/11*

Trend:
England:

197/207*

*CCG IAF data Feb 18

Potential organisational or
patient risk factors
Risk that CCG fails to meet NHS England
mandate of achieving parity of esteem
between mental and physical health. Timely
access to mental health services is viewed
as critical in preventing potential
exacerbation of individual’s mental health
problems or, in worst case scenarios, A&E
presentations and/or intervention of Mental
Health Crisis Team. Risk that long access
waits will inevitably impact on successful
recovery.

BACK TO TOP
Current issues
• National data for the rolling quarter (May to July 18) shows a significant improvement but remains marginally below the 50% target
with performance at 47.5%;
Actions taken/assurances on controls
• Based on local data for the latest ‘rolling quarter’ (July 2018 to Sept 2018) CCG is now performing above the standard of 50%
(50.57%);
• Continued monitoring of IAPT Action Plan through contract review meetings and Task & Finish Group.
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7.
QUALITY, PATIENT SAFETY AND ENSURING A POSITIVE
EXPERIENCE OF CARE
Commissioning high quality, person centred, safe and effective healthcare for
the people of Liverpool is a key priority for the CCG. In line with the
recommendations of the National Quality Board (NQB) the CCG’s Quality,
Safety and Outcomes Committee (QSOC) has a well-established ‘Early
Warning Dashboard’ which provides a robust system for the CCG to identify
risks and issues relating to patient safety and quality at the earliest
opportunity. The dashboard covers all NHS trusts within the Merseyside area
and draws information and data from a range of sources including the Care
Quality Commission (CQC), NHS Improvement (NHSI), Local Authorities,
primary care and patient feedback.
7.1

Care Quality Commission Inspection Notices

Where providers are not meeting essential standards, the CQC has a range of
enforcement powers to protect the health, safety and welfare of people who
use the service (and others, where appropriate). When the CQC propose to
take enforcement action, the decision is open to challenge by the provider
through a range of internal and external appeal processes.
The following CQC reports have been published in relation to Liverpool
providers and/or Liverpool GP surgeries:
Key:




Good
Requires improvement
Inadequate
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Liverpool Women’s NHS Foundation Trust
Overall
Good

Safe?



Effective?



Caring?



Responsive



Well led?



Key Findings:
 Safety systems, processes and standard operating
procedures were reliable or appropriate to keep women and
babies safe. Staff followed policies and national guidance;
 The trust assessed patient risk well. Staff identified risks to
patients and took appropriate measures to mitigate these
risks;
 The service had enough staff with the right qualifications,
skills, experience and training to keep patients safe from
avoidable harm and abuse;
 Some governance structures, processes and initiatives were
recently developed and had yet to be fully embedded and
audited in practice;
 There were regular divisional and managerial meetings to
discuss all incidents in maternity services, including
progress on investigations

The full report can be accessed and downloaded from the CQC via:
https://www.cqc.org.uk/sites/default/files/new_reports/AAAH1645.pdf

Everton Road Surgery
Safe?
Overall
Inadequate Effective?




Caring?



Responsive



Well led?



Key Findings:
 The practice systems to keep people safe and
 safeguarded from abuse were inadequate;
 The practice had not acted appropriately when an issue of
concern was identified regarding the clinical competency of
a clinician;
 There was no system in place monitor patient safety and
medicines safety alerts;
 There was a lack of clinical oversight at the practice;
 Practice was directed to take action to improve access to
clinical appointments for working age patients, children and
families and older people.

The full report can be accessed and downloaded from the CQC via:
https://www.cqc.org.uk/sites/default/files/new_reports/AAAH7375.pdf
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Anfield Health


Safe?
Overall
Requires
Effective?
Improvement
Caring?



Key Findings:
 The practice did not have all systems to keep people
safe and safeguarded;
 There was an effective system to manage infection
prevention and control;
 The practice had systems for appropriate and safe
handling of medicines but the prescribing of high risk
medicines was not safe;
 Local and visible leadership within the practice required
improvements.
 The practice must establish effective systems and
processes to ensure good governance in accordance
with the fundamental standards of care.



Responsive



Well led?



The full report can be accessed and downloaded from the CQC via:
https://www.cqc.org.uk/sites/default/files/new_reports/AAAH3752.pdf

Storrsdale Medical Centre
Overall
Good

Safe?
Effective?
Caring?
Responsive
Well led?







Key Findings:
 There was an emphasis on staff well -being and equality
and diversity. Staff were suitably trained for their roles;
 The practice had clear systems to manage risk so that
safety incidents were less likely to happen;
 There was a practice complaints system in place but
improvements were needed in terms of monitoring verbal
complaints and making sure the system was in line with
NHS guidance;
 Staff involved and treated patients with compassion,
kindness, dignity and respect;
 The practice should make a number of improvements,
which included ensuring that the expiry dates of defibrillator
pads was part of their emergency equipment monitoring.

The full report can be accessed and downloaded from the CQC via:
https://www.cqc.org.uk/sites/default/files/new_reports/AAAH7242.pdf
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8.
STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
This section is not applicable to the CCG Corporate Performance Report.
9.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY

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

10.

CONCLUSION

Where performance is at variance to plan action is underway with Trusts to
deliver corrective action to improve performance with contractual levers
utilised to support improvements. These improvements are actively led by
CCG Clinicians.
Stephen Hendry
Senior Operations and Governance Manager
Shan Mattock
Lead Intelligence Analyst- Performance
5th November 2018
ENDS
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APPENDIX 1
NHS Constitutional Measures - Detailed Performance Analysis
Referral to Treatment – 52 Weeks Waits BACK TO TOP
Indicator

Performance summary

Referral to Treatment
Incomplete pathway (52
Weeks)
RED

TREND

RightCare Peer Group

Last 3 months (LCCG)
July 18

Aug 18

Sep 18

18

14

9

N/A

Narrative/current issues

Mandate: no-one waits more than 52 weeks to receive treatment from the date of referral
There were 9 Liverpool CCG patients waiting over 52 weeks as at September 2018 - 5 of these
were at Liverpool Women’s Hospital in gynaecology.
There were 2 breaches reported at University Hospital of North Midlands in Bariatric Surgery.
The Bariatric Service as the Trust has inherited a number of patients due to the closure of
another provider and this is putting increased pressure on the service. The CCG has requested
individual patient details and receives weekly updates from the provider.
There were also 2 breaches reported at the Royal Liverpool & Broadgreen; 1 occurring in
Gastroenterology and 1 in General Surgery (both patients have subsequently now been seen).
At provider catchment level, the latest published data available is for August 2018.
Liverpool Women’s Hospital reported 21 breaches of the 52-week standard in August 2018; 9
were Liverpool CCG patients, 5 Knowsley CCG patients, 2 South Sefton CCG patients, and 5
from other C&M CCGs. These ‘long waiters’ are included in the declared Serious Incident of
February 2018. Root Cause Analyses are underway for all 52 week breaches. The trust has
stated that the 52 week wait position will not be fully resolved until the end of Q4 2018/19.
There was also 1 reported 52-week waiter at the Royal Liverpool & Broadgreen in August 2018.
This was a Liverpool patient in Gastroenterology although when reviewed it was determined as a
non-breach and the clock has since been stopped.
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Referral to Treatment – 18 Weeks BACK TO TOP
Indicator

Referral to Treatment
Incomplete pathway (18
Weeks)

Performance summary

RightCare Peer Group

Last 3 months RTT (LCCG)
July 18

Aug 18

Sep 18

YTD

87.06%

86.7%

86.06%

87.4%

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

th

LCCG Position:

8 / 11

Best:

95 %*

Worst

83.3%*

Median

89.4 %*

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

Analysis

Liverpool CCG has again failed the 92% standard with September 2018 performance at 86.06%.
The CCG therefore remains as ‘red’ overall against this key constitutional measure and
performance for September 2018 represents a no change performance on the August 2018
position. This remains significantly short of the national target of 92%. The CCG last achieved
the 92% RTT standard in July 2016. Across Cheshire and Merseyside 8 out of 12 CCG’s failed
the standard in August 2018 (published data is a month in arrears)
As at September 2018 there were 32,724 active waiters* and 4,551 patients waiting over 18
weeks (506 of this cohort waiting over 36 weeks and 9 were over 52 weeks). Specialties with the
largest volumes of breaches and most challenged in terms of achieving the standard
Ophthalmology, General Surgery, T&O, Urology and Gastroenterology.
The mandate in the 2018/19 planning guidance is to ensure that by March 2019 the waiting list is
sustained at or lower than March 2018.
Data for September 2018 shows that the total waiting list has grown compared to August 2018 to
32,724 (please note that January 2018 is lower than expected as Liverpool Women’s data is
omitted and May, June, July, August and September 2018 omits data from STHK). During
September 18, the 18 week + backlog has also increased (from 4,332 in August to 4,551 in
September). The issues affecting CCG performance are directly related to the consistent
breaches in performance at specific providers – more notably the Royal Liverpool in terms of
RTT and more recently Liverpool Women’s. Liverpool Women’s anticipate recovery of the 92%
standard by the end of Q4 2018/19
The chart below provides a breakdown of Liverpool CCG’s RTT performance over the period
August 2017 to September 2018:
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LCCG incomplete pathways - No of waiters and performance against
national standard
93.0%
92.5%
92.0%
91.5%
91.0%
90.5%
90.0%
89.5%
89.0%
88.5%
88.0%
87.5%
87.0%
86.5%
86.0%
85.5%
85.0%

35,000
32,500
30,000
27,500
25,000
22,500
20,000
17,500
15,000
12,500
10,000
7,500
5,000
2,500
Sep-18

Aug-18

Jul-18

LCCG performance

Jun-18

May-18

Apr-18

Mar-18

within 18 weeks

Feb-18

Jan-18

Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

+18 weeks

National standard

*Please note that data for from April 2018 onwards does not include figures for St Helens and Knowsley.
This accounts for approximately 1200 incomplete pathways. It is not anticipated that the trust will be in a
position to submit data until Q3 at the earliest

The latest published data for provider catchment level is for August 2018 and can be
summarised as follows:
The Royal Liverpool Hospital failed to achieve 92% standard in August 2018 with performance
at 81.6%, a further decline on July 2018 (82.6%). This equates to 5,417patients waiting over 18
weeks for treatment. There are currently 9 out of 13 specialties that are failing the standard. The
poorest performing specialties are General Surgery (84.3%), Urology (72.4%), T&O (75%),
Ophthalmology (75.9%) and other (80.8%).
Liverpool Women’s Hospital failed to achieve the 92% standard in August 2018 with
performance at 86.4%, a decline on July 2018 (87.7%). This equates to 676 patients waiting
over 18 weeks. The breaches are in gynaecology and the performance issues are a result of the
incident relating to overdue follow up patients. The anticipates recovery of the standard by Q4
2018/19.
Liverpool Heart & Chest performance is reported to be 91.4% for September 2018, however,
when queried the provider reported that there was an error in their submission and they actually
achieved the standard for August. The provider has since resubmitted its August data.
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Aintree also failed to achieve the 92% standard in August 2018 with performance at 89.3%. This
equates to 2,018 patients waiting over 18 weeks for treatment. The provider currently has 8 out
of 15 specialties failing the standard. The poorest performing specialties are Oral Surgery
(84.2%), Gastroenterology (74.2%) and T&O (82.7%).
All other Liverpool Providers achieved the 92% standard in August 2018. National RTT average
performance for August 2018 was 87.2%.

Diagnostics BACK TO TOP
Indicator

Performance

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

TREND

RightCare Peer Group

Last 3 months diagnostics (LCCG)
July 18
4.4%

Aug 18

Sep 18

18/19
YTD

3.2%

2.47%

4.73%

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

LCCG
Position:
Best:
Worst
Median

th

8 / 11
0.40%
9.4%
3.4%

*Aug 18 data
10/11 CCG’s in the peer
group failed the standard
in Aug 2018

Narrative/current issues

Liverpool CCG failed the 1% diagnostic standard for September 2018 with performance at
2.47% - although this was a further improvement on August 2018 (3.2%). As at September 2018,
181 patients were waiting over 6 weeks (15 of which were over 13 weeks).
Analysis of the CCG breaches of the standard for September 2018 shows that they continue to
be predominantly at the Royal Liverpool Hospital (although performance has improved
significantly at the Trust over recent months). The well documented issues in endoscopy at the
Royal Liverpool Hospital saw 80 Liverpool CCG patients waiting over 6 weeks in September
2018 (August -110).
Liverpool CCG patients were also waiting longer than the standard at Liverpool Heart and
Chest (45 patients) and Aintree (42 patients). Both providers have challenges in imaging
services.
National performance for August 2018 reported to be 3.1%. The latest published data for
provider catchment level is for August 2018 and can be summarised as follows:
Royal Liverpool Hospital continues to demonstrate visible signs of recovery and improvement.
As at August 2018, performance against the 1% was 3.2% with a total of 141 patients waiting
longer than the 6-week standard.
Liverpool Heart & Chest reported performance in August 2018 to be 22.2% (239 patients
waiting over 6 weeks). In recent months, the provider has experienced significant increase in
demand for specialised cardiac CT and MRI scans and currently does not have the capacity to
meet this increased demand. A business case to expand both CT and MRI capacity has been
approved but will not be fully operational until Feb 19 for CT and June 19 for MRI. Additional
capacity has already been hired and put into place but is insufficient to fill the gap.
Page 23 of 49

91

Liverpool Women’s reported performance in August 2018 to be 3.5% (16 patients waiting over
6 weeks). Issues are mainly in cystoscopy and non-obstetric ultrasound.
Aintree also failed the standard with performance in August 2018 at 2.6%. There were a total of
156 patients waiting over 6 weeks. Issues are mainly in imaging and non-obstetric ultrasound.
All other Liverpool Providers achieved the 1% standard in August 2018.

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

TREND

Performance summary

RightCare Peer Group

Last 3 months (LCCG
May 18

June 18

July18

54.53%

58.5%

60.3%

th

LCCG Position:

9 / 11

Best:

117%

Worst

43%

Median
75.5%
*e-refs utilisation report June18
data

Analysis

The national ambition is that E-referral utilisation coverage should be 100% by the end of Q2
2018/19.
The latest published e-referral utilisation data for Liverpool CCG is for July 2018 and reports
performance to be 60.3%. Performance is on an improving trajectory in last 3 reporting periods,
however remains significantly below the national position of 79% and the Cheshire and
Merseyside position of 73.8%.

Cancer Waiting Time Standards (7 measures out of 9 met) BACK TO TOP
Indicator
Cancer Waiting Times

Performance summary

RightCare Peer Group

Last 3 months (LCCG)
June 18

July 18

Aug 18

1819 YTD

5/9

5/9

7/9

7/9

N/A

Narrative/current issues
In August 2018, the CCG achieved 7 out of the 9 of cancer standards (2018/19 YTD 7 out of 9)
% of patients seen within 2 weeks for an urgent referral for breast symptoms Liverpool CCG achieved 96.6% against a target of 93%. All local providers achieved this
standard in August 2018 with the exception of Aintree (87.9%). YTD performance for
Liverpool CCG is 95%;
•

% of patients receiving definitive treatment within 1 month of a cancer diagnosis Page 24 of 49
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Liverpool CCG achieved 98.1% against a target of 96%. Liverpool Women’s (81.4%)
failed the standard in August 2018. All other Liverpool providers achieved this standard in
August 2018. YTD performance for Liverpool CCG is 97.3%;
% of patients receiving subsequent treatment for cancer within 31 days (Surgery) Liverpool CCG achieved 95.9% against a target of 94%. All Liverpool providers achieved
this standard in August 2018. YTD performance for Liverpool CCG is 96.1%;
% of patients receiving subsequent treatment for cancer within 31 days (drug
treatment) - Liverpool CCG achieved 100% against a target of 98%. All Liverpool
providers achieved this standard in August 2018. YTD performance for Liverpool CCG is
99.6%;
% of patients receiving subsequent treatment for cancer within 31 days
(radiotherapy treatment) - Liverpool CCG achieved 96.1% against a target of 94%. All
providers achieved this standard in August 2018. YTD performance for Liverpool CCG is
97.9%;
% of patients receiving treatment for cancer within 62 days from an NHS Cancer
Screening Service - Liverpool CCG achieved 100% against a target of 90%.
Clatterbridge (83.3%) failed to achieve the standard. Performance can be adversely
affected by extremely small numbers for this indicator. All other Liverpool providers
achieved this standard in August 2018. YTD performance for Liverpool CCG is 91.3%;
% of patients receiving treatment for cancer within 62 days: upgrade their priority
Liverpool CCG achieved 86.4% against a local target of 85%. Aintree (84.4%), Liverpool
Heart and Chest (63.64%), Liverpool Women’s (83.3%) and Clatterbridge (78.7%) failed
the local target in August 2018. All other Liverpool providers achieved this standard in
August 2018. YTD performance for Liverpool CCG is 85.2%

Cancer Waiting Time Standards (2 out of the 9 standards not met) BACK
TO TOP
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Indicator
Cancer Waiting Times

Performance summary

RightCare Peer Group

Last 3 months (LCCG)
June 18

July 18

Aug 18

4/9

4/9

2/9

1819
YTD
2/9

N/A

Analysis

In August 2018, the CCG failed 2 out of the 9 cancer standards:
% Patients seen within two weeks for an urgent GP referral for suspected cancer Liverpool CCG achieved 92.2% against a target of 93%. All local providers achieved this
standard in August 2018 with the exception of the Royal Liverpool and Broadgreen
(91.6%) YTD performance for Liverpool CCG is 91%;
•

% of patients receiving 1st definitive treatment for cancer within 62 days of cancer
diagnosis- Liverpool CCG achieved 79.6% (20 breaches) against a target of 85%. The
Royal Liverpool and Broadgreen (83.9% - 12 breaches), Liverpool Women’s (30.7% - 4.5
patient breaches), Aintree (72.9% - 10.5 breaches), and Clatterbridge (61.1% - 21
breaches) all failed the standard in August 2018. Complex pathways, late referrals and
low numbers of patients affecting performance levels are cited as the main reasons for
the breaches. All other remaining Liverpool providers achieved this standard in August
2018. YTD performance for Liverpool CCG is 77.4%. National position for August 18 was
reported to be 79.36%.

A&E Waits BACK TO TOP
Indicator

Performance summary

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

RightCare Peer Group

Last 3 months A&E (LCCG)
July 18

Aug18

Sep 18

18/19
YTD

89.8%

89.8%

87.7%

89.4%

LCCG
Position:
Trend:
England:

th

4 /11*

44/207*

*CCG IAF data March 18

Analysis

Liverpool CCG failed the A&E target with September 2018 performance at 87.7% against the
national standard of 95% (all types). This represents a decline in performance compared the
previous month. Year-to-date performance stands at 89.4%.
A breakdown of the CCG performance in 2018/19 is illustrated in Table 1 below:
Month
April

Total A&E
attendances
27,764

within 4
hours
24,900

+4 hour
breaches
2,864

Performance
89.7%
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May
June
July
Aug
Sep

30,331
28,250
28,893
24,633
25,012

27,243
25,280
25,958
22,116
21,945

3,088
2,970
2,935
2,517
3,067

89.8%
89.5%
89.8%
89.7%
87.7%

YTD

164,883

147,442

17,441

89.4%

At provider level, August 2018 performance (all types) shows that the Royal Liverpool Hospital
(86.8%), Aintree University Hospital (85.5%) and Alder Hey (93.76%) failed the 95%
threshold (all types). Liverpool Women’s Hospital (98.8%) achieved the standard.
An analysis of ‘Type 1’ activity only during September 2018 highlights that Royal Liverpool
Hospital achieved 67.81% and Aintree University Hospital achieved 73.4%. Alder Hey only
counts ‘Type 1’ activity and Trust performance therefore remains at 93.76%.
NHSE continues to allow the inclusion of Type 3 Walk-in performance data with overall Trust
performance. The caveats to this remain in that including Type 2 and 3 performance very much
obscures the Type 1 performance of some of our acute commissioned providers in terms of
underachievement, but when combined with all types significantly alters reported performance.
Despite inclusion of this activity for both the Royal Liverpool and Aintree, performance is still
some way off the 95% target.
In terms of the year-to-date position for Liverpool providers who provide Type 1 activity, the
Royal Liverpool and Aintree both continue to fail the 4hr performance standard against Type 1
and “all types” activity as illustrated in the table below:
Table 2: Year-to-date 2018/19 performance by type
Provider

Type 1

Alder Hey
Aintree
Liverpool Women’s
Royal Liverpool Hospital

Type 2

95.66%
86.37%
70.5%

Type 3
100%

98.38%
98.9%

100%

Total performance.
95.66%
86.37%
98.38%
88.2%

Nationally for the month of September 2018, 23 out of 134 reporting trusts with Type 1
departments achieved the 95% standard (all Types) during the month. National performance for
September 2018 was 83% for Type 1 and 88.9% for ‘all types’.

Provider
Liverpool Women’s
Alder Hey
Royal Liverpool Hospital
Aintree Hospitals

Right Care Peer Group
‘All Types’ Ranking
‘Type 1’ Ranking
(/16)
(/15)
1st
N/A
6th
4th
10th
15th
12th
14th
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The peer median performance for ‘all types’ is 88.7% with the best performing provider achieving
98.8% and the worst 80.4%. Five of the sixteen providers within the peer group achieved the
95% standard for ‘all types’ in September 2018.
The peer median performance for ‘Type 1’ only attendances is 85.6% with the best performing
provider achieving 96.5% and the worst 67.8% (Royal Liverpool). Three out of fifteen providers
within the peer group achieved the 95% standard in September 2018 (Type 1).

Dementia Diagnosis BACK TO TOP
Indicator

Estimated Dementia
Diagnosis: % of people
aged over 65

Performance summary

RightCare Peer Group

Last 3 months dementia diagnosis
June 18

July 18

Aug 18

YTD

70.2%

70.97%

70.07%

70.07%

LCCG
Position:

7/11*

Trend:
England:

77/207*

CCG IAF data Feb 18

Analysis

For August 2018 the CCG continues to achieve the measure with performance reported at
70.07% against the national target of 66.7% and local target of 70%. Liverpool CCG is also
above the national average of 67.8% for August 2018.

IAPT 6 Week BACK TO TOP
Indicator

Performance summary

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

Last 3 months

RightCare Peer Group

May 18

June 18

July 18

YTD

97.2%

96.9%

98.1%

98.1%

N/A

Narrative/current issues

National data for July 2018 for the percentage of patients who received their first treatment
appointment within 6 weeks of referral is 98.1% against a target of 75%.
IAPT 18 Week Waits BACK TO TOP
Indicator

Performance summary

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

Last 3 months
May18

June 18

June 18

YTD

99.1%

100%

99%

99%

N/A

Narrative/current issues

National data for July 2018 for percentage of patients who received their first treatment within 18
weeks of referral is 99% against a target of 95%.

IAPT Access BACK TO TOP
Indicator

Performance summary

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

Last 3 Financial Quarters

**RAG score on National data

Q3

Q4

Q1
2018/19

2.9%

2.9%

2.93%

RightCare Peer Group

May to July 18
2.95%

LCCG
Position:

11/11*

Trend:

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

England:

200/207*

*CCG IAF data Feb 18

Narrative/current issues

National data for the rolling quarter (May to July 2018) indicates that Liverpool CCG remains
below the target of 4.2% with performance at 2.95%. Due to the publication of national data
being several months behind, this indicator is also monitored using local data supplied by the
provider in order to report a timelier position. Based on local data for the latest rolling quarter
(July 2018 to September 2018) performance is improved however remains below the standard of
4.2% with performance at 3.22%.
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IAPT Recovery (Quarterly Measures) BACK TO TOP
Indicator

Performance summary

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

Last 3 Financial Quarters

**RAG score on National data

Q3

Q4

Q1
2018/19

35.2%

46.2%

48.1%

RightCare Peer Group

May to July
18
47.5%

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

LCCG
Position:

11/11*

Trend:
England:

197/207*

*CCG IAF data Feb 18

Narrative/current issues

National data for the rolling quarter (May to July 18) indicates that whilst Liverpool CCG’s
performance is significantly improved remains just below the 50% target with performance at
47.5%.
Due to the publication of national data being several months behind, this indicator is also
monitored using local data supplied by the provider in order to report a timelier position.
Based on local data for the latest ‘rolling quarter’ (July 2018 to September 2018) performance
shows a small improvement on the previous reporting period with performance at 50.57%.
Based on assessment of the local data, the CCG is now above the standard of 50%.

Early Intervention in Psychosis (EIP) BACK TO TOP
Indicator

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

Performance summary

RightCare Peer Group

Last 3 months EIP
June 18

July 18

Aug 18

56.25%

58.62%

54.16%

1819
YTD
54.4%

LCCG
Position:
Best:

11/11*
100%

Worst

54.16%

Median

88.9%

Benchmarking based on Aug 18
published data

Narrative/current issues

August 2018 performance for Liverpool CCG saw 54.16% (YTD 54.4%) of patients treated within
2 weeks of referral for first episode psychosis against the 2018/19 standard of 53%
Analysis of the incomplete pathways (i.e. waiting list) shows that in August 2018 for Liverpool
CCG 72% of patients were waiting over 2 weeks. This equates to 18 out of 64 people who are
still waiting to start treatment having already waited over 2 weeks.
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At provider level the latest data available is for August 2018. Analysis of August 2018
performance for Mersey Care showed that 58.8% of patients were treated within 2 weeks of
referral for first episode psychosis (above the 53% standard). Nationally, the August 2018
position for the proportion of people treated within 2 weeks was 74.4%.
In terms of provider performance (Mersey Care) for incomplete pathways, the end of August
2018 saw 70.7% of people waiting over 2 weeks to start a NICE recommended package of care.
This equates to 22 out of 75 people who were still waiting to start treatment (and who had
already waited over 2 weeks). Nationally the percentage of people who were still waiting over 2
weeks at the end of August 2018 was 64%.

Mixed Sex Accommodation BACK TO TOP
Indicator

Mixed sex accommodation
breaches

Performance summary
Last 3 months
June 18 July 18
0

RightCare Peer Group

Aug 18

1819 YTD

2

2

0

N/A

Monthly plan tolerance of 0

Narrative/current issues

Performance for August 2018 showed that there were 2 breaches of the mixed sex
accommodation indicator for Liverpool CCG. These occurred at University College Hospital
London and Wirral University Hospital. Year to date total is 2 breaches of the standard for
Liverpool CCG patients.
For the period April to August 2018, there has been 1 mixed sex accommodation breach
reported at Liverpool providers. This occurred at Aintree in June 18. All other Liverpool providers
have reported 0 (zero) breaches of the standard during 2018/19.

HCAIs - Incidence of MRSA BACK TO TOP
Note: Previous month’s figures may be subject to minor changes as the data reported in the
dashboard is the number at the point in time of reporting. The ‘HCAI DCS’ System Data is
updated on a daily basis and as such reported figures are subject to change. The figures
represent the number of reported cases of MRSA and C.difficile.
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Indicator

Performance summary

Incidence of Healthcare
Acquired Infections: MRSA

Last 3 months

RightCare Peer Group

July 18
Aug 18
Sep18
1
1
1
Monthly plan tolerance of 0

N/A

1819 YTD
4

Narrative/current issues

During September 2018 there has been 1 reported incidence of MRSA reported against
Liverpool CCG. The year to date total for 2018/19 now stands at 4 cases. There have been 2
incidences of MRSA at Aintree occurring in May 2018 and the second in July 2018. There have
been 2 incidences at the Royal Liverpool occurring August and September 2018 with both cases
reported against Liverpool CCG.
At Liverpool ‘provider catchment’ level, there has been 1 case of MRSA reported in September
2018. Year-to-date there have been 5 reported cases of MRSA at Liverpool providers
(catchment). Three of these cases have been reported at Aintree; 1 in May and 2 in July 2018.
Two of these cases have been reported at the Royal Liverpool Hospital - 1 in August and 1 in
September 2018.

HCAIs - C.difficile BACK TO TOP
Indicator

Performance summary

Incidence of Healthcare
Acquired Infections:
C. difficile

Last 3 months

RightCare Peer Group

N/A

July 18
Aug 18
Sep18
1819 YTD
11
10
11
57
Annual plan of 137 for 2018/19
Monthly plan of 11

Narrative/current issues

There were 11 new cases of C.diff reported in September 2018 for Liverpool CCG against a
monthly plan of 11. This takes the year-to-date total to 57 against a plan of 69 and as such the
CCG is below plan as at September 2018. The annual plan for 2018/19 is 137 cases.
2018/19 Plan v Actual Liverpool CCG

Plan
Actual

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

YTD

11
11

11
7

11
7

11
11

11
10

11
11

11

11

11

11

11

11

69
57

At provider level, for trust assigned cases of C.diff, 12 new cases of C.diff were reported during
September 2018 across Liverpool providers. The table below provides a breakdown of the
C.difficile cases reported by Liverpool providers (year-to-date):
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Provider

YTD Sep 18

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

22
22
0
0
2
1
0
0
17
22
0
0
0
0
5
4
2
1

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

HCAIs - E-Coli BACK TO TOP
Indicator

Performance summary

Incidence of Healthcare
Acquired Infections: E-Coli

Last 3 months
July 18
Aug18

RightCare Peer Group

Sep18

N/A

18/19 YTD

38
37
51
251
E-Coli Annual plan of 398 for 2018/19

Narrative/current issues

For the month of September 2018 a total of 51 reported incidences of E-Coli were assigned to
Liverpool CCG against a monthly plan of 33. This brings the year to date total to 251 against a
plan of 198.
A breakdown of the number of e-coli cases assigned to CCG is illustrated in the table below:

Plan
Total CCG
cases
Trust
Apportioned
Non Trust
Apportioned

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

2018/19
YTD

33

33

33

33

33

33

33

33

33

33

33

33

198

42

44

39

38

37

51

251

11

11

3

13

6

11

55

31

33

36

25

31

40

196
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APPENDIX 2
ACTIVITY (MONTH 5) – August 2018
For 2018/19 the latest position for all activity lines submitted within the 2018-19 Operational Plan will be reported in the supporting
performance dashboard and narrative for lines where there is a +/- 2% variance will be provided.
Referrals, Outpatients, Electives, Non- Electives and A&E Activity
The CCG is required to submit detailed activity plans as part of the Operational Plan 2018-19. The plan recognises historical growth
in demand for secondary services, and explains how initiatives put in place by the One Liverpool Programme will avoid or deflect
secondary care activity into care delivered at or closer to home, whilst enabling the CCG to maintain financial balance.
NHS England routinely monitors CCG activity plans using ‘NCDR’ (NHS England monitoring data) and requests a narrative on the
actions the CCG is taking to address any variances that are either +/- 2% for each activity line (this is a change on the previous
month tolerance of +/-3%)
April - August 2018: Month 5 activity
Activity

GP Referrals

Variance
to Plan

+2 %

Comments
YTD GP referrals are 2% above planned levels and the trend continues to improve with the CCG now
within accepted tolerance limits. The early months of 2018/19 were unusually high months and activity now
appears to be coming back to predicted/planned levels. Liverpool saw more GP referrals per working day
in April 2018 than at any other time in the last 27 months. May 2018 was high in volume terms, but about
standard in terms of referrals per working day. The CCG continues to work closely with providers regarding
referral trends at specialty level to understand which areas are seeing growth.
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Activity

Variance
to Plan

Other Referrals

+3.9%

Total Referrals

+2.87%

Outpatient first
attendances
Outpatient
follow-up
attendances

-6.6%
-5.1%

Total Outpatient
attendances

-6%

Elective Day case

+1 %

Elective Ordinary
spells

+3.3%

Total Elective
Spells

+1.2%

Comments
YTD other referrals are 3.9 % (previously 3.4%) above planned levels are as such are above the accepted
tolerance limits. In terms of managing other referral levels, the CCG has developed a policy in
collaboration with NHS Sefton CCG which provides additional clarity to the NHS Standard Contract
requirements regarding ‘C2C’ onwards referrals only being appropriate when related to the original
presenting condition or emergency presentation or the patient having an immediate need (e.g. suspected
cancer). Assurances have been received from providers in terms of their compliance with this policy and
there have been several examples of providers’ interpretation of the policy being correct when queried by
GP practices (i.e. patients referred back to their GP for a referral decision for an unrelated condition). The
CCG continues to work closely with providers regarding referral trends at specialty level to understand the
areas of growth.
YTD total referrals are 2.87% above plan and just above the accepted tolerance limits. There is no change
in the overall YTD position compared to last month. Details as above.
YTD Outpatient first attendances are -6.6% below plan but on an improving trajectory over recent months.
YTD Outpatient follow up attendances are -5.1% below plan but on an improving trajectory over recent
months.
YTD Total outpatients are -6% below planned levels. August is a particularly low month likely due to
holidays and annual leave. Also, the plans for 2018/19 contained +4% growth for both ‘first’ and follow ups
(which now accounts for some of the variance that would bring us within tolerance).
YTD total elective spells are 1.2% above planned levels and as such are within accepted tolerance limits.
YTD Day cases are 1% above plan.
YTD Elective In-patients are 3.3% above plan (all increases in elective activity are considered positive
given the current issues with waiting lists and RTT performance).
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Activity

Total A&E
Attendances
(All types)

Variance
to Plan

+0.2%

Comments
YTD A&E attendances (all types) are 0.2% above planned levels and as such are within accepted
tolerance limits. Within this A&E attendances (Type 1) are 2.4% (YTD) above planned levels and are
improved on M4 (3.5% above planned levels) as such it is now just outside accepted tolerance limits. The
main reasons for the variance to plan were due to a particularly busy May 18, and July 18 at the main type
1 providers (RLBUHT and Aintree). This correlates with the observed high volume of non-elective
admissions for these months.
YTD non elective spells are 3.1% above planned levels and as such are outside accepted tolerance limits
although this does represent a small improvement on M4 (3.25%). The main reasons for variance is due
admissions (particularly 0 LOS) being high in May 2018 and July 2018 and generally higher than planned
(5.5% above plan YTD). This is particularly evident at RLBUHT and mainly due to the reclassification of
ambulatory short stay activity. Year on Year growth is also due to activity reclassifications at RLBUHT and
Aintree which occurred in late 2017/18 and as such are not comparable to 2018/19 actuals.
Potential causes are as follows:

Total NonElective Spells

1. The CCG underestimated the impact of the ambulatory classification changes at RLBUH;
2. The CCG underestimated growth - in particular around the more elderly and resource intensive
population;
3. Certain Transformation Schemes have not started/been effective, or;
4. Some other coding/counting change of which the CCG is currently unaware of.

+3.1%

The CCG has also seen significant increases in longer spells (2+ days LoS) relating to respiratory, chest
and gastro pain. The hot weather and heatwaves experienced in the summer months is likely to have had
some form of impact and translated into some increased admissions. The ambulatory care changes at the
Royal Liverpool are also likely to have had a greater impact (in that particular Trust) and this trend is likely
to continue along with other coding changes.
Total Non-

+3.1%

Actions.
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Elective Spells
(continued)

There has been a small delay in implementation of Respiratory and CVD related demand management
schemes, which are key in the plans to manage expected growth of non-elective admissions in 2018/19.
Key achievements this month include signing off the Financial Strategy to utilise prescribing savings within
the CVD pathway to fund increased capacity in cardiac/pulmonary rehab, integrated heart failure services
and 3hr emergency chest pain pathway – all aimed at managing non-elective demand.
Ambitious demand management plans were modelled for community care teams, care homes and telehealth which have yet to impact to the extent expected. In terms of CCTs and care homes this will be
escalated through the Provider Alliance Performance and Delivery Group. ‘Wave 1’ of STP funding has
been approved for a set of non-recurrent schemes to accelerate the integration of place based models and
deliver the outcome of managing non-elective demand.
There has also been under-estimated growth, particularly in the more elderly population. Frailty workshops
have been held with commissioners and members of the Provider Alliance with a view to identifying any
further specific health need, gaps in service and key interventions (e.g. falls prevention/services). It is
expected a Form 1, describing the schemes and the impact on spend and outcomes will be completed in
due course to be put forward for any redesign/investment opportunity available in the autumn.
Note: As the CCG cannot completely replicate the data presented in the joint activity report, in order to
analyse the data as reported, the CCG had requested the underlying detail from NHSE to investigate
further, however we have been told that this detail cannot be made available to us
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Appendix 3

Liverpool CCG - Performance Dashboard 2018/19
Apr

Q1
May

Jun

Actual

89.7%

89.8%

Plan

95%

95%

Actual

6.69%

Plan

4%

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

Actual

87.8%

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

Actual

Metric

2018-19

Jul

Q2
Aug

Sep

89.5%

89.8%

89.8%

87.7%

95%

95%

95%

95%

6.60%

4.60%

4.40%

3.20%

2.47%

3%

2%

1%

1%

1%

88.5%

87.6%

87.1%

86.70%

86.1%

Oct

Q3
Nov

Dec

Jan

Q4
Feb

Mar

95%

95%

95%

95%

95%

95%

1%

1%

1%

1%

1%

1%

YTD

1718 and 1819
Trend

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

89.4%
95%

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

No of Incomplete Pathways Waiting over 52 weeks
e-Referral Utilisation
NHS e-Referral Service (e-RS) Uilisation Coverage
% of referrals for a 1st Outpatient appointment that are made using the NHS e-RS

Plan

89%

89%

89%

89%

90%

91%

32,809

31,547

31,932

31,704

32,546

32,724

4.73%
4%
87.4%
91%

92%

92%

92%

92%

92%

89%

30,547

30,366

29,643

30,005

29,462

29,914

30,005

32,724

Plan

30,005

30,366

30,276

30,095

30,366

30,366

Actual

13

9

13

18

14

9

Plan

5

5

4

2

0

0

0

0

0

0

0

0

Actual

53%

55%

59%

60.3%

Plan

85%

87%

90%

92%

95%

100%

100%

100%

100%

100%

100%

100%

0

0

0

0

0

0

0

93%

93%

93%

93%

93%

93%

93%

9
4
60.3%
87%

EMSA
Actual

0

0

0

0

2

Plan

0

0

0

0

0

Actual

92.2%

90.9%

87.8%

91.6%

92.2%

Plan

93%

93%

93%

93%

93%

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

Actual

92.1%

98.0%

95.5%

92.7%

96.6%

Plan

93%

93%

93%

93%

93%

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

Actual

97.2%

97.4%

96.3%

97.7%

98.1%

Plan

96%

96%

96%

96%

96%

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

Actual

100.0%

96.4%

100.0%

89.3%

95.9%

Plan

94%

94%

94%

94%

94%

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

Actual

98.3%

100.0%

100.0%

99.1%

100.0%

Plan

98%

98%

98%

98%

98%

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

Actual

98.6%

97.1%

100.0%

98.5%

96.1%

Plan

94%

94%

94%

94%

94%

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

Actual

78.6%

76.8%

75.2%

77.1%

79.6%

Plan

85%

85%

85%

85%

85%

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

Actual

84.6%

93.3%

85.7%

91.3%

100.0%

Plan

90%

90%

90%

90%

90%

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

Actual

88.9%

87.5%

75.0%

88.9%

86.4%

Plan

85%

85%

85%

85%

85%

Mixed sex accommodation breaches

2
0

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

91.0%
93%
95.0%
93%

93%

93%

93%

93%

93%

93%

93%
97.3%

96%

96%

96%

96%

96%

96%

96%

96%
96.1%

94%

94%

94%

94%

94%

94%

94%

94%
99.6%

98%

98%

98%

98%

98%

98%

98%

98%
97.9%

94%

94%

94%

94%

94%

94%

94%

94%
77.4%

85%

85%

85%

85%

85%

85%

85%

85%
91.3%

90%

90%

90%

90%

90%

90%

90%

90%
85.2%

85%

85%

85%

85%

85%

85%

85%

85%
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Liverpool CCG - Performance Dashboard 2018/19
Apr

Q1
May

Jun

Jul

Q2
Aug

Actual

70.2%

70.5%

70.2%

70.97%

70.07%

Plan

70%

70%

70%

70%

70%

Metric

2018-19
Sep

Oct

Q3
Nov

Dec

Jan

Q4
Feb

Mar

70%

70%

70%

70%

70%

70%

70%

YTD

1718 and 1819
Trend

MENTAL HEALTH
Dementia Diagnosis
Estimated diagnosis rates

70.1%
70%

IAPT
% of people who receive psychological therapies - Roll Out

Actual

2.93%

Plan

4.2%

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

Actual

48.1%

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

Actual

96.90%

97.20%

96.90%

98.10%

Plan

75%

75%

75%

75%

Actual

100%

99%

100%

99%

Plan

95%

95%

95%

Early intervention in Psychosis waiting times: % referrals to and within the Trust with
suspected first episode psychosis or at ‘risk mental state’ that start a NICE-recommended
package care package in the reporting period within 2 weeks of referral.
Care Programme Approach

Actual

56.00%

57.14%

Plan

53.0%

53%

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

Actual

96.66%

Plan

95.0%

Actual

14.2%

Plan

8%

Actual

85.00%

Plan

90.0%

Actual

67%

Plan

Plan

50.0%

4.2%

4.2%

4.8%

17.352%

50.0%

50.0%

50.0%

50.00%
98%

75%

75%

75%

75%

75%

75%

75%

75%

75.00%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95.00%

56.25%

58.62%

54.16%

53%

53%

53%

99%

56.40%
53%

53%

53%

53%

53%

53%

53%

53%
96.66%

95.0%

95.0%

95.0%

8%

8%

8%

90.0%

100.0%

100.0%

66.7%

66.7%

100.0%

100.0%

18.6%

18.6%

18.6%

18.6%

95%

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

14%
8%

CYP - Eating Disorders
Waiting Times for Routine Referrals to CYP Eating Disorder Services - Within 4 Weeks
Waiting Times for Urgent Referrals to CYP Eating Disorder Services - Within 1 Week
LEARNING DISABILITIES
AHCs delivered by GPs for patients on the Learning Disability Register
Pa ti ents a ged 14 or over on the GPs Lea rni ng Di s a bi l i ty Regi s ter recei vi ng a hea l th check
wi thi n the qua rter

Actual
Plan
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Liverpool CCG - Performance Dashboard 2018/19
Apr

Q1
May

Jun

Jul

Q2
Aug

Actual

5,382

5,691

5,662

5,961

5,734

Plan

5,432

5,538

5,800

5,857

Variance

-0.9%

3%

-2%

Actual

4,756

4,968

Metric
ACTIVITY
Total Elective Admissions

Total Daycase Admissions

Total Ordinary Admissions

Total Non-Elective Admissions

Total Non-Elective Admissions - 0 LoS

Total Non-Elective Admissions - +1 LoS

Total A&E Attendances (excluding Planned Follow Ups)

2018-19
Sep

Oct

Q3
Nov

5,457

5,659

5,977

6,015

5,098

5,551

5,590

5,954

2%

5%

-100%

-100%

-100%

-100%

-100%

-100%

-100%

5,014

5,209

5,057

Dec

Jan

Q4
Feb

Mar

YTD

1718 and 1819
Trend

28,430
28,084
1.23%
25,004

Plan

4,790

4,884

5,115

5,165

4,812

4,990

5,271

5,304

4,496

4,895

4,930

5,251

Variance

-0.7%

2%

-2%

1%

5%

-100%

-100%

-100%

-100%

-100%

-100%

-100%

Actual

626

723

648

752

677

24,766
1.0%
3,426

Plan

642

654

685

692

645

669

706

711

602

656

660

703

Variance

-2.5%

11%

-5%

9%

5%

-100%

-100%

-100%

-100%

-100%

-100%

-100%

Actual

5,822

6,151

5,873

6,124

6,019

3,318
3.3%
29,989

Plan

5,673

5,937

5,757

5,951

5,770

5,729

5,954

5,735

5,797

5,882

5,467

6,085

Variance

2.6%

3.6%

2.0%

3%

4%

-100%

-100%

-100%

-100%

-100%

-100%

-100%

Actual

2,363

2,437

2,389

2,621

2,482

29,088
3.10%
12,292

Plan

2,272

2,378

2,306

2,384

2,311

2,295

2,385

2,297

2,322

2,356

2,190

2,438

Variance

4%

2.5%

3.6%

10%

7%

-100%

-100%

-100%

-100%

-100%

-100%

-100%

Actual

3,459

3,714

3,484

3,503

3,537

11,651
5.50%
17,697

Plan

3,401

3,559

3,451

3,567

3,459

3,434

3,569

3,438

3,475

3,526

3,277

3,647

17,437

Variance
Actual

1.7%
28,193

4.4%
30,816

1.0%
29,083

-1.8%
29,852

2%
26,976

-100%

-100%

-100%

-100%

-100%

-100%

-100%

1.5%
144,920

Plan

28,218

29,531

28,638

29,600

28,700

28,499

29,617

28,526

28,832

29,255

27,192

30,275

144,687

Variance

-0.1%

4.4%

2%

1%

-6.0%

-100%

-100%

-100%

-100%

-100%

-100%

-100%

0.2%
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Performance Dashboard 2018/19 : Provider Level
ROYAL
LIVERPOOL &
BROADGREEN
UNIVERSITY
HOSPITALS RQ6

AINTREE
UNIVERSITY
HOSPITAL NHS
FOUNDATION
TRUST - REM

86.8%

85.5%

93.7%

Sep-18

7,676

7,388

4,731

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

Sep-18

118,614

86,860

28,992

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

Sep-18

0

0

0

0

0

0

0

Aug-18

1%

3.2%

2.6%

1.0%

22.2%

3.5%

0.0%

Aug-18

92%

81.6%

89.3%

92.0%

91.4%

86.4%

94.2%

Aug-18

0

1

0

0

0

21

0

0

Aug-18

0

0

0

0

0

0

0

Aug-18

0

0

0

0

0

0

6.9%

0.0%

16.8%

0.0%

95.40%

METRIC

REPORTING
TARGET
PERIOD

LIVERPOOL
ALDER HEY
LIVERPOOL
CLATTERBRIDGE
HEART &
MERSEY
SPIRE
CHILDREN'S
WOMEN'S
THE WALTON
CENTRE FOR
CHEST
CARE NHS LIVERPOOL NHS
NHS
CENTRE - RET
ONCOLOGY HOSPITAL NHS
TRUST - RW4
NT337
FOUNDATION
FOUNDATION
REN
FOUNDATION
TRUST - RBS
TRUST - REP
TRUST - RBQ

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

Sep-18

95%

98.8%

6,552
0

0

0

0.0%

0.0%

96.3%

97.9%

0

0

0

0

0

0

0

0

0

0.0%

4.7%

0.0%

0.0%

0.0%

100.00%

93.60%

100.00%

100.00%

100.00%

81.40%

100.00%

97.50%

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

Q1 18/19

CANCER
Cancer Waiting Times
% Patients seen within two weeks for an urgent GP referral for suspected cancer
% of patients seen within 2 weeks for an urgent referral for breast symptoms
% of patients receiving definitive treatment within 1 month of a cancer diagnosis (31 days)
% of patients receiving subsequent treatment for cancer within 31 days -Drug Treatments

Appendix 4

Aug-18

93%

91.60%

93.23%

Aug-18

93%

96.60%

87.90%

Aug-18

96%

97.30%

99.25%

100.00%

Aug-18

98%

100.0%

100.0%

100.0%

100.0%
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Performance Dashboard 2018/19 : Provider Level
METRIC

REPORTING
TARGET
PERIOD

ROYAL
LIVERPOOL &
BROADGREEN
UNIVERSITY
HOSPITALS RQ6

AINTREE
UNIVERSITY
HOSPITAL NHS
FOUNDATION
TRUST - REM

94.1%

96.6%

LIVERPOOL
ALDER HEY
LIVERPOOL
CLATTERBRIDGE
HEART &
MERSEY
SPIRE
CHILDREN'S
WOMEN'S
THE WALTON
CENTRE FOR
CHEST
CARE NHS LIVERPOOL NHS
NHS
CENTRE - RET
ONCOLOGY HOSPITAL NHS
TRUST - RW4
NT337
FOUNDATION
FOUNDATION
REN
FOUNDATION
TRUST - RBS
TRUST - REP
TRUST - RBQ

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

Aug-18

94%

-

100.0%

100.0%

100.0%

Aug-18

94%

Aug-18

85%

80.60%

83.90%

Aug-18

90%

100.00%

100.00%

Aug-18

85%

94.80%

84.40%

Q1 18/19

95%

97.20%

Aug-18

53%

58.80%

97.8%
100.00%

-

63.64%

30.70%

61.10%

100.00%

83.30%

83.30%

78.70%

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

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

Q1 18/19

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

Q1 18/19

85.20%

95%

66.70%

HEALTHCARE AQUIRED INFECTIONS
MRSA
Number of MRSA Bacteraemias

Sep-18

Actua l

2

3

0

0

0

0

0

0

0

Pl a n

0

0

0

0

0

0

0

0

0

Actua l

17

22

0

1

0

4

0

0

1

Pl a n

22

22

0

2

0

5

0

0

2.0

Cdifficile
Number of C.Difficile infections

Sep-18
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Liverpool CCG Whole System Outcomes Report

OCTOBER 18 UPDATE
Key

England
Target/Plan
Average

Previous
Position

Latest
Position

33.9%

39.0%

38.7%

601.8

1630.6

1637.1

202.8

264.7

256.5

14.6%

17.6%

18.2%

LCCG Position to
benchmark

Reporting
Period

Rank
1=Best

Preferred
direction

Average

Metric

National data for
benchmark

Indicator Type

RightCare Peers

Direction

NHS Liverpool CCG

38.7%

35.6%

11

worse

1367.3

853.0

10

worse

350.3

208.2

11

worse

18.2%

16.7%

9

worse

Trend

CHILDREN'S AND MATERNITY
Percentage of children aged 10-11 classified as overweight or obese
Child A&E attendance rate per 1,000 population aged 0-4 years
Emergency admissions for asthma - rate per 100,000 aged 0-19 years
Pupils with special educational needs (SEN): % of all school age pupils with
special educational needs

Percentage
Rate per
1,000
Rate per
100,000
Percentage

Higher = Bad
2014/15 to
Lower = Good
2016/17
Higher = Bad Aug 2018 (12
Lower = Good
mths)
Higher = Bad Jul 2018 (12
Lower = Good
mths)
Higher = Good
2017
Lower = Bad






CHILD AND ADOLESCENT MENTAL HEALTH
Number of A&E Attendances due to Mental Health (Exc Substance misuse)
presentations (children's <18)

count

Reduction

Jul-18

133

19

10

Emergency Admissions to Acute Hospital with a Mental Health Reason (Exc
Substance Misuse)

count

Reduction

Q1 18/19

14.4

7.0

7.0

Average

Reduction

Q1 18/19

3.0

2.4

7.0

Number of A&E Attendances due to Self Harm <18

Count

Reduction

Jul-18

129

11

6

Number of bed days for CYP under 18 in CAMHS Tier 4 wards

Count

Reduction

1,207

121

105

Number of admissions of CYP under 18 in CAMHS Tier 4 wards

Count

Reduction

114

15

7

Bed days of CYP under 18 adult in patient wards

Count

Reduction

0

50

0

Number of CYP under 18 in adult in patient wards

Count

To Target

1

0

7.2

24.9

23.0

44.6

4.8

10.5

Average Length of Stay to Acute Hospital with a mental health reason.

Waiting Times (Weeks): Referral to Assesment Liverpool Total

Average

To Target

Waiting Times Referral to Assesment (weeks) YPAS

Average

To Target

Waiting Times Referral to Assesment (Weeks) PSS

Average

To Target

Aug-18
Aug-18
Q4 17/18
Q4 17/18

0

Q1 18/19

6.0

Q1 17/18

6.0

Q1 18/19

6.0
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Liverpool CCG Whole System Outcomes Report

OCTOBER 18 UPDATE
Key

Previous
Position

Latest
Position

Count

Reduction

Jul-18

2,265

148

192

Total Presentations to A&E by Emergency Service or Police age 18+

Count

Reduction

Jul-18

1,733

114

129

Count

Reduction

Jul-18

1,015

85

72

Average

Reduction

Jul-18

7.8

9.0

7.4

Percentage

Increase

Q1 18/19

100%

100%

88%

Count

Reduction

Jun-18

1,121

135

81

Percentage

Increase

Sep-18

60%

44.7%

44.7%

Percentage

Increase

Sep-18

63%

70.2%

65.3%

CWP ADHD (CWP) Numbers Waiting

Count

Reduction

Aug-18

801

976

1013

CWP ADHD (CWP) Average Wait ( in Weeks)

Weeks

Reduction

Aug-18

83

89

89

CWP Discharge : Referral Rate (Number of Referrals to every Discharge)

Rate

Reduction

Aug-18

1: 6.16

1: 10.67

1: 2.73

MH Out of Area Placements for acute mental health inpatient care (IAF)

Rate

Reduction

Feb-18

LCCG Position to
benchmark

Number of A&E Attendances for MH and Poisoning and Alcohol age 18+

England
Target/Plan
Average

Rank
1=Best

Reporting
Period

Average

Preferred
direction

National data for
benchmark

Metric

Indicator Type

RightCare Peers

Direction

NHS Liverpool CCG

88%

98%

11/11

Worse

80.0%

76.9%

2/11

Better

104.00

5/11

Better

Trend

ADULT MENTAL HEALTH

Total Number of Admissions to Acute Hospital age 18+ for MH or Substance
Misuse (Primary Diagnosis)
Average Length of Stay at Acute Hospital age 18+ for MH or Substance
Misuse (Primary Diagnosis)
Proportion of admissions to acute wards that were gate kept by the CRHT
teams (QA)
Total Number of Non Elective admissions for psychosis age 18-65
Percentage of patients with a SMI and received a Health Check (GP actuals)
age 40+ (PCQF)
Percentage of patients diagnosed with dementia whose care plan has been
reviewed in a face to face review in the preceding 12 months

98.40%

119

32.40













32.40
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Previous
Position

Latest
Position

Completeness of the GP learning disability register (All Ages)

Percentage

Increase

Oct-18

0.47%

Percentage of people (aged 14+) with a learning disability on GP register
receiving an annual health check

0.54%

0.55%

0.54%

74%

57.9%

56.2%

Aug-18

1,343

134

124

Reduction

Aug-18

4.6

2.7

4.2

Count

Reduction

Sep-18

9

11

14

Count

Increase

Sep-18

9

12

12

Reduction

Q4 2017/18

66

64









Percentage

Increase

Oct-18

48.8%

Emergency hospital admissions to Acute trust for all age patients on LD
Register (rolling 12 M position)

Count

Reduction

Average Length of stay for NE Admissions to Acute trust

Count

Number of admissions of patients detained under MHA in specialist LD
hospitals during a rolling 12 month period
Number of discharges of patients detained under MHA in specialist LD
hospitals during
ap
rolling 12 month gperiod
p
p p

Higher = Good
Lower = Bad

Aug-18

13.71%
73,226

13.85%
73,953



71.03%

71.79%

42,541

43,390

77.15%

76.25%

52,734

52,616

8.40%

11.20%

LCCG Position to
benchmark

England
Target/Plan
Average

Rank
1=Best

Reporting
Period

Average

Preferred
direction

National data for
benchmark

Metric

Indicator Type

RightCare Peers

Direction

NHS Liverpool CCG

0.50%

0.54%

5/11

Worse

47.6%

43.40%

5/11

Better

66

59

6/11

Better

13.57%

12.76%

5

Higher

Trend

LEARNING DISABILITIES

transforming care partnership. CCGs assigned the score of the TCP they
belong to

score

CARDIOVASCULAR DISEASE
Hypertension Prevalence
(Proportion of total practice population, all ages)
Patients with hypertension aged <80 in whom the last blood pressure
reading (measured in the preceding 12 months) is 140/90 mmHg or less
(NICE Guideline)
% Patients aged 65+ who have had manual pulse check in last 12 months
(excluding patients with confirmed AF)
People with diabetes diagnosed less than a year who attend a structured
education course

Percentage
Percentage

Higher = Good
Lower = Bad

Percentage

Higher = Good
Lower = Bad

Aug-18

Percentage

Higher = Good
Lower = Bad

2016/17

13.83%

Aug-18

15%
63.20%
88.00%

7.30%





11.20%

4.10%

5

Better

'09 '10 '11 '12 '13 '14 '15 '16 '17 '18 '19

'17

'18

'19

'17

'18

'19

'15

'16

'17
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Key

NHS Liverpool CCG

Target/Plan

2017/18

57.86%

67.50%

2017/18

35.36%

60.00%

Aug-18

39.70%

Previous
Position

Latest
Position

45.80%
335
56.52%
373
43.06%
11,834

53.87%
411
59.30%
392
40.47%
11,318

LCCG Position to
benchmark

England
Average

Rank
1=Best

Reporting
Period

Average

Preferred
direction

National data for
benchmark

Metric












--

53.87%

65.18%

9

Worse

59.30%

50.44%

2

Better

43.70%

39.70%

1

Better

1,156

1,088

9

Worse

3,256

2,542

9

Worse

71.00%

69.00%

1

Better

5.60%

5.92%

10

Lower

3.02%

2.36%

3

Higher

Direction

Indicator Type

RightCare Peers

Trend

CARDIOVASCULAR DISEASE (continued)
No (%) of applicable patients who go direct to to stroke unit within 4 hours

Percentage

Percentage of patients treated by a stroke skilled Early Supported Discharge
team

Percentage

% Diabetes patients achieving all 3 treatment targets (Chol, BP, HbA1c)

Percentage

CHD (Including MI) : Total Non-Elective Admissions

count

Chest Pain : Total Non-Elective Admissions

count

Diabetes : Total Non-Elective Admissions

count

Heart Failure : Total Non-Elective Admissions

count

Stroke: Total Non-Elective Admissions

count

Syncope and Collapse: Total Non-Elective Admissions
Chronic Ambulatory Care Sensitive Conditions: Total Non-Elective
Admissions
Urgent Care Sensitive Conditions: Total Non-Elective Admissions
The proportion of carers with a long term condition who feel supported to
manage their condition

count
DSR per
100,000
Rate per
100,000
Percentage

Higher = Good
Lower = Bad
Higher = Good
Lower = Bad
Higher = Good
Lower = Bad
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Good
Lower = Bad

Aug-18

1,609

1,607

1,564

Aug-18

1,511

3,108

3,640

Aug-18

497

495

531

Aug-18

497

697

733

Aug-18

933

914

870

Aug-18

543

646

738
1,156
5,301

Mar-18

838

1,113
5,068

Q3 17/18

2,346

3079

3256

2017/18

65.00%

---

71.00%

Aug-18

5.94%

Aug-18

1.87%

'14

'15

'14

'15

'15

'11

'16
'16

'16

'12

'17

'13

'14

'17

'18

'17

'18

'18

'15

'16/17

'19

'16

'17

'18

'17/18

RESPIRATORY
Asthma Prevalence
(Percentage of Practice Register with Asthma, All Ages)
COPD Prevalence
(Percentage of Practice Register with COPD, All Ages)
Patients with COPD patients with MRC2+ referred to pulmonary rehab ever
Uptake rate for Pulmonary rehab
Number of patients completing pulmonary rehabilitaton

Percentage
Percentage
Percentage

Higher = Good
Lower = Bad
Higher = Good
Lower = Bad
Higher = Good
Lower = Bad

Percentage

Higher = Good
Lower = Bad

Percentage

Higher = Good
Lower = Bad

Chronic obstructive pulmonary disease: Total Non-Elective Admissions

Count

COPD and Asthma 0/1 Day LOS admissions where the patient arrived at A&E
via ambulance

Count

Higher = Bad
Lower = Good
Higher = Bad
Lower = Good

Aug-18

18.20%

Jul-18

88.1%

5.86%
31,324
3.13%
16,744

5.85%
31,251
3.17%
16,949
26.11%
3,056




56.75%

54.56%






845

856

92.07%

96.85%

Jul-18

74.8%

778

829

Aug-18

1,739

1,903

2,003

Aug-18

1,002

1,148

1,177

'11 12

'12 13

'14 15

'16 17

'1819

'11 12

'1314

'1516

'1718

'1819

'1516

1617

'1718

'1819

'1516

1617

'1718

'1819
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Key

England
Target/Plan
Average

Previous
Position

Latest
Position

LCCG Position to
benchmark

Reporting
Period

Rank
1=Best

Preferred
direction

Average

Metric

National data for
benchmark

Indicator Type

RightCare Peers
Direction

NHS Liverpool CCG

52.3%

56.9%

11

worse

67.7%

70.6%

9

worse

64.3%

70.0%

11

worse

51.2%

51.2%

7

same

Trend

CANCER
Bowel Screening Coverage (Population Aged 60-74 Screened Over 2.5 Years)
Percentage
(%)
Females aged 25-64 who have had Cervical Smear Coverage Over 3.5/5.5
Percentage
years (%)
36 month coverage for Breast screening aged 50-70

Percentage

Cancers diagnosed at early stage

Percentage

Higher = Good
Lower = Bad
Higher = Good
Lower = Bad
Higher = Good
Lower = Bad
Higher = Good
Lower = Bad

Mar-18

59.2%

54%

53.3%

53.4%

Mar-18

72.1%

80%

67.0%

67.2%

Mar-18

72.5%

70%

57.8%

57.8%

2016

52.6%

48.6%

51.2%

0.5%

16.1%

0%

0%






PLANNED CARE
Proportion of First Outpatient Attendances conducted virtually

Percentage

Increase

Aug-18

Number of Elective spells under PLCV category 2 (Dermatology)

Count

Reduction

Aug-18 FOT

501

501

509

Number of Elective spells under PLCV category 18.3 (Varicose Veins)

Count

Reduction

Aug-18 FOT

47

75

86

Percentage

Increase

Q2 1819 YTD

80%

82.6%

77.1%

Count

Increase

Sept-18 FOT

1,416

746

808

Percentage of asynchronous responses provided within 2 working days.
Increase in GP use of advice & guidance for available specialities / trusts (to
14,156 requests per year by 20/21)
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Key

Target/Plan

Previous
Position

Latest
Position

count

reduction

Aug17- Jul18
Month 4

local
measure

2217

2,495

2,595

rate per
100,000

reduction

Aug17- Jul18
Month 4

1994

2,434

2,511

Percentage

reduction

Apr-Mar18

13.1%

tbc

13.1%

13.2%

BCF : Delayed Transfers for Care from Hospital

rate per
100,000

reduction

Q1 18/19

n/a

904.5

986.1

901.0

BCF : Care homes: permanent admissions to residential and nursing care
homes

rate per
100,000

decrease

Q1 18/19

610.7

789.1

759.0

757.7

BCF : Number of patients still at home 91 days after discharge from reablement services

Percentage

increase

Q1 18/19

82.5%

76.0%

86.0%

81.6%

IAF : Percentage of deaths with three or more emergency admissions in last
three months of life

Percentage

decrease

2017

5.4%

6.2%

5.7%

Proportion dying in hospital

Percentage

reduction

45.9%

52.1%

52.4%

Proportion dying in home

Percentage

increase

In the last 24m the proportion of patients who died in their preferred place

Percentage

increase

Q2 18/19

Social care reported quality of life - ASCOF 1A

Percentage

increase

2016/17

19.1%

Digital: Telehealth

count

cumulative

Sep-18

local
measure

Digital: Telecare Installations

count

cumulative

Aug-18

rate per
100,000

reduction

LCCG Position to
benchmark

England
Average

Rank
1=Best

Reporting
Period

Average

Preferred
direction

National data for
benchmark

Metric

Indicator Type

RightCare Peers

Direction

NHS Liverpool CCG

2896

2280

9

worse

13.2%

13.6%

4

better

Trend

COMMUNITY NEIGHBOURHOOD & DIGITAL
Number of Hospital Admissions from a Care Home
IAF : Emergency admissions due to falls in people aged 65 and over
Readmissions within 30 days of discharge

Rate of alcohol specific hospital admission per 100,000 age-sex weighted
popualtion

2017/18 Q1 2017/18 Q4
2017/18 Q1 2017/18 Q4

23.5%

24.5%

23.9%

67.74%
422

69.38%
392

19.1%

18.8%

19.1%

850

770

964

local
measure

242

342

2017/18

107.2

285.9

238.2

successful completion of drug treatment - opiate and non opiate users

percentage

increase

2016

14.8%

20.6%

18.1%

HIV late diagnosis

percentage

reduction

2015-17

41.1%

51.2%

48.5%

89%

86%

8.4

8.3

PRIMARY CARE & PRESCRIBING
IAF : Overall patient experience of GP survey

Percentage

Increase

Apr-18

83.75%

IAF : AMR: No of co-amoxiclav, cephalosporins and quinolones as a % of the
total number of selected antibiotics prescribed in primary care

Percentage

Reduction

Jun-18

8.7

10 or
below





















8

9

10

11

12

1

2

3

4

5

8

9

10

11

12

1

2

3

4

5

7

6

Apr 'May 'Jun 'Jul 'Aug 'Sep 'Oct 'Nov 'Dec 'Jan 'Feb ' Mar
Q1 17/18 Q2 17/18 Q3 17/18 Q4 17/18 Q1 18/19

5.7%

5.50%

8

worse

52.4%

48.6%

10

Worse

23.9%

24.3%

8

worse

19.1%

19.2%

9/11

worse

'Q1 17/18

Q2 17/18

'Q3 17/18

'Q1 17/18

Q2 17/18

'Q3 17/18

'16/17
11/12
'10
'9

'11
'10

'11

'Q4 17/18

'17/18

'12/13
'12

'Q4 17/18

'13/14

'14/15

'15/16

'16/17

'1

'2

'3

'4

'5

'6

'7

'12

'1

'2

'3

'4

'5

'6

Worse

238.2

136.9

10

18.1%

12.4%

2

Better

48.5%

40.2%

8

Worse

85.9%

84.2%

3

Better

8.3

9.3

3

Better

'Q

'1819
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
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Title of Report
Lead Governor

Assisted Conception and Criteria Based
Clinical Treatments (CBCT) Policy review
Monica Khuraijam
GP Governing body lead

Senior
Management
Team Lead

Cheryl Mould
Primary Care and Community Programme
Director

Report Author

Judith Neilson
Service Implementation Manager – Planned
Care

Summary

The paper asks the Governing Body to
decide whether it wishes to review the
number of IVF cycles offered under the
policy and therefore include this issue
alongside other topics within the public
engagement planned for December 2018.

Recommendation

That Liverpool CCG Governing Body:
 Consider the information within the
paper
 Make a decision whether to review the
number of IVF cycles to be provided in
Liverpool for registered CCG patients
and therefore include that issue within
the planned public engagement
 Agree the overall engagement
approach
NHS constitution and NHS Act 2006 (
relating to legal duty to involve patients and
public)

Relevant
standards/targets
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ASSISTED CONCEPTION POLICY REVIEW

1.

PURPOSE
The purpose of the paper is to set out the Assisted Conception
policy review undertaken to date, to agree the engagement
approach and to decide whether to include a review of the number
of in vitro fertilisation (IVF) cycles offered in Liverpool and therefore
to include a question regarding this in the forthcoming engagement.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Consider the information within the paper.
 Make a decision whether to review the number of IVF cycles to
be provided in Liverpool for registered CCG patients and
therefore include that issue within the planned public
engagement.
 Agree the overall engagement approach.

3.

BACKGROUND
Five Merseyside CCGs (Liverpool, St Helens, Southport & Formby,
South Sefton and Halton) and Warrington CCG have been working
collaboratively on the review of the Criteria Based Clinical
Treatment policy (previously Procedures of Limited Clinical Priority)
and fertility policy. The fertility policy was last reviewed in 2015 with
public engagement and consultation taking place in 2014 as part of
this process.
Midlands and Lancashire Commissioning Support Unit are
providing support in the review of all procedures within Criteria
Based Clinical Treatment policy and the assisted conception policy
and in engagement. In order to inform the development of the
assisted conception policy it is proposed that a period of
engagement with stakeholders and the public runs between
December 2018 and February 2019. This will take the form of an
online survey and 20 telephone surveys. Engagement findings will
then be shared with the project group to inform the review and
determine whether any further engagement is required.
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The subject matter and survey will be scrutinised by Liverpool
CCGs Public and Patient Engagement and Experience group and
the Quality, Standards and Outcomes Committee prior to any
engagement activity commencing.
4.

POLICY REVIEW
In reviewing the current policy, there are a number of areas that the
trusts and Individual Funding Request (IFR) panel have reported
are ambiguous and the policy is difficult to navigate for the public.
As part of the review there will be a requirement to engage with the
public and stakeholders to inform the policy development and its
fitness for purpose. At this stage the review is suggesting the
following issues may benefit from a change in the policy and that
feedback from the public is sought about these issues in an
engagement exercise opening in December 2018:A. At present the policy states that only women aged over 23 can
access IVF treatment. The engagement plans to ask about
updating the policy in accordance with NICE CG156 to ‘women
of reproductive age’.
B. The current local policy covers storage of embryos but doesn’t
say how long the cost of storage will be covered by the NHS
following a successful live birth and the policy review is
considering whether time limits should be introduced in these
circumstances. This would mean people could then choose to
have their embryos stored privately or decide on another option,
which could include donation or allowing them to perish. It is
proposed to ask for people’s views on this.
C. Currently, up to 12 Intra-uterine-insemination (IUI) cycles are
offered to some patients before they progress to IVF. IUI is
generally less successful than IVF, and completing 12 cycles of
IUI means it takes longer before a woman can start IVF. The
review is considering reducing the number of IUI cycles required
to six at the discretion of the clinician to reduce delay and it is
proposed to ask people’s views on this.
D. At present the policy could be interpreted to require same
sex/single women to incur costs and procedures to prove
infertility greater than that required for heterosexual couples. It is
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proposed to ask for people’s views on amending the wording to
improve equity.
E. The review is considering improving the clarity of the wording
around childlessness, but not the definition, and to engage
people about this.
F. The review is proposing additional content to clarify equity of
treatment for eligible transgender patients and the engagement
will ask the community about this.
These issues are currently being considered for joint public
engagement by NHS Liverpool CCG, South Sefton, Southport and
Formby and St Helens CCGs. Liverpool CCGs engagement and
communications teams have been advising MLCSU regarding
engagement requirements, the CSU has been contracted to deliver
the engagement.
5.

IVF CYCLES
In addition, each CCG is considering whether it wishes to review
the number of IVF cycles offered under the policy. NHS Liverpool
CCG Governing Body are in this report asked to decide whether
they wish to consider changes to the number of cycles made
available at this time and therefore whether to include this topic
within the proposed engagement.
The number of IVF cycles offered since the 2015 policy review is
detailed in table 1 below.
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Number of
IVF Cycles

CCG

2/3*

Liverpool CCG

Commentary

Commissioned

*NHS Liverpool CCG will fund two cycles of IVF, with a
third cycle only funded via Individual Funding Request if
exceptionality is evidenced.

March 2015

*For women aged 23-39 St. Helens CCG offers 2 cycles.
For women aged 40 and up to 42, they can apply for 1
cycle through an Individual Funding Request process
provided:

•
•
St. Helens CCG

2/3*

•
•

They have never previously had IVF (including
private treatment).
There is no evidence of low ovarian reserve (see
section 3.4).
There has been a discussion about the implications
of IVF at this age.
The cycle must commence prior to the woman’s
42nd birthday.

November 2015

If patients have funded 2 or more IVF cycles privately they
will not be entitled to any NHS funded cycles.
If patients have funded 1 cycle privately they will be
entitled to 1 NHS funded cycle.
NHS Warrington CCG will fund of up to three IVF cycles
for eligible patients - eligibility to be established by
reference to the new Fertility Policy from the new financial
year 01.04.15.

Warrington CCG

3

Southport &
Formby CCG

3

March 2015

3

March 2015

3

March 2015

South Sefton CCG
Halton CCG

March 2015

Table 1: IVF cycles currently offered

NICE clinical guideline CG156 ‘Fertility problems: assessment and
treatment’ was last updated in 2017 and has maintained the
recommendation that 3 cycles of IVF are offered to women under
the age of 40. Further detail of the evidence is provided in the
Appendix to this report.
6.

OTHER CBCT POLICIES
The CBCT review is also considering a range of policies other than
assisted conception and these may be included in the engagement
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phase beginning in December, subject to agreement through the
appropriate stages of Liverpool CCGs governance.

7.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
7.1 Does this require public engagement or has public
engagement been carried out? Yes. A separate engagement
plan is being formulated by Midlands and Lancashire
commissioning support unit as described above.
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.

7.2 Does the public sector equality duty apply? Yes. MLCSU
are undertaking a full EIA as part of the project
i.
ii.

If no please state why
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.

7.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
a)
Economic wellbeing
b)
Social wellbeing
c)
Environmental wellbeing
The proposals are likely to impact only around social wellbeing, the
impact will not be known until after the engagement reports.
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7.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
The changes being considered aim to reduce inequality of
opportunity for transgender and same sex couples and women
aged 18-23.

8.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
The policy review aims to ensure that access to treatment is
appropriate, evidence based and effective; thereby promoting
financial sustainability.

9.

CONCLUSION
The Governing Body is asked to note the assisted conception
policy group’s review work and the topics being considered for
update and engagement.
The Governing Body is asked to decide whether it wishes to retain
the current Liverpool CCG offer for IVF cycles or whether it wishes
to ask members of the public about the potential of changing the
number of cycles. At this stage, the public would be asked whether
they would support any change. After considering that feedback
and should Liverpool CCG wish to make any changes, consultation
about the nature of those changes would be required.
The current policy criteria will remain in place until completion of
the policy review and Governing Body approval is gained. MLCSU
have indicated a provisional timescale of quarter 2 2019/20.
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APPENDIX 1 – EVIDENCE RELATING TO IVF
The NICE evidence in determining this includes a table on the
associations of potential predictors of live birth following IVF.
Below is the information they provided on the association the
number of cycles undertaken has on the potential success rate.
Factor

Unadjusted
OR
st
Cycle (1 Cycle is the reference)
2nd
0.81
3rd
0.78
th
4
0.73
5th
0.77
th
6
0.66

95% CI

0.78 to 0.84
0.76 to 0.82
0.68 to 0.77
0.70 to 0.85
0.60 to 0.72

Table 2: Associations of potential predictors of live birth following IVF

NICE are clear that the first cycle of treatment has the best chance
success and the overall chance of a live birth with IVF treatment
falls as the number of unsuccessful cycles increases. Based on
the data in table 2 patients on their second cycle of IVF are on
average around 20% less likely to have a successful pregnancy.
However, NICE advise that it is difficult to apply an epidemiological
approach to understanding the effectiveness of assisted
conception services as patient and treatment factors can vary so
widely and are not well documented in the data available
NICE argue that the cumulative effect of three cycles of IVF
increases the chances of a successful pregnancy to between 45%
and 53% which is why they recommend 3 cycles of IVF is offered
to women under 40.
NATIONAL PICTURE
Fertility Fairness provides information on the number of IVF cycles
offered by CCG’s across England. Table 3 below details the
provision as at October 2017
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Number of Cycles
offered
0

Number of CCGs
offering cycles
7

1*

126

61%

2

50

24%

Liverpool CCG , St Helens CCG

3

24

12%

Halton CCG, South Sefton CCG,
Southport and Formby CCG,
Warrington CCG

Percentage

Merseyside and Warrington
CCGs

3%

*this includes CCG’s which offer a ‘partial’ cycle e.g. 1 fresh and 1
frozen embryo implanted and not a ‘full’ cycle i.e. all resultant fresh
and frozen embryos are implanted
ACTIVITY LEVELS AND FINANCIAL SPEND ON IVF CYCLES
Liverpool CCG has a higher level of activity and spend on IVF
cycles than its neighbouring CCG’s even taking into account the
population sizes. The table below from the Hewitt Fertility Centre
details the number of cycles by CCG over the last 3 financial years.
Sum of Activity
Actual
CCG
NHS HALTON
CCG
NHS SOUTH
SEFTON CCG
NHS SOUTHPORT
AND FORMBY
CCG
NHS ST HELENS
CCG
NHS
WARRINGTON
CCG
NHS LIVERPOOL
CCG
Liverpool and
Associates Total

Year
15/16

16/17

17/18

Grand
Total

1st
cycle

2nd
cycle

3rd
cycle

% 1ST

%2ND

% 3RD

37

33

44

114

82

20

12

71.93%

17.54%

10.53%

76

59

60

195

148

31

16

75.90%

15.90%

8.21%

51

47

48

146

104

24

18

71.23%

16.44%

12.33%

70

61

66

197

149

41

7

75.63%

20.81%

3.55%

97

94

103

294

203

56

35

69.05%

19.05%

11.90%

255

230

232

717

557

138

22

77.68%

19.25%

3.07%

586

524

553

1663

1243

310

110

74.74%

18.64%

6.61%

As per the data from the Hewitt Centre
• 110 ‘third cycles’ were funded across six CCGs over three years
• 310 ‘second cycles’ were funded across six CCGs over three years
• 1243 ‘first cycles’ were funded across six CCGs over three years.
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It is worth noting however that if the percentage of third cycles
offered was calculated based on the average of those CCG’s
offering 3 cycles it would be approximately 10.74% rather than
6.61%.
The table below has been produced on behalf of all CCG’s by
MLCSU to give an indication of the potential cost base changes if
the CCG decided to change its current provision.
For Liverpool CCG it is estimated that there would be a cost saving
of £177,269 by reducing to 1 IVF cycle and an increase in spend of
£98,901 if the number of cycles was increased to 3 in line with NICE
guidance. The number of third cycles has been based on the
average of the 4 CCGs currently providing a third cycle.
IVF cycles
2016/17 April to
March

2017/18 April to
March

Activity

Cost

Activity

Cost

Activity
AVERA
GE
(16/1717/18)

220

£918,326

221

£923,422

220.5

Cost
AVERAGE
(16/1717/18)

%
Second
Cycle

Potential
costs
based on
a
reduction
to 1 IVF
cycle

£920,874

19.25%

£743,605

potential
savings
realised
based on
a
reduction
to 1 IVF
cycle

% third
cycle
based on
the
average
across 4
CCGs
offering 3
cycles

£177,269

10.74%

Potenti
al costs
based
on an
increase
to 3 IVF
cycles

potential
increase
in spend
based on
an
increase
to 3 IVF
cycles

£1,019,
775

£98,901

The risks and considerations of any changes to the current position are
detailed below
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Option 1
Offer 3 cycles of IVF
• This is in line with NICE
Guidance CG156
• This is in line with what
the majority of CCGs in
Merseyside currently offer
(except Liverpool and St
Helens CCGs)
• Maintaining this number of
cycles would mean
Merseyside and
Warrington CCGs are
aligned with only 20 other
CCGs in England offering
3 cycles
Risks and
considerations
There is limited risk to
maintaining 3 cycles (for
most CCGs) here.
NICE AND Fertility
Fairness make reference
to the NICE blog stating
that the cumulative effect
of 3 cycles is the most
clinically and cost-effective
approach for IVF
treatment.

Option 2
Offer 2 cycles of IVF
(with 3rd cycle via
IFR)
• This brings all CCGs into
line with Liverpool CCGs
approach which is to offer
2 cycles (with a third cycle
of IVF via the IFR Route,
i.e. a demonstration of
clinical exceptionality).

Option 3
Offer 1 Cycles
• This brings the CCGs into
line with a 64% of (133)
CCGs in England.

Risks and
considerations
Risk of clinician, patient
and public disappointment
in a reduction in the
number of cycles offered to
patients requiring IVF
treatment.

Risks and
considerations
Significant risk of clinician,
patient and public
disappointment in a
reduction in the number of
cycles offered to patients
requiring IVF treatment.

For all CCGs with the
exception of Liverpool
CCG, the spend on IVF is
less than £300,000
therefore reduction in the
number of cycles is
unlikely to lead to
significant reductions in
spends or activity

For all CCGs with the
exception of Liverpool
CCG, the spend on IVF is
less than £300,000
therefore reduction in the
number of cycles is
unlikely to lead to
significant reductions in
spends or activity
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ONE LIVERPOOL 2018/19 OPERATIONAL PLAN UPDATE

1.

PURPOSE

The purpose of this paper is to update the Governing Body on progress
in the delivery of the 2018/19 One Liverpool Operational Plan,
introducing a new performance management framework for operational
plan schemes and providing a deeper focus on a small number of
significant reviews and programmes. The paper also signals the work
underway to plan for 2019/20.
2.

RECOMMENDATIONS

That Liverpool CCG Governing Body:
 Notes the progress, achievements, key issues and risks in the
delivery of the 2018/19 One Liverpool Operational Plan
3.

BACKGROUND

In May 2018 the CCG Governing Body approved the One Liverpool
Operational Plan for 2018/19. One Liverpool is the city’s integrated,
place-based strategic plan, 2018-2021; setting out how partners will
come together to deliver improved health in our city; to establish
integrated services to better meet people’s needs and to ensure that our
local health and care system is financially fit for the future.
Partners have come together around three main aims: a radical
upgrade in population health and prevention; integrated community
services; and sustainable and standardised acute and specialist
services.
One Liverpool Objectives
We will:
1. Commission for better health outcomes;
2. Deliver high quality, safe and responsive health services;
3. Reduce health inequalities;
4. Ensure maximum value from available resources;
5. Adopt evidence-based approaches and evaluate, for maximum
impact.
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We will do this through effective clinical leadership, system collaboration
and public participation
Outcome Ambitions
We will continue to strive for ambitious improvements in health
outcomes for the people of Liverpool. Our ambitions are to:
1.
Reduce Avoidable and Early Deaths
2.
Increase Healthy Years of Life
3.
Reduce health inequalities
4.
Improve Quality of Life and Ability to Self-care
5.
Reduce Demand for Hospital Services
6.
Establish Seamless, pro-active care; integrating services across
health and social care
7.
Improve the quality of services and the experience of care
8.
Achieve parity of esteem between mental and physical health
9.
Ensure children have a good start in life
10. Ensure a financially sustainable health and care system for the city
Operational Plan priorities were determined through an evidence-based
review of interventions to determine programmes of high impact change,
to achieve improved outcomes. The diagram below summarises the
2018/19 Operational Plan priorities which cross-cut the three aims of
One Liverpool.
Radical Upgrade in
Prevention

Prevention

Integrated
Community Services

Sustainable &
Standardised Acute
Services

CVD

Respiratory

Cancer

Mental Health

Planned Care

Urgent Care

Community
Neighborhood
delivery

Digital

Primary Care

Learning
Disabilities

Children &
Maternity

Prescribing
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4.

PERFORMANCE

A One Liverpool PMO has been established which has developed a
whole-system, integrated performance management framework for the
2018/19 operational plan; reporting on delivery, outcomes achievement
and key risks and issues. The integrated report as at month 6 is at
Appendix 1.
In addition to the performance reports appended, this paper provides
more detailed updates on a small number of schemes, intended to
highlight good outcomes performance or system intentions to deliver
particular service reviews, and to highlight significant challenges to
delivery due to key systemic issues.
4.1 Healthy Lung Programme
This programme is an example of good practice in delivery and outcome
achievement, aligning with the One Liverpool aims around prevention,
early intervention, improving mortality and years of healthy life.
The Liverpool Healthy Lung Programme commenced in 2016 with the
objective to case find early stage, non-symptomatic lung cancers by risk
assessment and low dose CT scanning and to find previously
undiagnosed COPD. Lung cancer is the biggest cancer killer in the city;
with poor longer term outcomes for those diagnosed with cancer at
stage 3 or stage 4.
An independent evaluation was conducted by Queen Mary University of
London and the University of Liverpool in a two-phased evaluation:
The evaluators undertook extensive data analysis, from over 3500
healthy lung consultations, recorded outcomes and evaluation with
patients. The second year evaluation report has now been published:
https://www.liverpoolccg.nhs.uk/media/3245/final-lhlp-2nd-year-report10-july-2018-with-logos.pdf
The second year report summarises that: The Liverpool Healthy Lung
Programme ‘is a prime example of a well-run, integrated lung health
programme in the UK’. The evaluation has identified that the
programme is:
• Successfully diagnosing lung cancer (in 1.9% of people having a CT
scan). As at September 2018, 48 lung cancers have been
diagnosed, with 7092 people seen in lung health checks.
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• Over 75% of cancers diagnosed at stages 1 or 2. Typically, in
Liverpool the majority of people diagnosed with lung cancer are
diagnosed late stage (stages 3 and 4).
• Preventing one death per 264-330 CT scans (estimated prevention of
breast cancer deaths is 5.7-8.8/ 1000 women screened over 20
years)
• Successfully diagnosing new cases of COPD. 10% of people who
attend the lung health check will receive a new diagnosis, the majority
of which are diagnosed are at an early stage when they are more
treatable.
• Engaging people in Liverpool the most deprived Index of deprivation
– 81% of attendees live in the most deprived wards
• Well received by patients. The evaluation showed that 97% of survey
respondents reported they would recommend to attend if invited
• Every participant in the programme has been offered MECC (making
every contact count) advice and referral to services, including
smoking cessation, pulmonary rehabilitation, health trainers and
exercise for health.
The decision to include people up to 75 years, based on detailed
analysis of year one and learning from other sites, has extended the
programme by one year. The programme continues to explore ways to
raise awareness of the service, to find ways to engage non-responders,
and to learn more about the people who do not attend. A future focus will
be to address an emerging pattern of increased smoking in women and
an associated upward trend in female mortality from lung cancer.
Additional non- recurrent investment will be required to deliver the final
year in 2019/20, to extend the programme to the whole city. The team is
reviewing the model to ensure that we are maximising the return for
investment and quality. The CCG has expressed its interest in becoming
a national site if a national ‘high risk of lung cancer’ programme
develops during 2019. The CCG will continue to share data to inform the
national discussion around the early diagnosis of lung cancer.
4.2

Child and Adolescent Mental Health Service (CAMHS) Review

Mental ill health impacts directly on the thinking, emotions, decisionmaking and behaviour of the child as well as on the mental and physical
health of their family. 75% of lifetime mental disorders begin before the
age of 18. The NHS 5 year forward set out child mental health as a
priority, with intentions to:
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• increase the number of Children and young people receiving
evidence- based treatment
• reduce waiting times for eating disorder services, CAMHS,
including crisis care and early intervention
• ensure clinically appropriate in-patient admissions with reduced
length of stay and eliminate inappropriate out of city placements
• develop specified pathways for transition into adult services from
CAMHS, fulfilled by the development of a 0-25 years pathway.
The current CAMHS offer is delivered by a collaborative of providers
from across the 3rd Sector and the NHS (Liverpool CAMHS
Partnership). All providers work in partnership with a ‘passport’ approach
to referrals through a single point of referral. The provision is
commissioned for children and young people aged 0-18 years with some
support up to the age of 25 years in the 3rd Sector CAMHS partners.
During 2018/2019 a priority in the One Liverpool Operational Plan is to
review the current CAMHS service with the aim of developing an
improved and sustainable 0-25 service offer, to be commissioned from
2019/20. The new specification will:
• improve access for children and young people from 0-25 years to a
range of evidence based mental health support across the all levels
of need
• ensure robust integrated delivery using ACE (Adverse Childhood
Experience) and trauma informed practice
• explore opportunities for joint commissioning an integrated offer
aligning resource for maximum impact and identify requirements for
new investment
The review is being conducted from July –December 2018. The review
process has been established with an inclusive governance structure; a
review of current CAMHS activity and outcomes has been completed to
inform the new specification and a workforce and skills audit has been
completed for all providers.
A five year Local Transformation Plan (LTP), 2015-2020 (a national
mandate as part of the NHS 5 Year forward view for mental health) has
been approved by LCCG and the Health and Wellbeing Board. This was
developed with wide stakeholder involvement including children, young
people and families. The LTP outlines key priorities for moving forward
including the development of a more robust and sustainable 0-25
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integrated model setting out a framework across the different levels of
need, with an emphasis on early intervention; improved access; greater
integration, use of technology; improved crisis support, mental health
and A&E Liaison. This plan aims to meet increasing demand; reduce
inequalities and most importantly, improve outcomes.
The specification and identification of any proposed additional
investment requirements is due to be completed by December, followed
by engagement on the proposed model with children, young people,
families and workforce between January – March 2019, leading to
commissioner agreement of the new specification by April 2019, to be
implemented by providers during 2019/20.

4.3 Urgent Care Review
The One Liverpool Plan set out the city’s strategic intentions to establish
urgent and emergency care pathways that are accessible and provide
the right care in the right place, first time; from self-care and communitybased services through to Accident & Emergency (A&E).
The One Liverpool 2018/19 Operational Plan signalled the NHS
system’s intention to undertake a review of urgent care in the city, to
develop proposals for an improved model of care. The CCG is leading
this review in collaboration with neighbouring CCG commissioners and
all Liverpool-based providers of urgent care services. The proposals that
emerge may lead to service change proposals that would be
implemented in 2019/20. The scope of the review incorporates:
• GP services, including same day appointments at GP
practices/surgeries; the new evening and weekend routine
appointments (extended access) introduced in October 2018; and the
GP out-of-hours service accessed via NHS 111.
• Liverpool’s walk-in centres, but not co-located clinics, such as
phlebotomy.
• Urgent care access via accident and emergency (A&E) departments
of the Royal Liverpool University Hospital, Aintree University Hospital,
and Alder Hey Children’s Hospital,
• The emergency ambulance service – 999.
• The alternative places ambulances convey patients that need urgent
care, but not a life-threatening emergency.
• The NHS 111 telephone line and the way the service works alongside
other local urgent care services.
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The review will not include any consideration to change the current
number of accident and emergency departments in the city, and it
excludes pharmacy and dental services, which are not commissioned by
CCGs. The objectives of the urgent care review are to:
• Ensure that everyone in Liverpool has good access to high
quality urgent care services: Currently these services are not
located equitably across the city, with for example, poorer access for
people living in the North of the city.
• Simplify the urgent care offer: Currently there are a confusing
range of services that do not support people to make the best
choices. It can also be difficult to access the right support for urgent
mental health issues.
• Reduce pressure on accident and emergency (A&E): The NHS
Constitutional NHS standard, which requires at least 95% of patients
who attend A&E to be admitted to hospital, transferred to another
care provider or discharged within four hours, is not being achieved in
Liverpool, along with many other areas. The review will propose an
improved system of urgent care to increase access to other forms of
care which meet people’s needs, enabling A&E services to focus on
those who really need to be treated.
• Maximise value from our staff and financial resources: Currently
there is pressure on urgent care services due to constraints and
shortages in urgent care staff capacity, which this review will need to
take into account in developing options for the future delivery of
services. There are no plans to reduce the budget devoted to urgent
care provision, although the review will seek to maximise the value of
this resource through driving improved outcomes.
• Take account of national NHS guidance: In 2018 NHS England
and NHS Improvement published ‘Refreshing NHS Plans for 2018/19
setting out deliverables drawn down from the ‘Next Steps on the NHS
Five Year Forward View’ to redesign and strengthen the urgent and
emergency care system to ensure that patients receive the right care
in the right place, first time. NHS England recommends the
establishment of Urgent Care Treatment Centres (UTCs) and has
charged CCGs to consider this model in reviews of local urgent care
services. Liverpool CCG will consider UTCs in its development of
options, but our primary objective will be to shape services around the
particular needs of the Liverpool and wider North Mersey population.
Further information regarding national guidance for urgent care can
be viewed here: www.england.nhs.uk/urgent-emergency-care/.
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• Consider how GP extended access can be further improved to
meet local need: Enhanced GP access was introduced in October
2018, offering additional appointments, greater flexibility and choice,
available evenings and weekends. The urgent care review will seek to
understand more about what people need from this service, alongside
a review of Liverpool’s GP out-of-hours service, and the way NHS
111 works locally.
Between 15 November 2018 and 31 January 2019 the CCG will be
engaging with the population in an open conversation to obtain people’s
views on urgent care services in the city; to understand how people use
urgent care services and their experiences of care. NHS staff will also be
asked for their views. This feedback will be used to inform the
development of proposals for the future model of delivery in the city.
Proposals will be developed through a clinically-led options appraisal
process, which will review need and evidence; consider all possible
options to be evaluated against a range of criteria, including (but not
exclusively) clinical standards (quality), clinical dependencies, health
outcomes, patient experience, activity and finance, access, equalities
impact, estates, workforce, deliverability and affordability.
The options appraisal will inform the development of proposals that meet
the objectives of the review. If proposed options emerge that would
require services to be changed in their form or location the CCG will be
required to develop a business case and conduct a formal public
consultation in 2019/20. Decision-making and accountability for this
process resides with the CCG Governing Body. The CCG is working with
colleagues in South Sefton and Knowsley CCGs to ensure that our
conversations with our populations and the options we develop are
joined up and make sense across our boundaries. For example, people
from Knowsley, South Sefton and Liverpool all access accident and
emergency at Aintree University Hospital so any proposals need to align
to meet the needs people across CCG boundaries. The North Mersey
Committees in Common will oversee cross-boundary issues and
incorporate their recommendations in urgent care proposals for each
CCG Governing Body.
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5.

PLANNED CARE

A large proportion of our budget is devoted to planned care, which
incorporates all non-emergency treatments, often those which are
referred to by a GP. The 2018/19 Operational Plan included a number of
commitments to improve planned care services provided both within
community and hospital settings in order to address local variation in the
quality of care, to ensure that local referral processes follow best
practice and national guidelines and to maximise the value of the NHS
pound. Planned care priorities were informed by opportunities for
improved outcomes and efficiencies highlighted in local NHS RightCare
data, as well as locally-based evidence. The 2018/19 planned care
schemes chosen are intended to address referrals, quality and
consistency for agreed specialties, including gastroenterology,
musculoskeletal care and dermatology.
Although our planned care schemes are delivering agreed objectives, it
is clear that these interventions alone will not deliver the 18 weeks RTT
and 6 week diagnostics local constitutional standards, due to significant
systemic issues in our acute providers, such as diagnostic capacity,
theatre capacity and workforce constraints. The table below highlights
performance against the 18 week RTT standard for each speciality at
the Royal Liverpool Hospital (RLBUHT).
(red indicates a failure against the 92% target)
Treatment Function
Apr-18
May-18

General Surgery
Urology
Trauma &
Orthopaedics
ENT
Ophthalmology
Oral Surgery
Plastic Surgery
Gastroenterology
Cardiology
Dermatology
Rheumatology
Geriatric Medicine
Other
Total

Jun-18

Jul-18

Aug-18

81.8%
80.6%
74.9%

82.9%
79.8%
77.7%

81.4%
76.1%
75.3%

83.0%
75.8%
75.4%

84.3%
72.4%
75.0%

%
change
on July
18
1.55%
-4.43%
-0.48%

91.8%
71.6%
94.0%
99.2%
82.0%
92.8%
91.8%
98.2%
100.0%
81.9%
82.6%

92.1%
75.1%
92.5%
97.5%
84.4%
93.7%
93.8%
98.4%
100.0%
82.7%
84.2%

92.1%
74.4%
91.5%
97.5%
83.5%
93.4%
92.4%
98.3%
100.0%
81.9%
83.0%

88.2%
74.4%
92.4%
96.9%
84.1%
92.9%
89.0%
98.1%
100.0%
81.6%
82.6%

84.9%
75.9%
92.0%
97.0%
84.6%
90.9%
82.8%
96.4%
100.0%
80.8%
81.6%

-3.84%
1.95%
-0.51%
0.12%
0.54%
-2.17%
-6.87%
-1.77%
0.00%
-0.98%
-1.30%
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Some if the key issues influencing performance are workforce driven.
For example, the dermatology service has been unsuccessful in
recruiting to consultant vacancies and the trust has a significant number
of theatre nurse vacancies, resulting in challenges in staffing elective
theatre sessions. The trust is taking action to address this and other
risks, but it is clear that in order to improve performance there needs to
be a whole-system, strategic focus on finding sustainable solutions.
In particular, work has commenced to review outpatient attendances,
which account for £69m of the Liverpool health pound, and which we
believe could be transformed by a new model of delivery 1. If Liverpool’s
attendances were at the level of our peers we could save up to £10m
per year through reducing unnecessary new appointments, follow ups,
and diagnostics and avoiding duplication between providers, opening up
opportunities for the system to address these systemic issues. The
potential solutions could include system-wide approaches to clinical
triage, advice & guidance, proactive specialist care, a shift to outpatients
in community settings including enhanced primary care and 7 day
working.

1

th

rd

Liverpool is the 25 highest CCG (out of 207), and 3 highest in the peer group (out of 11).
Liverpool has 22% more outpatient attendances than expected
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6.

PLANNING FOR 2019/20

Planning has commenced to develop the 2019/20 One Liverpool
Operational Plan, which represents year two of the three year strategic
plan for the city. The table below sets out the key milestones and
timescales. It is anticipated that the draft 2019/20 Operational Plan will
be presented to the Governing Body in January 2019.
2019/2020 Planning
Identify priorities for 19/20
• 18/19 Progress review
• Gap Analysis
• Scoping areas for review of spend/outcomes
(value)

Oct
18

Investment & Redesign Prioritisation
• Review of spend and outcomes (value)
• Compile list of potential schemes for
investment
• Agree investment principles with Governing
Body
• System engagement
• Investment decision process

Oct/Nov 18

Planning Guidance Published

Dec 18

Contract Agreement & Operational Plan
• Review of spend and outcomes (value)
• Commissioning Intentions agreed
• Outcomes and KPIs agreed
• Contract signing deadline
• 2019/2020 plans Agreed by Governing body

January 2019
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7.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

7.1
Does this require public engagement or has public
engagement been carried out?
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.

There are plans for public engagement regarding the One Liverpool
plan. Individual schemes in the operational plan may be subject to
engagement or consultation, which will inform delivery.
7.2

Does the public sector equality duty apply? Yes.
i.
ii.

If no please state why
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.

All schemes in the operational plan require an Equality Impact
Assessment.
7.3
Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
a)
b)
c)

Economic wellbeing
Social wellbeing
Environmental wellbeing

Liverpool CCG’s commitment to social value will ensure that the
operational plan to deliver the One Liverpool objectives are developed
with regard to our commitments to social value.
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7.4
Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
The One Liverpool Plan has identified clear intentions for the delivery of
improved health outcomes and reduced inequalities which will be
delivered through schemes in this operational plan.

8. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
The objectives of improvement schemes in the Operational plan include
financial sustainability for the city’s health and care services.
9.

CONCLUSION

The 2018/19 operational plan set out how we will deliver schemes to
improve health, improve services and maximise value in the first year of
implementation of the One Liverpool Plan. This paper provides an
update on progress, including scheme delivery, outcomes achievement,
key issues and risks and next steps.
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System Performance
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Purpose of presentation
18/19 Operational Plan Delivery
• Understand where Liverpool CCG is in delivery of the One Liverpool
Plan and the 18/19 operational plan schemes
• Understand if the system is on track to deliver key metrics/outcomes
(Operational Plan, One Liverpool Strategy, CCG IAF, Right Care)
• Identify system/programme risks and issues to delivery

202

18/19 operational plan process

Identify variation in
spend and outcome

High Impact Schemes
Identified

Prevention

Mental Health

CVD

Respiratory

Planned Care

Urgent Care

Cancer
Community
Neighborhood
delivery

Form 1 completed
(outcomes and financial
impact identified

Prioritisation

Digital

Primary Care

Learning
Disabilities

Children &
Maternity
Investment decisions

Prescribing

203

Highlight report and
outcomes monitoring

One Liverpool Delivery Priorities for 2018/19
Provider Alliance Priorities 18/19
Community
Neighbourhood Delivery,
neighbourhood
collaborative, digital and
self care
• Community Care Teams,
including Care Homes
and ICRAS
• Social Prescribing
• Telehealth
• Digital Patient Access
• Self-care framework

Children & Young People

• Integrated Community model
of care
• Autistic Spectrum Disorder
(ASD)
• CAHMS (0-25yrs pathway)
• Transforming care (Children)

Primary Care

• GP Specification
• Enhanced Access
• Primary Care
Transformation (Local
Quality Improvement
Scheme)
• Workforce strategy

Learning Disabilities
• Health Checks
• Transforming care –
inpatient discharge
• Supported Living Service
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Urgent Care
• Urgent Care Treatment
Centres
• Integrated Urgent Care
111
Planned Care
•
•
•
•
•
•

Advice & Guidance
Gastroenterology
MSK
Criteria-Based Treatment
Paper Switch Off
Dermatology

Pathways – CVD
• Integrated Heart Failure
• Syncope
• Chest Pain
• Cardiology Prescribing
• Healthy Imaging
• Diabetes Prevention
• Stroke Prevention – AF
• Hypertension Management

Pathways – Respiratory
• Integrated Pulmonary
and Cardiac
Rehabilitation
• Integrated Respiratory
Community Clinics Asthma
• Enhanced Community
respiratory Team

Cancer
• Healthy Lung
• Bowel Screening - Volunteer
Project; Lynch syndrome
• Vague Symptoms Clinic
• Risk stratified follow up
• Pathway re-design - Breast,
bowel, prostate
• Recovery Package
• FIT Testing – colorectal pilot
• Advice on prescription
• Urgent care
• Cancer diagnostics

Prescribing –
quality & reinvestment
• Pain
management
• Direct patient
ordering
• Limited clinical
value prescribing
• Nutritional
Management

Mental Health
• Core 24 AED Mental Health
Liaison
• Crisis Resolution Home
Treatment
• Early Intervention in Psychosis
• IAPT
• Mental Health Triage Car
• Individual placement Support
• Primary Care Liaison Service
• Adult ADHD
• Adult Eating Disorders
• Dementia Care Navigators

Delivery update for 18/19
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18/19 delivery update: Key System Outcomes
Operational Plan

AED 4 hour wait
18 weeks RTT
6 weeks diagnostics
Cancer 2 week waits
Cancer 62 days
E-referrals
Mixed sex accommodation
IAPT Access
IAPT: Waiting times
IAPT: moving to recovery
Early Intervention
Psychosis
• CYPMH Access
• CYPMH Waits
• Eating disorders
• LD health checks
• HCAI
• Personal health plans
• 18 weeks wheel chair
• Primary care extended
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•
•
•
•
•
•
•
•
•
•
•

One Liverpool

•

•

•
•

•
•
•
•
•
•
•
•

Infant mortality, school
readiness and childhood
obesity
Life expectancy and < 75
mortality for CVD, Respiratory
and cancer
Reducing mortality inequality
Increasing those with MH
condition having physical
checks*
IAPT Access
Dementia diagnosis
Quality of life
People in control of their
condition
Emergency admissions
Delayed discharges
Care home permanent
admissions
Still at home 91 days after
discharge from reablement

IAF

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Childhood obesity
Diabetes treatment targets
Diabetes structured education
Falls
Ambulatory care sensitive emergency
admissions
AMR Prescribing
QoL for carers
High Quality Care
Cancers diagnosed at early stage
Cancer 62 days
Cancer one year survival
Cancer pt experience
IAPT Access
IAPT waits and recovery
Early Intervention Psychosis
MH – OAP
LD – reliance on specialist inpatient care
LD health checks and register
Maternal smoking at time of delivery
Neonatal mortality
Experience & choice of maternity services
Dementia diagnosis rate
Dementia post diagnostic support
Emergency admissions for UCS conditions
AED 4 hour wait
Delayed transfers of care
Emergency beddays
% of deaths with 3+emergency admissions
in last 12 months of life
Patient experience of GP services
Primary care access and workforce
18 weeks
CHC Assessments

3 year Demand Management Plans
• Modelled from the
bottom up – each
individual scheme
impact
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Current Performance: System activity plans
Planned Care
Generally under – but
not achieving 18
weeks etc

OPFA - Outpatient First
Attendance Cons Led
(Acute)

2018-19 Plan:

2018-19 FOT:

Variance

% Variance

186,492

174,212

-12,280

-6.6%

OPFUP - Outpatient
Follow-Up Attendance
Cons Led (Acute)

2018-19 Plan:

2018-19 FOT:

Variance

% Variance

367,371

348,492

-18,879

-5.1%

METRIC

ROYAL
LIVERPOOL &
BROADGREEN
REPORTING
TARGET
PERIOD
UNIVERSITY
HOSPITALS RQ6

AINTREE
UNIVERSITY
HOSPITAL NHS
FOUNDATION
TRUST - REM

LIVERPOOL
ALDER HEY
LIVERPOOL
HEART &
CHILDREN'S
WOMEN'S
CHEST
NHS
NHS
HOSPITAL NHS
FOUNDATION
FOUNDATION
FOUNDATION
TRUST - RBS
TRUST - REP
TRUST - RBQ

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

Follow-Up Ratio
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2018-19 Plan:
1.97

2018-19 FOT:
2.00

Variance
0.03

% Variance
1.5%

El & DC Spells (Acute)

2018-19 Plan
67,928

2018-19 FOT
68,765

Variance
837

% Variance
1.2%

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

Aug-18

1%

3.2%

2.6%

1.0%

22.2%

3.5%

Aug-18

92%

81.6%

89.3%

92.0%

91.4%

86.4%

Aug-18

0

1

0

0

0
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Current Performance System Activity Plans

Non-elective admissions and type 1 AED attendances are over plan, especially 0 Length of stay. Growth is
mostly in Aintree Hospital Trust

A&E - All Types

(excl planned follow-ups)

2018-19 Plan
346,883

2018-19 FOT
347,442

Variance
559

% Variance
0.2%

A&E - Type 1 Only

(excl planned follow-ups)

2017-18 OT
167,916

2018-19 FOT
173,007

Variance
5,091

% Variance
3.0%

Non-Elective Spells
(Acute)

2018-19 Plan
69,737

2018-19 FOT
71,897

Variance
2,160

% Variance
3.1%

Non-Elective Spells (0
LoS)

2018-19 Plan
27,934

2018-19 FOT
29,471

Variance
1,537

% Variance
5.5%
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Non-Elective Spells
(1+ LoS)

2018-19 Plan
41,803

2018-19 FOT
42,426

Variance
623

% Variance
1.5%

Non-electives Performance by scheme
Ambulatory attendances (< 1 day) in 18/19 for both Aintree and the Royal are now counted as admissions, this will account for some growth in the short stay
attendances. This aside, growth has been seen in in several areas relating to One Liverpool Demand management schemes, namely chest pain, diabetes,
syncope and collapse, heart failure, COPD, care homes, falls and avoidable admissions.
Demand is being managed in the areas of hip and vertebral fractures, CHD, alcohol, psychosis and stroke

Admissions

Reporting Period: Month 4 - July 2018

Monthly Trend (Total)
Emergency Short Stay
Other Non-Elective
Total Non Elective
Emergency Short Stay
Avoidable Admissions
Other Non-Elective
Total Non Elective
Care Homes: ALL
Emergency Short Stay
Other Non-Elective
(ALL Older People's Care Homes)
Total Non Elective
Care Homes: LCHIP
Emergency Short Stay
(Care Homes Incl. in Liverpool Care Home Other Non-Elective
Improvement Programme Only)
Total Non Elective
Emergency Short Stay
CHD (Including MI)
Other Non-Elective
Total Non Elective
Emergency Short Stay
Chest Pain
Other Non-Elective
Total Non Elective
Emergency Short Stay
COPD
Other Non-Elective
Total Non Elective
Emergency Short Stay
Deaths in Hospital
Other Non-Elective
Total Non Elective
Emergency Short Stay
Diabetes
Other Non-Elective
Total Non Elective
Emergency Short Stay
Other Non-Elective
Epilepsy
Total Non Elective

Alcohol
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15/16

16/17

17/18

18/19

18/19 % Var

(Outturn)

(Outturn)

(Outturn)

(Rolling 12M)

(vs 17/18)

694
951
1,645
5,774
5,983
11,757
1,107
1,447
2,554
838
1,117
1,955
822
900
1,722
2,363
140
2,503
741
1,114
1,855
337
1,189
1,526
284
240
524
527
185
712

597
858
1,455
5,354
5,115
10,469
1,072
1,428
2,500
835
1,126
1,961
746
876
1,622
2,101
110
2,211
798
939
1,737
356
1,347
1,703
258
235
493
473
188
661

564
788
1,352
6,322
4,877
11,199
1,071
1,424
2,495
839
1,116
1,955
780
826
1,606
2,998
111
3,109
955
947
1,902
358
1,387
1,745
299
197
496
524
171
695

581
750
1,331
6,713
4,998
11,711
1,117
1,478
2,595
867
1,145
2,012
715
865
1,580
3,464
112
3,576
1,006
993
1,999
352
1,377
1,729
312
217
529
543
195
738

17
-38
-21
391
121
512
46
54
100
28
29
57
-65
39
-26
466
1
467
51
46
97
-6
-10
-16
13
20
33
19
24
43

(3%)
(-5%)
(-2%)
(6%)
(2%)
(5%)
(4%)
(4%)
(4%)
(3%)
(3%)
(3%)
(-8%)
(5%)
(-2%)
(16%)
(1%)
(15%)
(5%)
(5%)
(5%)
(-2%)
(-1%)
(-1%)
(4%)
(10%)
(7%)
(4%)
(14%)
(6%)

Interpretation of the RAG
RAG Area

Interpretation of the RAG

Examples of amber or red RAG reason

Self Assessment RAG

A self assessment by the programme of
where the scheme is up to against the
listed actions and timescales for delivery

The programme is not achieving the actions against the
timescales for delivery

Confidence RAG

A PMO assessment of the confidence in
delivery of the programme or schemes

Milestones are generally on track but confidence in delivery
is affected due to issues with, for example, securing
investment, confidence in provider delivery, pace of
delivery, recruitment

Outcomes RAG

A RAG of whether the programme is
achieving its outcomes

Red if two or more red indicators within the programme,
Amber if one red or three amber indicators
Green if less than three amber indicators and all green

Outcomes confidence RAG

A PMO assessment of the confidence that
the current plan will deliver the desired
outcomes

Red or amber if either the evidence that the redesign will
deliver the desired outcome is weak or the programme
requires changes or enhancements to the current plan to
deliver change in outcomes

NB: the RAGs are an aggregated position for the programme of delivery of the schemes within the programme,
there several schemes and outcomes relating to one programme area, the RAG may be amber or red if one or more
of
these schemes are amber or red, but the rest are green
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Core Operational Indicators (e.g. NHS
Constitution etc)

One Liverpool Plan

IAF Indicators

Prevention

Related to all of the below

Childhood obesity
Maternal smoking at time of delivery
Related to all of the below

LTC – CVD

CVD Mortality
Quality of Life and self care
Demand management of emergency admissions

Urgent Care Sensitive admissions
Ambulatory Care Sensitive admissions
Diabetes achieving treatment targets
Diabetes attendances at structured education

LTC – Respiratory

Respiratory Mortality
Quality of Life and self care
Demand management of emergency admissions

Urgent Care Sensitive admissions
Ambulatory Care Sensitive admissions

Cancer

Cancer 62 day waits
Cancer diagnosed at early stage
6 weeks diagnostics

Cancer Mortality
Quality of Life and self care
Demand Management of planned care

Cancer pt experience
Cancer 1 year survival

Planned Care

18 weeks
6 weeks diagnostics

Demand management of planned care

18 weeks

Demand management of emergency admissions
Quality of Life and self care
Delayed discharges
Still at home 91 days after reablement
Permanent admissions to care homes

Urgent Care Sensitive admissions
Hospital bed usage follow emerg admission
Emergency admissions for falls
Hospital admission in last three months of life
Dementia diagnosis rate & post diagnostic support

Community Neighbourhood Delivery

Mental Health and LD

IAPT Access
IAPT waiting times
IAPT moving to recovery
Eating disorders
Dementia diagnosis rate

IAPT Access
Demand management of emergency admissions

IAPT Access
IAPT waiting times
IAPT moving to recovery
Early Intervention Psychosis 2 week referrals
MH – out of area placements, Reliance on specialist inpatient care
LD – Annual health check, Completeness of GP LD register

Children's and maternity

Improving access to CYMPH
Eating disorders

Infant mortality
School readiness
Childhood obesity

Urgent Care Sensitive emergency admissions
Childhood obesity
Maternal smoking at time of delivery
Experience and choice of maternity services

Urgent Care

AED 4 hour waits

Primary Care

Primary Care Access
Dementia diagnosis rate

Demand management of planned care
Demand management of urgent care

Urgent Care Sensitive admissions
Ambulatory Care Sensitive admissions
Patient experience of GP
Primary care workforce

Prescribing

AMR Prescribing

CRES Plan

AMR Prescribing
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Digital

Urgent Care Sensitive admissions
Ambulatory Care Sensitive admissions
Hospital bed usage follow emerg admission

Programme risks and issues affecting delivery
Programme

Key risk/issue

Assurance actions

Prevention

Despite a high level commitment from all partners this is not translated into tangible actions to
deliver transformational change at the pace and scale required.

Prevention workshop between LCC Public Health and LCCG has been scheduled
Followed by wider stakeholder session

CVD

No plans received from providers on how the prescribing efficiency savings will be spent

Issue has been escalated to Trust level for discussion at CVD Ops board

Respiratory

Rehabilitation - first respiratory provider Operational Board delayed which is delaying release
of finances (Entresto monies) Investment for other schemes not yet identified which is causing
delay to the pace of change required.

Board now planned for 2/11/18
Form 1 being produced to pump prime for prescribing investment

Cancer

Cancer performance is increasingly challenging and it is highly unlikely 62 days will be
delivered throughout 2018/19. Particular issues in Urology and Upper GI. Providers have het
to produce plan to spend proposed investment aimed at reducing waiting list

A shared plan is being developed and the Cancer Alliance is also likely to award
the Trust £50k to support improvements and improve capacity and waiting times
to both RLBUHT and Aintree.

Planned Care

CCG schemes not enough to deliver 18 weeks, requires operational changes in providers e.g.
theatre capacity/workforce

Establish a common place where performance is discussed with providers

Community
Neighbourhood
Delivery incl End
of Life

Two Community Geriatrician vacancies cannot be filled. This will affect timely support to the
MDT.
Lymphedema project has fallen significantly behind schedule
* HD SPEAKING TO GINA AND SUE ROGERS

Options for Community provider to employ a community geriatrician and
potentially frailty nurse being considered.
A 12 month extension to the lymphedema service to be requested from the
provider and a dedicated lead for this work to be identified.

Mental Health
and LD

Some challenges in all areas around workforce expansion and recruitment where investment
has been provided

Ongoing monitoring and discussion around programme delivery, escalation to
wider relevant bodies (HEE/NHSE), consideration within contract variations and
related milestones.

Children's and
maternity

Major risk is a lack of investment in the prevention / community elements of C&YP services –

Children's team making a strong case within the Form 1, with impacts and
outcomes understood to be considered for any investment monies
A Joint strategy has been developed and a Children's Transformation board is in
place to aid delivery

Urgent Care

Plans and milestone have had to be recast and work will now continue into 19/20.
Implementation is expected in December 2019

A new plan is in place and actins are expected in the system to delivery to the new
timescales. North Mersey Committees in Common will oversee the dependencies
between the requirements of each of the populations

Primary Care

Estates process for allocation of space and prioritisation for service delivery is not clear
LQIS specifications still under review for 19/20

Estates issues being taken forward by CFO and milestones have been reviewed to
reflect scale of work required. LQIS review will take place in November for sign
off in December

Prescribing

Anticoagulation - delay in contract variation and agreement of financial model within LCCG

An FPPC options paper to be developed on how to progress anticoagulation
implementation

Some delays to planned work due to changes in scope and priorities

A revised plan is needed for next year to review outstanding work and reprioritise it alongside new opportunities

Digital

Delivery
RAG (self
asses)
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Confidenc
e in
Delivery

Outcome
(RAG)

Confiden
ce in
outcome

Delivery is highly dependent on a joint approach with LCC as many services that deliver
improved outcomes for Children are commissioned/provided by them

PROGRAMME OUTCOMES
CVD Mortality

Redesign/improvement
scheme

RAG

CVD impact

CVD is identified as a Right
Care priority for 18/19
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Key achievements

Live

Scheme Metric

Metric
RAG

Yes

Referrals to programme

↑

Stroke Prevention: AF
Detection

BAU

Yes

% >65 with pulse check

↓

Stroke Prevention: Prescribing

BAU

Yes

% high risk AF prescribed anti
coag

↓

• Prescribing trajectories and costings approved by
DoFs group
• Diabetes Prevention Training session for Health
Care Assistants delivered . Referrals have begun in
pilot neighbourhood.
• 810 opportunistic blood pressures undertaken and
364 pulse checks. 218 (27%) of blood pressures
were high and 9 (2.4%) of pulse checks irregular.

Stroke emergency
admissions

↓

Programme risks and issues

National Diabetes Prevention
Programme

Demand Management Plans

PROGRAMME NARRATIVE

CARDIO-VASCULAR DISEASE SCHEMES AND METRICS

Stroke: Direct to stroke unit
within 4 hours

BAU

Yes

% direct to stroke unit in 4
hours

↓

Stroke: Early Supported
Discharge (ESD)

BAU

Yes

% treated by skilled ESD
team

↑

Hypertension: Case finding

Yes

Hypertension Prevalence

↑

Hypertension: Management

Yes

% < 80 BP Managed to
140/80

↓

• Liverpool, as the biggest CCG area might over- or
under-refer which could have a significant impact
on the region's performance
• Lack of Engagement with providers for Healthy
Imaging platform
• No plans received form providers as to how the
prescribing efficiencies savings will be spent
• Manual pulse checks carried out by DNs not
recorded on EMIS

Integrated Heart Failure
pathway

No

Heart Failure emergency
admissions

↑

Programme assurance/next steps

Chest Pain 3hr emergency
pathway

No

Chest Pain emergency
admissions

↑

Syncope 3 hr emergency
pathway

No

Syncope emergency
admissions

↑

CHD: Integrated cardiac/
pulmonary rehabilitation

No

Referrals and completion of
cardiac rehabilitation

↓

CHD (inc MI) emergency
admissions)

↓

Entresto prescribing spend

↓

Cardiology Prescribing:
Entresto
Healthy Imaging Platform

Yes

• Working on ways manage the flow of referrals to
NDBPP
• Prescribing efficiencies escalated at trust level, for
discussion at CVD Ops board
• Heart Failure – engagement planned and in train
• Integrated approach for mgmt of cardiac and
respiratory rehab has been developed
• One-stop clinic for HF to be piloted
• Improved syncope & collapse pathway agreed
• HF – piloting Telehealth
• AF pilot with AHSN for NW Coast
• Diabetes partnership working on development
plan to target improvements for 3 treatment
targets

PROGRAMME OUTCOMES
Respiratory Mortality

Redesign/improvement
scheme
COPD: Integrated cardiac/
pulmonary rehabilitation

Demand Management Plans

PROGRAMME NARRATIVE

RESPIRATORY DISEASE SCHEMES AND METRICS
RAG

Live

No

Metric
RAG

Key achievements

Referrals to pulmonary
rehabilitation

Red

COPD Emergency admissions

Red

↑

Nov 2018 - providers to now cost the new model
• Outpatient triage - Agreement that separate triage
form for sub-specialty forms - across all providers

Red

↑

Scheme Metric

COPD: Enhanced Community
Respiratory Team (CRT)

No

COPD Emergency admissions

Asthma: Integrated asthma
community clinics (adult)

No

Reduction in respiratory
outpatients
Reduction in asthma
emergency admissions

• Rehab - Service Model and detailed service
pathway completed for Operational Board 2nd

Programme risks and issues

• Integrated Cardiac and Pulmonary rehabilitation first respiratory provider operational board
2/11/18 delaying release of finances (Entresto
monies)

Programme Assurance/next steps
Respiratory
18/19 Panned
impact

Respiratory is identified as
a Right Care priority for
18/19

215

• Pulmonary rehab - New model, pathway and
outcomes to be presented to the respiratory
operational
• Rehab - Engagement planned and in train
• Form 1s completed for Asthma Diagnostic hubs
• COPD non-elective admissions - FORM 1
completed for expansion of CRT(Community
Respiratory Team), 2hr response from 5
days/week to seven day service.
• New Integrated PR service model, pathways and
outcomes to operational board 2/11/18 for
delivery April 2019.
• COPD / Asthma 0/1 admission via A&E FORM 1
completed for expansion of Community
Respiratory Team), 2hr response from 5
days/week to seven day service / works with
NWAS to prevent unnecessary ambulance
transfers to A&E (divert to CRT response / CRT
follow up)

PRIMARY PROGRAMME OUTCOMES
18 weeks RTT & 6 week diagnostics
REFERRAL TO TREATMENT TIMES & ELECTIVE
CARE
Referral to Treatment (RTT) & Diagnostics
% of patients waiting 6 weeks or more for a diagnostic test
Incomplete Pathways
% of RTT incomplete pathways (patients yet to start treatment)
within 18 weeks
Incomplete Pathways
Total No of RTT incomplete pathways (patients yet to start
treatment) within 18 weeks
No of Incomplete Pathways Waiting over 52 weeks

Apr

May

Jun

Jul

Aug

Sep

6.69%
4%
87.8%
89%

6.60%
3%
88.5%
89%

4.60%
2%
87.6%
89%

4.40%
1%
87.1%
89%

3.20%
1%
86.70%
90%

2.47%
1%
86.1%
91%

32,809

31,547

31,932

31,704

30,005
13
5

30,366
9
5

30,276
13
4

30,095
18
2

32,546
30,366
14
0

PLANNED CARE SCHEMES AND METRICS
Redesign/improvement
scheme

RAG

Live

Advice and Guidance

32,724
30,366
9
0

Gastroenterology

Metric
RAG

No. of advice and guidance
requests to increase

↑

Yes

No. of GP referrals to
secondary care to reduce

No

Pts seen in 18 weeks Gastro

↑

Pts seen in 6 weeks Gastro

↑

Green

Activity to reduce towards
right care peers

No
Target

↓

No
Target

↓

Yes

No. of joint injections to
reduce

Criteria based Clinical
Treatments (previously PLCP)

Yes

Dermatology Procedures in
CBCT category 2 to reduce

↑

Yes

Varicose Vein Procedures to
reduce

↑

Yes

No Paper Referrals
No. of virtual outpatient
attendances

Teledermatology

Red

Gastroenterology
Reporti
ng
Period
1st OP attendances to reduce in line with right care peers Jun-18
average
Rolling
Follow-up OP attendances to reduce in line with right
Jun-18
care peers average
Rolling
Outpatient procedures to reduce in line with right care
Jun-18
peers average
Rolling
Jun-18
Daycases to reduce in line with right care peers average
Rolling

Latest
Previou
Position
s

Directio

Allergy, tele-dermatology
and gastro
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↓

MSK Joint Injections

Paper Switch Off

Indicator Type

Key achievements

Yes

Demand Management Plans

Advice & Guidance,
allergy, tele-dermatology
and gastro

Scheme Metric

PROGRAMME NARRATIVE

11,750

11,408



21,965

21,896



393

433



19,318

20,202



Gastroenterology is
identified as a Right
Care priority in
18/19

↔

• Tele-dermatology: a pilot at 2 practices was
completed 60% of the patients did not require a
face to face appointment. RLBUHT are now
scoping how this may be rolled out at scale
• Dermatology service has implemented a referral
assessment service (RAS) to allow triage of
referrals prior to booking. The service is returning
referrals to primary care that does not meet the
criteria for a secondary care service.

Programme risks and issues

• CCG schemes not enough to deliver 18 weeks,
requires operational changes in providers e.g.
theatre capacity/workforce
• Capacity of system to deliver required redesign
• Advice & Guidance reporting not in line with LCCG
reporting timescales
• PLCV spells: current policy of ‘prior approval’ is not
being adhered to for varicose veins.

Programme Assurance/next steps
•
•
•

Establish a common place where performance is
discussed with providers
Monthly report has been requested for A&G so
that information is timely and accurate
Prior approval scheme for varicose vein and
cosmetic procedures to be raised at contract
review meetings and issued to Primary care

Redesign/improvement
scheme

Apr

Q
May

Jul

Q
Aug

Jun

Sep

6.69%
4%

6.60%
3%

4.60%
2%

4.40%
1%

3.20%
1%

2.47%
1%

92.2%

90.9%

87.8%

91.6%

92.2%

93%
97.2%

93%
97.4%

93%
96.3%

93%
97.7%

93%
98.1%

93%

96%
78.6%
85%
88.9%

96%
76.8%
85%
87.5%

96%
75.2%
85%
75.0%

96%
77.1%
85%
88.9%

96%
79.6%
85%
86.4%

96%

85%

85%

85%

85%

85%

85%

Referral to Treatment (RTT) & Diagnostics
% of patients waiting 6 weeks or more for a diagnostic test

CANCER
Cancer Waiting Times
% Patients seen within two weeks for an urgent
GP referral for suspected cancer
% of patients receiving definitive treatment
within 1 month of a cancer diagnosis -31 days
% of patients receiving 1st definitive treatment
for cancer within 2 months (62 days)
% of patients receiving treatment for cancer
within 62 days upgrade their priority

85%

Demand Management Plans

Live

Scheme Metric

No. of lung cancers found

Bowel Cancer Screening
Volunteers Project

Yes

% screened for bowel cancer

↔

Yes

Emergency presentations of
cancer

↓

Yes

% of virtual attendances colorectal

↑

Yes

No. of bowel cancer
diagnosed at stage 2

Pathway Redesign

No

62 day cancer waits

Recovery Package
Implementation

Yes

HNA’s and EOT’s are
delivered at scale

FIT Project

Yes

Metric to be determined

Advice on Prescription

Yes

Metric to be determined

Cancer Diagnostics

No

% waiting 6 weeks for a test

↓

Yes

Emergency presentations for
cancer

↓

Lynch Syndrome

Urgent Care and Cancer

Programme Assurance/next steps

Colorectal
19/20 Panned
impact
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And a reduction of 87 follow-up attendances (Colorectal)

Key achievements last month

Metri
c RAG

Yes

Risk Stratified Follow-up

2 week referrals, 62 day cancer waits

RAG

Healthy Lung

Vague Symptoms Clinics

Metric

PROGRAMME NARRATIVE

CANCER SCHEMES AND METRICS

PROGRAMME OUTCOMES
Cancer Mortality

↑

Vague Symptoms RLBUHT - By month 5, 74 referrals
from 24 practices; with an 18% having a cancer
diagnosed. - Healthy lung nurses finalists for the
Nursing Times communicate care award
Nearly 50 lung cancers have been diagnosed and
treated with 75%+ being early stage - Significant
number of new early/mid-stage COPD diagnoses
Over 690 patients enrolled onto supported self
management pathways at RLBUHT and Aintree
Wellbeing service referrals increased by 70% People
seen and follow up reviews have doubled since April

Programme risks and issues

• Cancer performance is increasingly challenging
and it is highly unlikely 62 days will be delivered
throughout 2018/19. Particular issues in Urology
and Upper GI
• Complexity of funding and contractual
arrangements particularly in light of the move of
CCC
• Capacity and performance will likely continue to
be an issue

• A shared plan is being developed and the Cancer Alliance is also likely to award the Trust £50k to support improvements and improve
capacity and waiting times to both RLBUHT and Aintree.
• beast cancer equity audit, to be reviewed and specific action plan created
• Evaluation of the pilot bowel cancer screening volunteer prog, aiming to deliver the intervention in 10 practices in early 2019. National
roll out of FIT testing in bowel (to replace FOBT) is to commence shortly; in trials, this increased uptake.
• A series of reviews with practices to review cancer screening, supported by NHSE and CRUK
• Project underway to explore web access to cervical screening slots; and use text messaging reminders
• A programme of work, commissioned by LCC to target communities and support health messaging and engagement
• Screening performance is assessed in arrears – work continues to see how this can be changed

COMMUNITY NEIGHBOURHOOD DELIVERY
SCHEMES AND METRICS

PRIMARY PROGRAMME METRICS
Better Care Fund
Indicator Type

Target/Plan

Care homes: permanent admissions to residential
789.1
and nursing care homes
Number of patients still at home 91 days after
76.0%
discharge from re-ablement services - ASCOF 2B(1) -

Previous Latest
Position Position

Indpendance
759.0 757.7

Redesign/improvement
scheme

RAG

Live

Key achievements

• Development of Community Frailty Model - to be
trailed as part of the NHSE elective care 100 day
challenge
• Local offer for Tele triage in Care Homes being
trailed
• Lymphedema activity modelling complete

Metric
RAG

TBC

Workforce Development

86.0% 81.6% Evaluation of pro-active care

Scheme Metric

PROGRAMME NARRATIVE

Yes

Avoidable emergency
admissions to hospital

Integrated pathways in/out of
CCTs

TBC

Review of specifications

TBC

↑

Programme risks and issues

Implementation of care home
model

Not
fully

Emergency admissions to
hospital from care homes

↑

ICRAS

Yes

Delayed discharges

↓

Still at home 91 days after
re-ablement

↑

Permanent admissions to
care homes

↓

Fracture Liaison Service

Vertebral Fractures

↑

Falls Prevention

Emergency admissions for
falls

↑

End of Life Review

Reduction in hospital deaths

↔

Demand Management Plans
Lymphedema

CCT’s, Care Homes and
Telehealth

Behaviourist Model
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• Two Community Geriatrician vacancies cannot be
filled. This will affect timely support to the MDT.
• Lymphedema project has fallen significantly
behind schedule. Also the service may need
additional funding due to the high numbers of
unmet need

Programme Assurance/next steps

• Falls has been identified as a key priority in the
Provider Alliance plan and a form one has been
submitted for 2019/20.
• LCCG are part of the NHSE elective care
programme in which a community frailty pathway
will be designed
• MMT are identifying frail elderly patients on the
EfI and carrying out falls risk assessments and
meds reviews
• Number of hospital admissions from a care home
The provider alliance is leading the Enhanced
Health in Care home work stream
• Options for Community provider to employ a
community geriatrician and potentially frailty
nurse being considered.
• A 12 month extension to the lymphedema service
to be requested and a dedicated lead for this work
to be identified

PRIMARY POGRAMME OUTCOMES

COMMUNITY - SELF CARE, SOCIAL MODEL & DIGITAL
SCHEMES AND METRICS

PROGRAMME NARRATIVE
Key achievements

Demand Management Telehealth
Redesign/improvement
scheme
CCT’s, Care Homes and
Telehealth

RAG

Live

Scheme Metric

Implementation of self-care
framework

No

Making Every Contact count

No

Reporting in development

Patient activation measure

Yes

No. of PAM Licences used

Telehealth

Yes

Emergency admissions to
hospital for COPD and heart
failure

Digital Patient Access

No

Metric
RAG

KPI in development

Social Model of Health
↑

↑

• Initial meeting with Provider Alliance.
• Liverpool has been awarded grant-funding, and is
one of 23 pilot sites in England to develop the
evidence-base for social prescribing 5.5 wte staff
have been recruited by the providers, funded by
the grant.
• Respiratory and social prescribing has been
extended to 31st March 2019
• NHS App private beta testing began on 27th
September 2018. 4/6 practices are currently live
• Referrals now being received from RLBUHT HF
team on patient discharge.
• Mersey Care plan approved to double hub
monitoring capacity to 2,000 patients

Programme risks and issues
Non-Elective Spells
(Acute)

2018-19 Plan
69,737
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2018-19 FOT
72,004

Variance
2,267

% Variance
3.3%

Programme Assurance/next steps

• Working with Public Health colleagues to engage
with the wider system for uptake of MECC
Progressing using 8 step plan as per trust progress.
• Joint meeting LCC, VCSE and health to take
forward a networked creativity offer as part of the
new social prescribing model
• Digital - A revised plan is needed for next year to
review outstanding work and re-prioritise it
alongside new opportunities.

• Provider alliance is not yet at the point to receive
and act upon information pertaining to PAM
• SDIP for MECC SDIP not contained within contract
therefore no compliance reporting or shadow
monitoring
• Despite continuous promotion and gaining verbal
positive feedback there is no appetite amongst
providers to implement PAM
• There has been little progress towards Identifying
and aligning existing staff to first wave
neighbourhoods for Social Model of Heath
•
Some delays to planned work due to changes in
scope and priorities

PRIMARY
PROGRAMME
OUTCOMES
Metric
Q1
Q2
Apr

May

Jun

Jul

Aug

MENTAL HEALTH
IAPT

% of people who receive
psychological therapies - Roll Out
% moving to recovery
IAPT Waiting Time -6 weeks
IAPT Waiting Time - 18 weeks

Redesign/improvement
scheme

2.93%
4.2%

4.2%

48.1%
96.90%
75%
100%
95%

50.0%
97.20%
75%
99%
95%

96.90%
75%
100%
95%

98.10%
75%
99%
95%

56.00%
53.0%

57.14%
53%

56.25%
53%

58.62%
53%

75%
95%
54.16%
53%

Care Programme Approach

Care Programme Approach

96.66%
95.0%

95.0%

14.2%
8%

8%

Improve Access rate to CYPMH

Improve Access rate to CYPMH

Inv
est
me
nt

RAG

Li
v
e

50.0%

Early Intervention in Psychosis

Early intervention in Psychosis
waiting times: 2 weeks

MENTAL HEALTH SCHEMES AND METRICS

Routine seen within 4 weeks
Urgent seen within 1 week

Demand Management Plans

90.0%
66.7%

•
↓

Crisis Resolution Home Treatment

Y

% on care programme approach
discharged from inpatient care
followed up in 7 days

↔

Early Intervention Psychosis

Y

EIP Access and waits

↔

Improving Access to Psychological
Therapies

Y

IAPT Access

↑

IAPT Waits

↓

IAPT Recovery

↑
↓

Triage Car

Y

No. of 136 sections

Individual Placement Support

Y

% with MH in employment

N

% people with MH received a health
check

↓

N

Numbers waiting/average wait

↑

Waiting times for routine referrals

↑

Primary Care Liaison Service

Adult eating disorders
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•

Emergency admissions to Acute
hospitals for Mental health and
substance misuse

Adult ADHD Pathway

Core 24 and EIP

Key achievements

Me
tric
RA
G

Y

Core 24 AED Liaison

CYP - Eating Disorders
85.00%
90.0%
67%
66.7%

Scheme Metric

PROGRAMME NARRATIVE
IAPT – Continued achievement of key recovery
and waiting times targets
EIP – Continued achievement of access and
waiting times targets

Programme risks and issues
•

•
•

Some challenges in all areas around workforce
expansion and recruitment where investment
has been provided, this may impact on delivery
timescales but also impact upon other MH
services as recruitment impacts upon the
services from where staff are recruited
Triage car and Primary Care Liaison service likely
to be 19/20 schemes for investment
Some delay on establishing an agreed and
acceptable model for Adult ADHD

Programme Assurance/next steps

• Ongoing monitoring and discussion around
programme delivery, escalation to wider relevant
bodies (HEE/NHSE), consideration within contract
variations and related milestones.
• LCCG has provided investment to support CRHT
improvement
• A&E attendance where Mental Health/Substance
misuse continues to be monitored through Urgent
Care and Crisis Care programmes
• ADHD - pathway redesign and investment to
support follow ups in the community currently
being finalised for implementation in Q4
• Currently refocusing work of Primary Care Liaison
to support more patient focused work including
SMI/Health Check activity, some issues with the
capacity of the team due to workforce challenges

Metric

Maternal smoking at time of delivery

Percentage

Breast feeding prevalence at 6 - 8 weeks

Percentage

School readiness - children achieving a good level of development at end of
Percentage
reception
Percentage of children aged 10-11 classified as overweight or obese

Percentage

Child A&E attendance rate per 1,000 population aged 0-4 years

Rate per 1,000

Early Help - number of CAFs / EHATs per 10,000 children - local data

Rate per 10,000

16-18 year olds not in education, employment or training (NEET)

Percentage

Looked After Children - Rate per 10,000 under 18 years

Rate per 10,000

Pupil Persistent Absenteeism (15% Threshold) - Secondary Schools (%)

Percentage

Pupil Persistent Absenteeism (15% Threshold) - Primary Schools (%)

Percentage

Pupil Persistent Absenteeism (15% Threshold)

Percentage

Teen Conceptions Rate Per 1,000 (3 Year Pooled)

Rate Per 1,000

Low birth weight full-term babies

Percentage

Children with a statement of SEN or education, health and care plan

Rate Per 10,000

CAHMS Access and Waiting Times
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Preferred
direction

Higher = Bad
Lower = Good
Higher = Good
Lower = Bad
Higher = Good
Lower = Bad
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Good
Lower = Bad
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good
Higher = Bad
Lower = Good

England
Average

Previous
Position

Latest
Position

12.1%

13.2%

12.8%

44.4%

34.8%

37.4%

70.7%

59.7%

62.1%

33.9%

39.0%

38.7%

601.8

1630.6

1637.1

239.3

179.7

6%

6.3%

11.7%

62

114.00

122.00

13.1%

19.3%

17.0%

8.2%

11.9%

11.4%

4.7%

5.3%

5.4%

18.8%

32.0%

27.6%

2.79%

2.9%

3.4%

239.31

179.68

Direction

Indicator Type

PROGRAMME NARRATIVE

CHILDRENS AND MATERNITY SCHEMES AND METRICS

PROGRAMME OUTCOMES
















Redesign/improv
ement scheme

RA
G

Li
ve

Scheme Metric

Met
ric
RAG

No

Waiting Times
(Weeks): Referral to
Assessment
Liverpool Total and
Providers YPAS and
PSS

Red

No

See to the left

Red

No

Reduce waiting times
to no longer than 8
weeks

No

Reduce waiting times
from 14 months to
18 weeks

CAMHS

Neighbourhood
Community Model of
Care
Dietetics
Autism Spectrum
Disorder Diagnostic
Pathway Waiting List
Transforming Care
for children and
young people
Children’s asthma
pathway redesign
(19/20 scheme)

No

Emergency
Admissions for
Asthma – rate per
100,000 aged 0-19
years

Key achievements

• Reviewed and refreshed 5 year LTP ready
for Health and Wellbeing Board sign off
on 15th November

Programme risks and issues

• Major risk is a lack of investment in the
prevention / community elements of
C&YP services
• Delivery is highly dependent on a joint
approach with LCC as many services that
deliver improved outcomes for Children
are commissioned/provided by them

Programme Assurance/next
steps

• Investment - Form 1 being developed,
with impacts and outcomes understood
to be considered for any investment
monies
• A Joint strategy has been developed and
a Children's Transformation board is in
place to aid delivery
• Health and Wellbeing board sign off of
reviewed and refreshed LTP
• Contracts and procurement to discuss
options for 0-25 specification
• CAMHS - Crisis service has been
implemented since July. STP discussions
regarding new care models as
alternatives to beds for CYP. Included in
review of 0 – 25 specification.
• YPAS & PSS – expect Q2 returns to show
a reduction in waiting times. Still likely to
be high due to funding cuts.

LEARNING DISABILITIES SCHEMES AND METRICS
Redesign/improvement scheme

RAG

Live

Health Checks

Yes

Transforming Care - Inpatient

Yes

PROGRAMME NARRATIVE
Scheme Metric

Metric RAG

% of people with LD having a health check

↓

LD admissions to specialist beds

↑

LD discharges from specialist hospital beds

↓

Key achievements

• One inpatient was discharged to their home in
October.
• Health Checks funding approval received
September 2018.

Supported Living Service
Enhanced Positive Behavioural Support

Yes?

KPI in development

No

KPI in development

Learning Disability Mortality Review
Programme (LeDeR)

Yes

KPI in development

Specialist Care
Co-Ordinator

No

KPI in development

Intensive Support Team

Programme risks and issues

• Transforming care - Five discharges unable to
progress due to issues
• Enhanced Positive Behavioural Support – some
delay to implementation

PRIMARY PROGRAMME OUTCOMES
England
Average

Target/Plan

Previous
Position

Latest
Position

Completeness of the GP learning disability register (All Ages)

0.47%

0.54%

0.55%

0.54%

Percentage of people (aged 14+) with a learning disability on GP
register receiving an annual health check

48.8%

74%

58%

57.9%

56.2%

1,343

1,433

134

124

4.6

4.0

2.7

4.2

Number of admissions of patients detained under MHA in specialist
LD hospitals during a rolling 12 month period

9

22

11

14

Number of discharges of patients detained under MHA in specialist LD
hospitals during a rolling 12 month period

9

16

12

12

390

809

1,423

0

65.5

66

64

Indicator Type

Emergency hospital admissions to Acute trust for all age patients on
LD Register (rolling 12 M position)
Average Length of stay for NE Admissions to Acute trust

Average length of stay of discharged inpatients in specialist hospital
settings. (Days calculated on discharge)
Rate of inpatients per million GP registered adult population for each
transforming care partnership. CCGs assigned the score of the TCP
they belong to
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forecast/base
line

Programme Assurance/next steps

• Transforming care - Specification included in
contract variation sent to Mersey Care 9/10/18,
awaiting sign-off
• Working through Transforming care mobilisation
plan, service expected to be operational in January
2019
• Health checks contract variation has been drafted
and reporting template is in draft form. It is
anticipated the service specification and kpis will
be agreed in November.

PRIMARY PROGRAMME OUTCOMES
Extended Access

PRIMARY CARE SCHEMES AND METRICS
Redesign/improvement
scheme
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Live

Scheme Metric

Extended Access

Yes

% Slot utilisation

Primary Care at Scale

No

% practices joined up to a
network

Primary care out of hospital
schemes
(Local quality improvement
schemes)

Yes

See indicators in other
programme slides

General Practice Development
- Time for Care

Quality Improvement

RAG

Yes

% practices embedded 2
High Impact Action

PROGRAMME NARRATIVE
Metric
RAG

Key achievements

↑

•

Extended Access service mobilised and live from
1st October 2018

•

Quality improvement expertise embedded in 34
practices, saving over 21000 hours of nonclinical time and 12000 hours of clinical time per
year.

↑

Programme risks and issues
•

Local Quality Improvement Schemes – service
specifications still under review.

•

Estates process for allocation of space and
prioritisation for service delivery is not clear.

↑

% Clinical time released
% Non Clinical time released

Programme Assurance/next steps
Workforce Strategy

No

Estates Strategy

No

•

Review of Local Quality Improvement Schemes
will take place in Nov and approval in
December.

•

Estates issues being taken forward by CFO and
milestones have been reviewed to reflect scale
of work required to assess and develop
prioritised projects.

URGENT CARE SCHEMES AND METRICS

PRIMARY PROGRAMME OUTCOMES

PROGRAMME NARRATIVE
Key achievements

Apr

Q1
May

Jun

Actual

89.7%

89.8%

Plan

95%

95%

Metric

Jul

Q2
Aug

Sep

89.5%

89.8%

89.8%

87.7%

95%

95%

95%

95%

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

Further metrics to
be added in next
iteration

Redesign/improvemen
t scheme

RA
G

Liv
e

Scheme Metric

Urgent Care Treatment
Centres

No

To be defined once service
model is known

Integrated Urgent Care 111

No

To be defined

Metri
c RAG

• Urgent Care Review in Liverpool launched on 22nd
October 2018.
• Liverpool Providers have received briefing to start
their staff communication
• IVR Messaging has directed increasing number of
users to online service offer, therefore freeing up
some 111 call centre capacity

Programme risks and issues

• Plans and milestone have had to be recast and
work will now continue into 19/20
• Further clarity has been sought on South Sefton's
and Knowsley's specific position on project plan,
scope of review, engagement objectives to ensure
that work continues to be aligned across North
Mersey

Programme Assurance/next steps
•
•

•

•
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Programme arrangements are in place
North Mersey Committees in Common will
oversee the dependencies between the
requirements of each of the populations
CCG Directors and Chief Exec will discuss
alignment with counterparts in South Sefton and
Knowsley
Engagement planning underway. Due to
commence on 15th November

To be included in next report
• Prescribing scheme and outcome details inc delivery of CRES plan
• Prevention scheme and outcome details
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Peers

England

Peers

England

102a % 10-11 classified overweight2016/17

38.7%



11/11

184/207

R R 121a High quality care - acute

17-18 Q4

61



7/11

80/207

103a Diabetes patients who achiev 2016-17

43.7%



1/11

15/207

B R 121b High quality care - primary ca17-18 Q4

66



6/11

104/207

11.2%



5/11

47/207

G R 121c High quality care - adult socia17-18 Q4

60



7/11

145/207

R 104a Injuries from falls in people 617-18 Q3

2,896



9/11

201/207

G

R 105b Personal health budgets

17-18 Q4

14.34



9/11

106/207

R R 122b Cancer 62 days of referral to t17-18 Q4

R 106a Inequality Chronic - ACS & UC17-18 Q3

3,231



11/11

190/207

G

122c One-year survival from all ca 2015

R 107a AMR: appropriate prescribing2018 01

1.104



6/11

131/207

G

122d Cancer patient experience

R 107b AMR: Broad spectrum prescrib2018 01

8.5%



3/11

93/207

G R 123a IAPT recovery rate

0.71



1/11

11/207

Period

Better Health
R

2014/15 to

103b Attendance of structured

2016-17 (2015
educcohort)

108a Quality of life of carers

2017
Period

CCG

Peers

England

R 141b In-year financial performance17-18 Q4

Amber



#N/A

#N/A

R 144a Utilisation of the NHS e-referr 2018 02

50.0%



8/11

144/207

Peers

England

Sustainability

Period

Leadership

R 162a Probity and corporate govern 17-18 Q4

CCG

CCG
Fully Compliant



#N/A

#N/A

R 163a Staff engagement index

2017

3.75



8/11

136/207

R 163b Progress against WRES

2017

0.09



2/11

39/207

R 164a Working relationship effectiv 17-18

66.56



7/11

118/207

R 166a CCG compliance with standar 2017

Green



R 165a Quality of CCG leadership

Amber



17-18 Q4

Trend

Trend

Better Care

51.2%



7/11

128/207

83.3%



8/11

97/207

72.5%



3/11

82/207

9.0



1/11

1/207

2018 02

41.1%



11/11

197/207

R R 123b IAPT Access

2018 02

2.7%



11/11

200/207

G R 123c EIP 2 week referral

2018 03

64.2%



10/11

167/207

#N/A

#N/A

5/11

84/207

#N/A

#N/A

122a Cancers diagnosed at early st2016

2016

¢ n R 123f MH - OAP

G R 124a LD - reliance on specialist IP c17-18 Q4



6/11

145/207

47.6%



5/11

114/207

0.54%



5/11

60/207

125d Maternal smoking at delivery 17-18 Q3

12.8%



4/11

122/207

R R 125a Neonatal mortality and stillbi2016

5.3



8/11

146/207

¢n

125b Experience of maternity servic2017

84.2



4/11

70/207

¢n

125c Choices in maternity services 2017

¢n
G

62.7



4/11

71/207

2018 03

69.9%



9/11

83/207

126b Dementia post diagnostic sup2016-17

80.0%



2/11

69/207

3,256



9/11

189/207

87.9%



4/11

44/207

R R 127e Delayed transfers of care per 2018 03

11.0



5/11

108/207

R R 127f Hospital bed use following em17-18 Q3

573.1



8/11

180/207

G R 105c % of deaths with 3+ emergenc 2017

5.69%



8/11

115/207

G

128b Patient experience of GP servi2017

88.6%



1/11

31/207

B

128c Primary care access

2018 01

0.0%



R

128d Primary care workforce

2017 09

1.04



2/11

74/207

2018 03

86.7%



9/11

133/207

1



6.9%



5/11

91/207

Amber



G

Interquartile range

R R 127b Emergency admissions for UC 17-18 Q3
R

Patients diagnosed in 2014

64

2016-17

124b LD - annual health check

Best quartile in England

* Patients diagnosed in 2015;



124c Completeness of the GP learni2016-17

G

Worst quartile in England

Note: There a re no da ta for NHS Ma nches ter CCG (14L) for the fol l owi ng i ndi ctors : 121a , 121b, 121c,
122d, 125b, 125c, 163a , 163b a nd 164a

32.4

123e MH - Crisis care and liaison (not available)

Trend

#N/A

2018 02

R R 126a Dementia diagnosis rate

#

CCG

123d - CYP mental health (not available)

Key

127c A&E admission, transfer, disc2018 03

R R 129a 18 week RTT
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Period

¢ n R 130a 7 DS - achievement of standar2017
R R 131a % NHS CHC assesments taking17-18 Q4
¢ n R 132a Sepsis awareness

2017

Trend

Report no: GB 68-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH NOVEMBER 2018
Title of Report
Lead Governor

Governing Body Assurance Framework Progress
Report: November 2018
Dr Fiona Lemmens (Chair)

Senior Management Ian Davies, Chief Operating Officer
Team Lead
Report Author
Stephen Hendry, Senior Operations and Governance
Manager
Summary
The purpose of this paper is to present the CCG’s
Governing Body Assurance Framework (GBAF) for
2018/19 and highlight the key mitigations against risks
to the delivery of the CCG’s strategic objectives for the
financial year 2018/19.
Recommendation
That the Governing Body:
 Agrees that the 2018/19 framework continues to
align appropriate risks, key controls and
assurances alongside each strategic objective;
 Satisfies itself that the document describes the
effectiveness of the internal systems of control in
place to mitigate against risk;
 Is confident that the current controls, evidence of
mitigation plans and actions taken provide
assurances against the specific risk;
 Identifies any further gaps in control/ principal
risks which will impact on the delivery of the
strategic objectives.
Relevant
The Health and Social Care Act states that:
standards/targets
“The main function of the governing body will be to
ensure that CCGs have appropriate arrangements in
place to ensure they exercise their functions effectively,
efficiently and economically and in accordance with any
generally accepted principles of good governance that
are relevant to it.”
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GOVERNING BODY ASSURANCE FRAMEWORK PROGRESS
REPORT: NOVEMBER 2018
1.

PURPOSE

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

RECOMMENDATIONS

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

BACKGROUND

The Governing Body Assurance Framework (GBAF) for the financial year
2018/19 set out how NHS Liverpool CCG will manage the principal risks to
delivering its strategic objectives. The purpose of the GBAF is to enable the
Governing Body to corporately assure itself (i.e. gain confidence based on
evidence) that it has systematically identified its objectives and managed the
principal risks to delivering those objectives over the course of the financial
year. The framework aims to align strategic risks, key controls and
assurances on controls alongside each objective and identifies the critical
‘gaps’ in internal systems of control; mapping actions required to ultimately
provide ‘evidential’ assurance against the delivery of strategic objectives.
The GBAF also provides the basis for the preparation of a fair and
representative Annual Governance Statement and is the subject of annual
review by both Internal and External Audit partners.
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4.

GBAF NOVEMBER 2018 UPDATE SUMMARY

Each strategic risk has been updated since the September 2018 Governing
Body meeting, with progress documented against any due actions. The
GBAF has undergone a minor structural/formatting change since the initial
presentation in September 2018. Firstly, ‘Inherent Risk’ replaces ‘Initial Risk
Score’ as a column heading. This is to capture the ‘untreated’ risk score
which is reflective of zero controls or mitigation in place. Secondly, ‘Current
Risk Score’ is replaced by ‘Residual Risk’ with the aim of using a more
consistent terminology for scoring risks after the most control measures and
mitigating actions have been applied. Thirdly, amendments have been made
to the action planning section to ensure a clearer ‘read across’ for describing
what actions are required, by whom and by when and details of current
progress/completion.
4.1

Progress with controls and mitigating actions (November 2018)

All five principal risks to CCG strategic objectives have been reduced for the
November 2018 update due to the strength of current controls and mitigating
actions. Similarly, all GBAF Assurance Ratings’ against risks have increased
to ‘Reasonable’ due to the positive internal assurances in place.

5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

This section is not applicable.

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY

Effective and robust risk management arrangements (and clear mitigation
strategies) support the CCG’s delivery of statutory Financial Duties and the
2018/19 Financial Plan. It is essential that the Governing Body receive an
update on the effectiveness of the GBAF on a quarterly basis as a minimum
so that it has assurance that principal risks are being effectively controlled
and managed.
7.

CONCLUSION

The Governing Body Assurance Framework (GBAF) has formalised the
process of securing assurance and scrutinising risks to the delivery of the
CCG’s strategic objectives. The GBAF is (and should continue to be treated
as) a ‘live’ document which enables the Governing Body to demonstrate and
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evidence that it is discharging its overall responsibility for internal control
throughout the financial year.
There are no inherent legal implications associated with the Governing Body
Assurance Framework
Stephen Hendry
Senior Operations and Governance Manager
5th November 2018
Ends
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NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

November 2018 update (Q3)

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

Risk ref

Risk Owner

GBAF01

Jan
Ledward

Current
RAG

Current
Trend



Next Review
Date

Jan-18

Assurance
Rating Q1

Assurance
Rating Q2

Limited

Reasonable

Assurance
Rating Q3

Assurance
Rating Q4

Strategic risk description (and likely impact)

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

3

Inherent Risk Score
C
Rating

4
Existing Controls

12

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

L

2

Residual Risk Score
C
Rating

Target Risk (Risk Tolerance)
Trend

L

C

Rating



1

4
Gaps In Control

4

4
8
Existing Assurances

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

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

by CCG Governing Body in May 2018.

3. Health and Wellbeing Board provides
oversight of programmes and initiatives to
support improvement in wellbeing.
4. Integrated Care Partnership Group
established with CCG representation in
membership.
5. Revised Section 75 Agreement in place
between LCCG and Liverpool City Council.
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4. Schedule of quarterly reviews of 'One Liverpool' Plan
progress at Governing Body meetings.
5. CCG Corporate Performance Report includes summary
progress against 'outcomes' measures -reviewed and
approved at Governing Body meeting on quarterly basis
throughout financial year.
6. 'Liverpool Provider Alliance Plan' established as
mechanism to support the delivery of the 'One Liverpool
Plan' through collaboration.
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1. CCG yet to clarify Clinical Leadership
requirements for 2018/19 and beyond.

Target Date
31-Mar-19

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

NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

Existing Controls
7. North Mersey Joint Committee formally
convened with agreed Terms of Reference and
work plan.

Existing Assurances

November 2018 update (Q3)

Gaps In Control

Gaps in Assurance

7. Minutes of North Mersey Joint Committee received by LCCG
Governing Body with established structure in place for receiving
feedback from future NM Joint Committee meetings.

Action

Due Date Assigned to

North Mersey Joint Committee to meet in third Quarter of
2018/19
Nov-18

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

Feb-19

Undertake an objective review of CCG Governing Body
member roles, responsibilities and effectiveness.
Feb-19

Latest Update

Inaugural meeting of the North Mersey Joint Committee
held on 24th October 2018 - Committee formally adopted
Jan Ledward and approved the Terms of Reference with clear
reporting/accountability lines to constituent Governing
Bodies. All future meetings to be held in public.
Jan Ledward/ Workshops held with clinical leads on 03/7/18 and
Fiona
30/10/18 and with Neighbourhood Lead GPs on 04/10/18.
Lemmens
New structure and job descriptions to be completed by Jan
19. Completion of appointment to Clinical Lead roles by
end Q4.
Jan Ledward/ Individual 1:1s held with each of the Governing Body
Fiona
members throughout August and September 2018 re: role
Lemmens
& responsibilities. Workshops also held with Governing
Body GPs on 18/9/18 and 9/10/18 and 30/10/18. Election
of clinical vice chair to take place on 11/12/18. Finalisation
of areas of responsibility and sessional commitment by
end Q3.

Status

R

Completed

u

In progress

u

In progress

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

Governing Body Assurance Framework 2018/19

November 2018 update (Q3)

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

Risk ref

Risk Owner

GBAF02

Jane
Lunt

Current
RAG

Trend

Next Review
Date

Assurance
Rating Q1

Assurance
Rating Q2



Jan-18

Limited

Reasonable

Assurance
Rating Q3

Assurance
Rating Q4

Strategic risk description (and likely impact)

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

Target Risk (Risk Tolerance)

Residual Risk Score

L

C

Rating

L

4

4
Existing Controls

16

3

C

Rating

Trend

L

C

Rating



1

4
Gaps In Control

4

4
12
Existing Assurances

1. QSOC a committee of CCG Governing Body (bi-monthly 1. Formal CCG response/action plan in
reporting to Governing Body by exception).
relation to learning from Kirkup Review
2018.
2. Chief Nurse's Report presented to each Governing Body
meeting (from September 2018) for review and oversight. 2. CCG Quality Strategy requires update
and dissemination to wider system.
3. Patient experience data gathered from a number of
sources including Healthwatch reports, Complaints, claims 3. Lack of effective 'triangulation' of quality
and issues report presented regularly to Governing Body. & safety issues between Finance,
6. Corporate Performance reporting to
Governing Body provides oversight of patient
Procurement & Contracting Committee,
safety issues and aims to minimise risks across 4. CCG Whistleblowing Policy / Strategy approved by
QSOC, CQPGs & Gov Body.
local health services.
Governing Body in July 2018 includes defined new role for
'Freedom to Speak Up Guardian' (named Governing Body
2. Clinical Quality & Performance Groups
Lay Member).
1. Quality, Safety & Outcomes Committee
(QSOC) as committee of Governing Body sets
the strategy for the system in terms of quality,
based on shared principles and objectives
across health and social care, including primary
and secondary health care services. QSOC has
oversight of the shared quality improvement
agenda,

(CQPG) in place for each provider and are well
established for all city providers- each CQPG
reporting to QSOC, with clear terms of reference 5. CQC Action Plans (specific to provider) have review and
oversight via CQPGs
and membership.
3. CQC Inspection regime of providers
(including primary care) - summaries of reports
included in Corporate Performance Report.
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6. Individual Care Quality Commission (CQC) and Ofsted
Inspection reports/notices provide both positive and
negative assurance.
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Target Date
31-Mar-19

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

NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

Existing Controls

Existing Assurances

November 2018 update (Q3)

Gaps In Control

Gaps in Assurance

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

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

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

Review Committee Structures in line with future
organisational needs (includes audit of current 'committee
effectiveness').
Governing Body Development Session to be utilised to
address need of assessing 'organisational health' of
providers (linked to Kirkup Review).

Due Date Assigned to

Jan-19

Jan-19

Feb-18

Ongoing
2018/19

Latest Update

Jan
Ledward

u

In progress

Jane
Lunt

Revised Quality Strategy needs to reflect 'Strategic
Commissioner' role of CCG and wider system
determinants. Aim is to present draft strategy to January
2019 Governing Body for approval.

u

In progress

Revised committee structure to be discussed at the CCG
'Members Events' to be held during November 2018. Also
an agenda item for Governing Body Development Session
scheduled for 11/12/2018.

u

In progress

u

In progress

Jan
Ledward

Jan
Ledward

Governing Body Development Session held on 16/10/18 as
detailed above. Peer review to be commissioned to examine the
response of LCCG to the events at Liverpool Community Health
and Capsticks Report.Purpose of the Peer Review will be to
identify and extract learning to inform how the Governing Body
holds the system and its providers to account in the future.

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

GB Development Session held on 16/10/18 with
representatives from Mersey Care in attendance to review
findings from LCH ‘look back’ exercise and Kirkup report.
Planned Governing Body Development session in
December 2018 to discuss how the Learning from Kirkup
will inform the CCG’s revised Quality Strategy.
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NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

November 2018 update (Q3)

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

Risk ref

Risk Owner

GBAF03

Jan
Ledward

Corporate Risk Register related refs
None

RAG

Trend



Next Review
Date

Jan-18

Assurance
Rating Q1

Assurance
Rating Q2

Limited

Reasonable

Assurance
Rating Q3

Assurance
Rating Q4

Strategic risk description (and likely impact)

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

4

Inherent Risk Score
C
Rating

4
Existing Controls

16

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

L

3

Target Risk (Risk Tolerance)

Residual Risk Score
C
Rating

Trend

L

C

Rating



1

4
Gaps In Control

4

4
12
Existing Assurances

1. One Liverpool Plan details CCG's sets out aims for
1. CCG Clinical Leadership structure not
'prevention at scale' (reflecting the 2018 JSNA) - plan
fully aligned to 'One Liverpool' Plan.
signed off by Governing Body in March 2018 and Health &
Wellbeing Board in June 2018.
2. Patient Engagement Strategy requires a
refresh to align with 'One Liverpool' Plan.
2. Memorandum of Understanding (MOU) in place
between Public Health and LCCG which enables CCG
access to Public Health Consultant advice (2 days p/w).
MoU approved at September 2018 Governing Body
meeting.
3. Established and effective clinical leadership in place at
Governing Body level to champion and promote physical
activity across the city.

4. Performance against public health/ primary
care outcomes indicators measured on a
quarterly basis by CCG's Business Intelligence 4. Liverpool Director of Public Health non-voting member
and included in Corporate Performance Report. of CCG Governing Body - DoPH update report standing

agenda item at each Governing Body meeting.

5. Equality & Inclusion Service (hosted by three North
Mersey CCGs) - specialist advisory service which
assesses compliance with Equality legislation and
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Target Date
31-Mar-19

Gaps in Assurance
1. Review throughout financial
year 2018/19 of progress with
delivery against 'One
Liverpool' Operational Plan
priorities by CCG Governing
Body.

NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

Existing Controls

Existing Assurances

November 2018 update (Q3)

Gaps In Control

Gaps in Assurance

5. Liverpool Mayoral Inclusive Growth Plan (March 2018) acts as
driver for change for city to break cycle of disadvantage - LCCG
'One Liverpool' Plan aligned to/integrated with the ambitions and
aims of Inclusive Growth Plan in terms of prevention, early
intervention and 'universal proportionality'.

Action

Due Date Assigned to

Review Clinical Leadership roles and responsibilities for a
re-defined/re-purposed Clinical Leadership.
Jan-19

Review Patient Engagement Strategy for 2018/19 with aim
for a joint approach to engagement and communication as
part of 'City' wide conversation led by Liverpool City
Council.
Draw up schedule of progress reviews re: delivery against
'One Liverpool' Operational Plan priorities for CCG
Governing Body.

Jan-19

Nov-18

Latest Update

Individual 1:1s held with each of the Governing Body
members throughout August and September 2018 on role
Lan Ledward/ & responsibilities. Workshops also held with Governing
Body GPs on 18/9/18 and 9/10/18 and 30/10/18. Election
Fiona
Lemmens of clinical vice chair to take place on 11/12/18. Finalisation
of areas of responsibility and sessional commitment by
end Q3.
Patient Engagement Strategy going through review
Ken Perry/ process and is on schedule for presentation at January
Sarah Dewar 2018 Governing Body.

Carole Hill

Operational Plan 6 month review due to be presented at
November 2018 Governing Body ('deep dive' into Urgent
Care).

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

u

In progress

u

In progress

u

In progress

NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

November 2018 update (Q3)

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

Risk Owner

GBAF04

Mark
Bakewell

Better Health: 102a, 106a, 108a
Better
Care: 122
(b,c)
123a, 125d
Corporate
Risk
Register
related refs
2016CO54, 2018CO78

RAG

Trend



Next Review
Date

Jan-18

Assurance
Rating Q1

Assurance
Rating Q2

Limited

Reasonable

Assurance
Rating Q3

Assurance
Rating Q4

Strategic risk description (and likely impact)

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

4

Inherent Risk Score
C
Rating

4
Existing Controls

16

L

3

Residual Risk Score
C
Rating

Target Risk (Risk Tolerance)
Trend

L

C

Rating



1

4
Gaps In Control

4

4
12
Existing Assurances

1. Governing Body receives regular reporting on activity
1. CCG Social Value Strategy requires
spend against NHS E tolerance levels through the Finance alignment with 'One Liverpool' Plan/
Report and Corporate Performance Report.
Liverpool Mayoral Inclusive Growth Plan
and 'Fair City Policy' and approach.
2. Finance, Procurement & Contracting
2. Results of public consultations on alignment of
Committee well established. Committee
receives routine comparable benchmarking data secondary care/tertiary care services presented to formal 2. Patient Engagement Strategy requires a
Governing Body meetings.
refresh to align with 'One Liverpool' Plan
against 'RightCare' Core Cities.
and ensure alignment with 'City'
3.
Audit,
Risk
&
Scrutiny
Committee
(ARSC)
receives
conversation as part of the Mayoral
3. 'One Liverpool' Plan prioritisation process in
place at programme level: enables proposed
annual assurances from statutory/non-statutory Governing Inclusive Growth Plan.
outcomes of interventions and associated
Body Committees on discharge of functions and delivery of
impact and cost to be articulated and use of
committee work plans. Chair of ARSC presents annual
3. Restructure of Senior Management
'RightCare' peer benchmarking and other tools report re: delivery of committee objectives to Governing
Team to ensure value from management
supports focus on improving quality and
Body at close of each financial year.
resource (in relation to running costs).
1. 'One Liverpool' Plan sets out clear priorities
and requirements to achieve maximum value
from investments.

reducing variation, with targeting of resources
accordingly.

4. Finance Update report a standing agenda
item at Governing Body (presented by CFO) to
assure robust financial management and budget
control.
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4. External Audit 'Value for Money' statement in Annual
Report & Accounts 2017/18 used as benchmark for
2018/19.

Page 7

Target Date
31-Mar-19

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

NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

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

Existing Assurances

November 2018 update (Q3)

Gaps In Control

Gaps in Assurance

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

Action
Refresh of CCG Social Value Strategy to be conducted as
priority.
Patient Engagement Strategy currently being reviewed and
re-drafted for 2018/19 with aim to present to Governing
Body in Jan 2019.
Restructure of Senior Management Team and
departmental portfolios underway.

Due Date Assigned to
Jan-19

Sarah
Dewar

Jan-19

Sarah
Dewar

Ongoing
2018/19

Jan
Ledward

Latest Update
Social Value Strategy going through review process and is
on schedule for presentation at January 2018 Governing
Body.
Patient Engagement Strategy going through review
process and is on schedule for presentation at January
2018 Governing Body.
Chief Nurse and Chief Finance Officer posts filled as at 1st
October 2018. Interviews for 2 x Director posts to be held
in early November 2018 (shortlisting complete).

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

u

In progress

u

In progress

u

In progress

NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

November 2018 update (Q3)

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

Risk ref

Risk Owner

GBAF05

Jan
Ledward

Trend

Next Review
Date

Assurance
Rating Q1

Assurance
Rating Q2



Jan-18

Limited

Reasonable

Trend

L

C

Rating



1

4
Gaps In Control

4

RAG

Assurance
Rating Q3

Assurance
Rating Q4

Strategic risk description (and likely impact)

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

L

4

Inherent Risk Score
C
Rating

4
Existing Controls

16

1. Joint Strategic Needs Assessment (JSNA)
refreshed for 2018.
2. 'One Liverpool' Plan and 'One Liverpool'
Operational Plan sets out how CCG will meet
challenges of demand, reducing health
inequalities and variation.
3. Re-fresh of city neighbourhood and network
profiles to focus on tacking variation in health
outcomes/equalities.
4. 'One Liverpool' Plan prioritisation process in
place at programme level: includes 'RightCare'
peer benchmarking to support focus on
outcomes and target resources accordingly.

L

3

Residual Risk Score
C
Rating

Target Risk (Risk Tolerance)

4
12
Existing Assurances

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

5. North West Collaboration for Leadership in
Applied Health Research and Care (CLAHRC) 5. One Liverpool Plan agreed by Health & Wellbeing Board
hosted by LCCG. Acts as resource for research in June 2018.
based evidence, engagement and capacity
development (revised agreement in place Sept
2018).
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Gaps in Assurance

Revised Applied Research
Collaboration North West
Coast (ARC NWC) bid yet to
2. Memorandum of Understanding (MOU) in place
be approved in order to
between Public Health and LCCG which enables CCG
implement findings from
access to Public Health Consultant advice (2 days p/w).
2. CCG has not defined its 'risk appetite' in existing CLAHRC projects.
the context of Governing Body/committee
3. CCG 'Procedures of Low Clinical Priority' (PLCP) Policy decision making and delegation of
underwent robust Equality Impact Assessment by
authority.
Merseyside CCGs Inclusion & Diversity Service. Policy
formally approved by Governing Body in May 2017.
4. Performance against NHS Constitutional/public health/
primary care and CCG IAF measures reported to
Governing Body via Corporate Performance Report.

Page 9

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

Target Date
31-Mar-19

NHS Liverpool CCG

Governing Body Assurance Framework 2018/19

Existing Controls

Existing Assurances

November 2018 update (Q3)

Gaps In Control

Gaps in Assurance

6. Liverpool Mayoral Inclusive Growth Plan (March 2018) acts as
driver to maximise value of the 'Liverpool Pound' LCCG 'One
Liverpool' Plan aligned to/integrated with the ambitions and aims
of Inclusive Growth Plan of 'Universal Proportionality.
7. CCG IAF sets out NHS England's key 'clinical priority areas'
and expectations for commissioners in supporting transformation
of local health and care systems. CCG performance is assessed
quarterly against clinical priority areas and impact on population
health.

Action
Review Committee Structures in line with future
organisational needs (includes audit of current 'committee
effectiveness').
MiAA commissioned to deliver 'risk appetite' workshop at
September 2018 Governing Body Development Session to
enable collective understanding.
Further work required in relation to design of Corporate
Risk Register - particularly to embed 'Risk Appetite' in
relation to risks listed.

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

Due Date Assigned to
Feb-19

Jan
Ledward

Sep-18

Stephen
Hendry

Mar-19

Stephen
Hendry

Sep-18

Jan
Ledward

Latest Update
Revised committee structure to be discussed at the CCG
'Members Events' to be held during November 2018. Also
an agenda item for Governing Body Development Session
scheduled
for 11/12/2018.
Session delivered
by Mersey Internal Audit (MiAA) on 21st
September 2018.
Simple benchmarking exercise of CCG's GBAF &
Corporate Risk Register conducted by MiAA in October
2018. A number of enhancements recommended which
will be acted upon for implementation in 2019/20 financial
year.
LCCG attended interviews with NIHR in October 2018.
Decision on £9m bid not expected until December
2018/January 2019.

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

u

In progress

R

Completed

u

In progress

u

In progress

NHS Liverpool CCG
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Governing Body Assurance Framework 2018/19
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November 2018 update (Q3)
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Report no: GB 69-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH NOVEMBER 2018
Title of Report
Lead Governor
Senior
Management
Team Lead
Report Author
Summary

Recommendation

Clinical Leadership and Lay Member
Remuneration Framework
Jan Ledward, Chief Officer
Mark Bakewell
Chief Finance & Contracting Officer
Mark Bakewell
Chief Finance & Contracting Officer
This report updates the Governing Body on
the development of the Clinical Leadership
and Lay Member Remuneration Framework.
That the Governing Body:
• Approves the Clinical Leadership and Lay
Member Remuneration Framework in
respect of roles as described within the
document.
• Approves the proposed approach for
each of the agreed roles as defined,
including the progression of issuing
relevant agreements / contracts in line
with organisational requirements
• Delegate
authority
to
the
CCG
Remuneration Committee to approve
amendments to the framework where
additional clinical leadership roles are
required to be covered by the agreed
approach.

Relevant
standards/targets

Compliance with HMRC requirements
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LIVERPOOL CCG
CLINICAL LEADERSHIP AND LAY MEMBER REMUNERATION
FRAMEWORK
1.

PURPOSE

This report provides the Governing Body with the final version of the
Clinical Leadership and Lay Member Remuneration Framework that has
been developed by the organisation.
2.

RECOMMENDATIONS

That Liverpool CCG Governing Body
• Approves the Clinical Leadership and Lay Member Remuneration
Framework in respect of roles as described within the document.
• Approves the proposed approach for each of the agreed roles as
defined, including the progression of issuing relevant agreements /
contracts in line with organisational requirements and associated
timelines.
• Delegate authority to the CCG Remuneration Committee to approve
amendments to the framework where additional clinical leadership
roles are required to be covered by the agreed approach.
3.

BACKGROUND

Liverpool CCG were placed under ‘directions’ by NHS England in August
2017 (following a review by NHSE internal auditors into governance
processes and decisions taken regarding remuneration for the
Governing Body members for the years ended 31 March 2014 - 31
March 2016).
In order to remove the directions placed upon it, the CCG has been
required to implement a number of key actions and recommendations
including further independent reviews and benchmarking analysis
(undertaken by Mersey Internal Audit Agency and Korn Ferry) of its
remuneration arrangements.
The findings of these reports have been used to develop a CCG
Remuneration framework in relation to particular role including
Page 2 of 8
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Governing Body members, Clinical Leads and aspects of its Lay
Members roles.
4. DEVELOPMENT OF THE FRAMEWORK
The framework includes the following roles within scope
• Elected GP Members (including Chair)
• Lay Members
• Secondary Care Doctor
• Registered Nurse
And the following other CCG roles
• Clinical Leads
• Named Safeguarding GPs
Each role has been reviewed in respect of the following elements
•
•
•
•
•
•
•

Remuneration Rate and relative inclusions / exclusions
Anticipated Time Commitment
Contractual Status (e.g Office Holder, Contract ‘of’ / ‘for’ Service)
Payment Mechanism (On / Off Payroll, Practice Relationship)
Pension Implications (NHS Pension, Practitioner, GP SOLO)
Annual Leave & Sickness
Travel Expenses (including Home to Office Arrangements)

The Clinical Commissioning Group is committed to ensuring that a fair
and transparent approach to remuneration is adopted for the identified
roles
The proposed framework has been developed based on best human
resource practice, associated employment law (supported by review
undertaken by Hill Dickinson), findings from recent internal audit
discussions, reflective of the pension scheme arrangements (based on
recent work with EY) and finally HMRC guidance for each of the roles as
appropriate.
The CCG Remuneration Committee have been regularly updated on
progress with the framework and recommended it for approval at the
Governing Body at its September meeting (subject to a final set of minor
amendments which have been included within current version)
5.

KEY FRAMEWORK PRINCIPLES
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A number of key principles exist within each of the relevant roles and
can be summarised as per below.
a) Office Holder Status
The general definition of an office-holder is that
“they are neither a ‘employee’ (a worker under a contract of employment) or a
perform specified activities through a contract for services”

An office-holder does not usually receive a salary or regular
remuneration for their services but are sometimes paid a fee for their
services or to cover their expenses. Examples of office-holders usually
include, non-executive directors, company secretaries, board members
of statutory bodies or trustees of an organisation
An ‘office holder’ would not attract any employment benefits such as, but
not limited to, annual leave entitlement, statutory or occupational sick
pay, redundancy pay, maternity or adoption pay/leave, paternity
pay/leave.
With regards to the application of this to the CCG remuneration
framework, the NHS Group Accounting Manual however provides
guidance that
“HMRC typically deem services provided directly to fulfil the role of Governing Body
Member as being those of an “office holder”. For payments relating to these
services, the “office holder” should typically be treated as an employee, with
deduction at source through the payroll for taxation and national insurance
payments”

b) Contract ‘Of’ / ‘For’ Service Arrangements
One of the key aspects with regards to the clinical lead arrangements is
the legal distinction and resulting CCG responsibilities between a
contract ‘for’ service and a contract ‘of’ service arrangement.
A contract ‘of’ service can be described as a more typical ‘employer’ to
‘employee’ agreement where the employee undertakes work as an
integral part of the business.
Key aspects of rights and responsibilities of status under a contract of
service are
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•

•
•
•
•

The worker is controlled by their employer – they must perform the
tasks they are instructed to by a line manager according to their job
description
The worker is expected to work at a specific place during specific
hours on specific days (even flexi-time has core hours)
The worker must present themselves for work and cannot send
someone else as a substitute
Employees have statutory rights to holiday pay, sick pay, maternity
and paternity rights and redundancy payments
Employees have statutory rights regarding how they can be asked
to leave their employment

A contract ‘for’ service applies where a ‘contract’ established between
two parties in a ‘buyer / supplier’ basis. The creation of a contract for
service does not automatically create employment rights, providing the
organisation maintains the treatment of the individual engaged via a
contract for service in line with the contract.
The key rights, obligations and responsibilities that apply under a
contract for services include:
•
•
•
•

•
•

A requirement to supply services to the buyer according to the
contract schedule’s specification
A requirement to complete the project, and any milestones,
according to the contract schedule
A requirement to provide services to the standard required by the
client as agreed in the contract
The right to be paid the rate agreed in the contract, assuming the
services have been provided according to the contract’s
requirements
The right to provide a substitute to complete the work specified in
the contract
The onus on the individual to ‘make good’ any work that is not
completed to a satisfactory standard at a cost to the individual and
not the organisation.

Under a Contract ‘for’ service arrangement, there is no statutory right to
holiday pay, sick pay, maternity and paternity rights and redundancy
payments.
Substitution Issue
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The principle of ‘substitution’ principle is relevant under a ‘contract for
service scenario’ when an identified individual is not available to provide
the required services, the contracted organisation can reallocate to
another individual within its workforce to ensure the objective is
achieved.
Whilst not the only characteristic, if the required service provision is
more reliant upon the individual than the host organisation, then the
question of ‘contract of’ as opposed to ‘contract for’ service with the
individual is more questionable.
c) Annual Leave and Sickness
Individuals engaged through an office holder or ‘Contract for Services’
agreement would not normally receive an annual leave allowance or
entitlement to statutory sickness, maternity pay as described above.
However, the CCG recognises that members may not be available at all
times due to other personal and professional commitments and it needs
to strike a balance between ensuring appropriate levels of attendance
with attractiveness of the clinical roles in respect of recruitment and
retention to the individuals concerned.
Without an allowance, a payment system based on actual attendance
would need to be utilised, creating an administrative burden for both
parties and would have some inevitable consequences that may not be
in the best interests of the CCG in attracting suitable candidates.
The CCG’s policy would therefore be to continue to provide
remuneration providing they meet above 90% of agreed time
commitments on the basis of reducing admin burden and pragmatic
approach to required clinical leadership within the organisation.
Attendance will be monitored by the organisation during the year as part
of the implementation of the remuneration framework.
Governing Body members will be expected to comply with the CCG’s
normal reporting procedures for scheduled meetings (in order to assess
and manage quoracy issues as applicable), and also ensure that the
Chair / Chief Officer are aware of any absences from scheduled
meetings in line the requirements of the organisation.
Individuals engaged through a ‘Contract of Services’ agreement (in
effect the equivalent of an ‘employee’ would receive an annual leave
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allowance and entitlement to statutory sickness, maternity pay,
redundancy entitlement
as described and therefore creates an
additional range of practical and financial risks and issues for the CCG
6.

NEXT STEPS

Hill Dickinson LLP have draft supplementary office holder agreements
and supporting contracts to reflect the various engagement scenarios
outlined in the Remuneration Framework.
Once the Clinical Leadership arrangements for the CCG have been
finalised then the organisation will look to apply the framework to each of
the roles as applicable.
Other roles may be considered for inclusion at a later date and it is
recommended that the CCG Remuneration Committee receive
delegated authority from the Governing Body to approve inclusions of
these additional aspects as required, with any material changes being
reported to the Governing Body.
7.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

7.1 Does this require public engagement
engagement been carried out? No

or

has

public

Not applicable
7.2 Does the public sector equality duty apply? No.
Not applicable
7.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
a)
b)
c)

Economic wellbeing
Social wellbeing
Environmental wellbeing

Not applicable
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7.4

Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Not applicable

8.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Not applicable

9.

CONCLUSION

This report provides an update to the governing body regarding the
development of a remuneration framework to strengthen the
organisations approach towards a number of key issues.
Mark Bakewell
Chief Finance & Contracting Officer
NHS Liverpool CCG
5th November 2018
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Date ratified:

251

Contents
Introduction ....................................................................................................................................... 3
Policy statement ............................................................................................................................... 3
Purpose and scope ........................................................................................................................... 3
Roles and responsibilities ................................................................................................................. 4
Managers.......................................................................................................................................... 4
Individuals......................................................................................................................................... 4
Human Resources ............................................................................................................................ 4
Finance ............................................................................................................................................. 4
Governing Body ................................................................................................................................ 4
Remuneration Committee ................................................................................................................. 4
Guidance .......................................................................................................................................... 5
National Guidance ............................................................................................................................ 5
Senior Remuneration………………………………………………………………………………………….5
Local Issues...................................................................................................................................... 6
HMRC guidance and compliance ...................................................................................................... 6
Off Payroll Workers........................................................................................................................... 6
Office Holder..................................................................................................................................... 6
Contract ‘of’ / ‘for’ Service ................................................................................................................. 7
Fair pay review principles ................................................................................................................. 8
Approach to remuneration ................................................................................................................ 8
Elected GPs on the CCG Governing Body ........................................................................................ 9
Chair of the Governing Body ........................................................................................................... 13
Lay members on the Governing Body ............................................................................................. 16
Secondary care doctor on the Governing Body ............................................................................... 18
Registered nurse on the Governing Body ....................................................................................... 21
Non-Governing Body Roles ............................................................................................................ 24
Clinical Leads ................................................................................................................................. 24
Named GPs for Safeguarding ......................................................................................................... 29
Equal opportunities ......................................................................................................................... 30
Framework Review ......................................................................................................................... 30
Associated documents .................................................................................................................... 30
Appendix 1 – Comparison Table ..................................................................................................... 31
Appendix 2 – GP pensionable income ............................................................................................ 32
Appendix 3 – Office Holder Agreement ........................................................................................... 33
Appendix 4 - Contract for Services.................................................................................................. 37
Appendix 5 – Contract ‘Of’ Service Agreement ............................................................................... 42

252

Page 2 of 50

Introduction
NHS Liverpool Clinical Commissioning Group (CCG) is committed to ensuring that a fair and
transparent approach to remuneration is adopted for Governing Body members, Clinical Leads and
Named GPs for Safeguarding. In addition, the CCG, as an NHS organisation and a public body, is
covered by the HM Treasury ‘Managing Public Money’ handbook and has a statutory requirement to
exercise its functions effectively, efficiently and economically.
This framework outlines the CCG’s responsibilities and its approach to fulfilling them and is based
on best human resources practice, internal audit discussions and is reflective of national
arrangements for the NHS pension scheme, associated employment law and HMRC guidance.
The framework provides information on the following areas:
•
•
•

National guidance
HMRC compliance
Remuneration principles

Policy statement
NHS Liverpool CCG’s policies and guidance set out the organisation’s standards and intentions,
and are written with the aim of being as clear and comprehensive as possible. However, the CCG
operates in a dynamic and evolving work environment and attention should be paid to the spirit of
the guidance as well as the letter. Policies or guidance documents by themselves cannot guarantee
effective behaviour or the delivery of key objectives.
Whilst they are designed to support the CCG, and the people working within it, our success
depends on continuous, high quality effort by everyone the policy covers. Therefore, consideration
must be given to good practice when applying or interpreting any of the CCG’s policies, and you
should read any guidance or supporting documentation that relates to this document to help you do
this.

Purpose and scope
For the avoidance of doubt, this policy is not applicable to employees on a Very Senior Manager
(VSM) contract or those who are covered by the national terms and conditions of service (Agenda
for Change).These staff fall outside of the scope of this remuneration framework.
The aim of this framework is to set out a clear, fair and transparent approach to the remuneration of
non-VSM Governing Body Members and other supporting clinical engagement roles.
This Framework will be reviewed as a minimum every 12 months or as applicable to ensure that the
approach remains fit for purpose in line with organisational and legislation requirements.
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Roles and responsibilities
Managers
Those responsible for, or involved in, the appointment of any roles outlined in this framework must
familiarise themselves with the contents of this framework and raise any questions or queries
regarding its application to the human resources department prior to taking steps to recruit to these
roles and enacting any decisions.

Individuals
All individuals [and Practices] to whom this Framework applies are responsible for providing all
necessary information to the CCG as and when required to enable the CCG to make appropriate
adjustments and ensure compliance with its obligations.
Individual GPs are responsible for providing all necessary information to the CCG on Tiered global
earnings and Additional Voluntary Contributions (AVCs) as and when required enabling the CCG to
calculate the correct pensionable pay and contributions.

Human Resources
The human resources team will be responsible for providing additional guidance, advice and
support to managers in the application and operation of this framework.

Finance
The CCG finance team is responsible for monitoring payments made in line with guidance and
budgeted amounts. The team also prepares the GP SOLO form at the end of the year for GPs to
approve and work with other agencies (NHS England, Primary Care Support Services England,
Payroll provider) to ensure the correct amounts have been applied. The CCG finance team also
prepares the remuneration report and ‘off-payroll’ engagement information for Annual Report and
Accounts requirements.

Governing Body
In line with the CCG’s constitution, the Governing Body is responsible for determining the
remuneration, fees and other allowances payable to employees or other persons providing services
to the CCG and the allowances payable under any pension scheme it may establish under
paragraph 11(4) of Schedule 1A of the 2006 Act, inserted by Schedule 2 of the 2012 Act.

Remuneration Committee
The Remuneration Committee is a statutory committee of the CCG that is accountable to the
Governing Body for making recommendations about the remuneration, fees and other allowances for
• Very Senior Management (VSM) employees,
• Governing Body Members
• Clinical leads and
• for people / organisations (e.g GP Practices) who provide services to the CCG and
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•

allowances under any pension scheme that the CCG may establish as an alternative to the
NHS pension scheme.

The CCG’s Remuneration Committee is responsible for ensuring the CCG adheres to this
supporting framework and that any decisions that are understood to be outside this approved
framework are reviewed, considered and recommended for approval by the Governing Body prior to
any decisions being made.

Guidance
National Guidance
In line with the Health and Social Care Act each CCG may appoint persons to be employees or
work on a contract for service basis as it considers appropriate and is able to:
•
•

Pay its employees remuneration and travelling or other allowances in accordance with
determinations made by its Governing Body; and
Employ them on such terms and conditions as it may determine.

NHS England provided initial guidance document 1 to CCGs in respect of remuneration ranges and
amounts for Accountable Officers (AO) and Chief Finance Officers (CFO).
No further specific guidance or mandate has been published since the development of this guidance
which outlines specific remuneration arrangements or approaches for any other Governing Body
role of Clinical Leads engaged by a CCG, however, an additional guidance document 2 from NHS
England does outline some principles for reimbursement and remuneration for clinical Governing
Body members that CCGs may wish to take into account.

Senior Remuneration
CCGs are now subject to the same controls on senior remuneration as NHS providers.
Consequently, when a CCG is seeking to appoint a Clinical Chief Officer or Chief Officer who will
hold the AO role, or any other senior staff member on a Very Senior Manager (VSM) contract of
employment, early consideration has to be given to the level of remuneration proposed for the post.
Where the remuneration proposed is anticipated to exceed £150,000 pro rata per annum under
requirements promulgated from time to time, CCGs will now require formal consent from NHS
England and Ministerial approval before such role can be advertised. If the appointment does not
exceed £150,000 per annum then no further approvals are required and the CCG Remuneration
Committee can recommend the remuneration in accordance with existing guidance.
For the avoidance of doubt, all individuals who are paid under different terms based upon a
sessional rate, or notional rate do not have a whole time equivalent value, therefore in relation to
this framework it is not anticipated that any of the ‘roles’ will exceed this threshold but this will be
kept under review in line with remuneration guidance.
1

Clinical Commissioning Groups: Remuneration guidance for Chief Officers (where the senior manager also
undertakes the accountable offer role) and Chief Finance Officers
2
Clinical commissioning group governing body members: Role outlines, attributes and skills (October 2012)
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Local Issues
Liverpool CCG was placed under ‘directions’ by NHS England in August 2017 (following a review by
its internal auditors into governance processes and decisions taken regarding remuneration for the
Governing Body members for the years ended 31 March 2014 - 31 March 2016). In order to
remove the directions placed upon it, the CCG has been required to implement a number of key
actions and recommendations including further independent reviews and benchmarking analysis
(undertaken by Mersey Internal Audit Agency and Korn Ferry). The findings of these reports have
been used to update the CCG’s approach as applicable to the scope of this remuneration
framework.

HMRC guidance and compliance
CCGs are expected to ensure that HMRC is content with any arrangements put in place and that all
payments are made in accordance with tax and national insurance regulations and with any
guidance or advice issued by the NHS England.

Off Payroll Workers
Particular consideration should be given to the impact of the IR35 legislation in respect of any offpayroll workers (OPW) engaged by the CCG in ensuring that appropriate tax and national insurance
deductions are made in line with these regulations. Since 2017 the onus on deducting tax and
national insurance deductions on behalf of an OPW now rests with the public sector body engaging
the individual.
The approaches to remuneration outlined in this framework have been developed in accordance
with current HMRC guidance and tax legislation, however, recognising the complexities associated
with this area the CCG may need to take further independent and expert advice as required to
ensure continued compliance with HMRC requirements.
Guidance can be found at
https://www.gov.uk/guidance/off-payroll-working-in-the-public-sector-reform-of-intermediarieslegislation
The CCG has an ‘IR35’ policy and procedure in place in order to manage its OPW obligations and
this has been reflected as appropriate within this framework.

Office Holder
The general definition of an office-holder is that
•

they are neither an ‘employee’ (a worker under a contract of employment) or perform
specified activities through a contract for services.

Examples of office-holders usually include, non-executive directors, company secretaries, board
members of statutory bodies or trustees of an organisation
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•

As an ‘office holder’ these arrangements therefore result in no ‘contract of’ service or
‘contract for’ service between the post holder and the CCG, but will require the CCG to
establish an office holder ‘agreement’ to clarify working arrangements.
As an ‘office holder’ is not considered to be an employee of the CCG, they would not
normally attract any employment benefits such as, but not limited to, statutory or
occupational sick pay, redundancy pay, maternity or adoption pay/leave, paternity pay/leave.
Appendix Three includes details of the CCG office holder ‘agreement’ in relation to these
areas.

•

An office-holder does not usually receive a salary or regular remuneration for their services
but are sometimes paid a fee or honorarium for their services or to cover their expenses.
The CCG constitution (regarding GP members) and NHS England guidance (lay members)
in this area supports remuneration for CCG Governing Body Members who could be
considered normally ‘office holders’ and such are remunerated based on agreed
benchmarked rates.

•

‘Office holder’ remuneration received is not normally considered to be pensionable,
However, in line with guidance 3 issued by NHS Pensions, where an officer is a GP and the
GP is a member of the NHS Pension scheme, all earnings received from the CCG are
pensionable under the provisions of ‘practitioner’ pension scheme. This includes any
earnings from undertaking the role of a GP on a Governing Body as an ‘office holder’. The
only exception to this is when the GP trades as a limited company; in this instance the
income is not pensionable.

Contract ‘of’ / ‘for’ Service
A contract ‘for’ service is different to a contract ‘of’ service and this produces a number of
distinctions in the CCG’s responsibilities
A contract ‘of’ service can be described as a more typical ‘employer’ to ‘employee’ agreement where
the employee undertakes work as an integral part of the business.
Key aspects of rights and responsibilities of status under a contract of service are
•
•
•
•
•
•

3

The worker is controlled by their employer – they must perform the tasks they are instructed
to by a line manager according to their job description
The worker is expected to work at a specific place during specific hours on specific days
(even flexi-time has core hours)
The worker must present themselves for work and cannot send someone else as a
substitute
Employees have statutory rights to holiday pay, sick pay, maternity and paternity rights and
redundancy payments
Employees have statutory rights regarding how their employment can be terminated
A GP who holds a contract of service would be set up on ESR and a new Pension on line
record would be created. The earnings from this work are not pensionable via normal

Pension Status for CCG Earnings (05/2017) (V5)
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employee pension scheme route. The GP may opt out of the scheme for their contract ‘of’
service, this would not affect any practitioner posts they hold
A contract ‘for’ service applies where a ‘contract’ established between two parties in a ‘buyer /
supplier’ basis. The creation of a contract for service does not automatically create employment
rights, providing the organisation maintains the treatment of the individual engaged via a contract for
service in line with the contract.
The key rights, obligations and responsibilities that apply under a contract for services include:
•
•
•
•
•
•

A requirement to supply services to the buyer according to the contract schedule’s
specification
A requirement to complete the project, and any milestones, according to the contract
schedule
A requirement to provide services to the standard required by the client as agreed in the
contract
The right to be paid the rate agreed in the contract, assuming the services have been
provided according to the contract’s requirements
The right to provide a substitute to complete the work specified in the contract
The onus on the individual to ‘make good’ any work that is not completed to a satisfactory
standard at a cost to the individual and not the organisation.

Under a Contract ‘for’ service arrangement, there is no statutory right to holiday pay, sick pay,
maternity and paternity rights and redundancy payments.

Fair pay review principles
In addition to reflecting the guidance documents provided by NHS England this framework is based
on the following key principles, which are informed by and consistent with the principles set out in
the Hutton Fair Pay Review:
•

•

•

•

Remuneration should fairly reward each individual’s contribution to their organisation’s
success and should be sufficient to recruit, retain and motivate individuals of sufficient
calibre. However, organisations should be mindful of the need to avoid paying more than is
necessary in order to ensure value for money in the use of public resources;
Remuneration must be set through a process that is based on a consistent framework and
independent decision-making based on accurate assessments of the weight of roles and
individuals’ performance in them;
Remuneration should be determined through a fair and transparent process via bodies that
are independent of those whose pay is being set, and who are qualified or experienced in
the field of remuneration. No individual should be involved in deciding his or her own pay;
Remuneration must be based on the principle of equal pay for work of equal value.

Approach to remuneration
This section outlines the CCG’s approach to the remuneration, the associated terms of engagement
and/or terms and conditions of employment for each specific role. A full summary of the agreed
approaches can be found at Appendix 1 reflecting the principles as described above.
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The CCG base is recognised as ‘The Department, 2 Renshaw Street, Liverpool, L1 2SA for travel
expenses purposes.

Elected GPs on the CCG Governing Body
Role Outline
As well as sharing responsibility with the other members for all aspects of the CCG governing body
business, the individuals acting on behalf of member practices will bring the unique understanding
of those member practices to the discussion and decision making of the governing body as their
particular contribution.
Specific attributes and competencies
•
•
•
•
•
•

have the confidence of the member practices in the CCG, demonstrating an understanding
of all of the member practices, of the issues they face and what is important to them;
be competent, confident and willing to give an unbiased strategic clinical view on all aspects
of CCG business;
be highly regarded as a clinical leader, beyond the boundaries of a single practice or
profession
demonstrably able to think beyond their own professional viewpoint; have an in-depth
understanding of a specific locality(ies) if the CCG has decided to operate in this way;
be able to take a balanced view of the clinical and management agenda and draw on their
specialist skills to add value; and
be able to contribute a generic view from the perspective of a member practice in the CCG,
whilst putting aside specific issues relating to their own practice circumstances.

Remuneration rate
The CCG has agreed a total sessional cost rate of £320, the rate is
inclusive of:
• Employer and employee pension (GP SOLO) contributions as applicable.
but exclusive of:
• Employer national insurance contribution (which are paid for by the CCG).
Employee contributions for taxation, national insurance and pension requirements will be adjusted
at source through normal payroll mechanisms.

Time Commitment
The basis for time commitment is
•

•

A defined number of 4 hour sessions per week for the other elected GPs with regards to the
‘governance’ aspect of the Governing Body role (in each of the 52.14 weeks of the financial
year).
A number of remaining sessions may be allocated for clinical leadership as required by the
CCG.
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To ensure consistency, all elected Governing Body Members clinical will be asked to ensure [their
CCG] diaries are open and up to date and sessional logs completed to provide supporting evidence
for financial probity purposes.

Contractual status
With regards to the application of this to the CCG remuneration framework,
•

the NHS Group Accounting Manual provides guidance that “HMRC typically deem services
provided directly to fulfil the role of Governing Body Member as being those of an “office
holder”. For payments relating to these services, the “office holder” should typically be
treated as an employee, with deduction at source through the payroll for taxation and
national insurance payments”4

In line with the HMRC guidance and recognising the responsibilities of assurance and oversight
associated with these roles the CCG therefore considers that GPs serving on the CCG’s Governing
Body are to be appointed as ‘office holders’.
This has been confirmed as the required approach by HMRC who have placed a ‘SMART’ condition
upon the CCG (in order to mitigate potential penalties payable by the organisation) which requires
that
‘all advertisements and appointment letters for those persons classified as office holders will state
that all payments made to them will be via payroll and that payment into a Practice, unless via
Payroll, is not an option (please see below ‘mechanism for payment’)’
The CCG’s Constitution states that the GP Elected Representative’s term of office is for 3 years, but
may stand for election for two more terms after the initial term of office. The notice period for both
parties is 3 months or at the end of term.

Resettlement Grant
A resettlement grant of up to 3 months equivalent sessional payments may be awarded at the end
of the tenure to support the transition back into General Practice or alternative future arrangements.
The detail will be agreed with the Chair and approved by the Remuneration Committee but will be
dependent on the elected GP member relinquishing their share of their partnership arrangement
with their practice in order to take up the post.
The grant would only be payable in the event of an elected member being unsuccessful in the reelection process at the end of the tenure. It would not be payable if they voluntarily resigned from
the position or after the maximum period of office.
The aim of this clause is to protect the elected member in the event that hardship is suffered if they
fail to be elected to serve the CCG. However, the grant is not intended to be a windfall payment.

4

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/602449/F
RAB_128__09__-_Health_Manual_-_Annex_C.PDF
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Therefore the level of payment made will be determined in accordance with the circumstances
existing on termination of the post. Final details of any resettlement grant will be reviewed by the
Remuneration Committee prior to the end of the tenure of the post once circumstances are known
and on the basis of the approved approach by the Governing Body.
Any resettlement grant will be paid through CCG Payroll and will be subject to deductions for tax
and national insurance.

Mechanism for payment
In order to ensure that the CCG meets its obligations in respect of HMRC / Pensions requirements
and that there are no inconsistencies of approach, all elected GPs are expected to be paid via the
CCG’s payroll provider with the appropriate tax, national insurance and pension (GP SOLO)
deductions made as applicable at source.
The resulting ‘net’ payment can be made either to an individual or to their nominated practice
but in both circumstances must be made via the CCG’s payroll following adjustment for these
deductions.

Pension (GP SOLO)
In line with guidance 5 issued by NHS Pensions, where a GP is a member of the NHS Pension
scheme, all earnings are pensionable under the provisions of ‘practitioner’ pension scheme unless
the GP trades as a limited company. This includes any earnings from undertaking the role of a GP
on a Governing Body as an ‘office holder’.
In line with the ‘practitioner’ pension scheme rules any pension deductions are to be made using the
GP SOLO methodology with individual GPs. GPs are required to provide all necessary information
to the CCG (including for example tiered global earnings and details of any Additional Voluntary
Contributions) to enable the correct calculation of pensionable pay and required GP SOLO
contributions. For 2018/19 rates, please refer to Appendix 2.
The CCG is responsible for a number of aspects as per below:
•

•

making the necessary pension contribution payments to the pension’s agency on a monthly
basis before the 19th of the following month. These payments are currently performed
manually following the deductions being made at source.
responsible for providing GP SOLO forms on an annual basis to GP members who are in the
pension scheme, for submission in line with deadlines.

It is the individual’s responsibility to inform the CCG of their individual pension arrangements,
whether they are a member of the practitioner scheme and provide details of any Additional
Voluntary Contributions. The Pensions Agency will not inform the CCG of any changes therefore it
is imperative that the GP keeps the CCG up to date with any changes to their personal
circumstances.

Annual Leave and Sickness
5

Pension Status for CCG Earnings (05/2017) (V5)
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As an office holder rather than an employee or worker, elected GP Governing Body members would
not normally receive an annual leave allowance or an entitlement to statutory sickness, maternity or
paternity pay as described above.
However, the CCG recognises that members may not be available at all times due to other personal
and professional commitments and it needs to strike a balance between ensuring appropriate levels
of attendance with attractiveness of the clinical roles in respect of recruitment and retention to the
individuals concerned.
Without an allowance, a payment system based on actual attendance would need to be utilised,
creating an administrative burden for both parties and would have some inevitable consequences
that may not be in the best interests of the CCG in attracting suitable candidates.
The CCG’s policy would therefore be to continue to provide remuneration providing they meet
above 90% of agreed time commitments on the basis of reducing admin burden and pragmatic
approach to required clinical leadership within the organisation. Attendance will be monitored by
the organisation during the year as part of the implementation of the remuneration framework.
The table below provides an indication of time commitments in relation to the number of sessions
required to attend for full remuneration, and equivalent sessions of ‘allowable absence’ for other
personal and professional commitments (to include periods of sickness)
Weekly Commitment

Annual Equivalent

Required Time
Commitment (@90%)

Allowable absence

1 Session per week

52 sessions

46 Sessions

6 sessions

2 Sessions per week (1 day)

104 sessions

93 Sessions

11 sessions

3 Sessions per week

156 sessions

140 Sessions

16 sessions

4 Sessions per week (2 days)

208 sessions

187 Sessions

21 sessions

5 Sessions per week

260 sessions

234 Sessions

26 sessions

Should absence for personal or professional reasons exceed the allowable levels as set out in the
table above for a sustained period, the CCG will retain the right to adjust remuneration accordingly
to reflect attendance below the required level.
Elected GP members shall be expected to comply with the CCG’s normal reporting procedures for
scheduled meetings (in order to assess and manage quoracy issues as applicable), and also
ensure that the CCG’s Chair is aware of any absences from scheduled meetings etc.
These arrangements also apply to the clinical vice chair.

Travel expenses
Expenses should be requested in line with the Liverpool CCGs travel expenses policy and payroll
timetable (which are based on the agreed NHS ‘agenda for change’ rates in each financial year.
Individuals are not entitled to receive payment of ‘home to office’ expenses
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Chair of the Governing Body
Role Outline
As well as sharing responsibility with the other members for all aspects of the CCG governing body
business, the Chair of the governing body will have specific responsibility for:
•
•
•
•
•
•

leading the governing body, ensuring it remains continuously able to discharge its duties and
responsibilities as set out in the CCG‘s constitution;
building and developing the CCG‘s governing body and its individual members; ensuring that
the CCG has proper constitutional and governance arrangements in place;
ensuring that, through the appropriate support, information and evidence, the governing
body is able to discharge its duties;
supporting the accountable officer in discharging the responsibilities of the organisation;
contributing to the building of a shared vision of the aims, values and culture of the
organisation; and
leading and influencing clinical and organisational change to enable the CCG to deliver
commissioning responsibilities.

The Chair will also have a key role in overseeing governance and particularly ensuring that the
governing body and the wider CCG behaves with the utmost transparency and responsiveness at
all times. They will ensure that:
• public and patients‘ views are heard and their expectations understood and, where
appropriate, met;
• that the organisation is able to account to its local patients, stakeholders and the NHS
Commissioning Board; and
• the CCG builds and maintains effective relationships, particularly with the individuals
involved in overview and scrutiny from the relevant local authority/ies.

Remuneration rate
The CCG has agreed a total sessional cost rate of £340, the rate is
inclusive of:
• Employer and employee pension (GP SOLO) contributions as applicable.
but exclusive of:
• Employer national insurance contribution (which are paid for by the CCG).
Employee contributions for taxation, national insurance and pension requirements will be adjusted
at source through normal payroll mechanisms.

Time Commitment
The basis for time commitment is
•

5 sessions per week for the chair with regards to the ‘governance’ aspect of the Governing
Body role (in each of the 52.143 weeks of the financial year).
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To ensure consistency, all elected Governing Body Members will be asked to ensure diaries are up
to date and sessional logs completed to provide supporting evidence for financial probity purposes.

Contractual status
In line with the HMRC guidance and recognising the responsibilities of assurance and oversight
associated with these roles the CCG therefore considers the Chair serving on the CCG’s Governing
Body to be an ‘office holder’.
In line with the ‘SMART’ condition placed upon the CCG by HMRC for those persons classified as
office holders all payments made to them will be via payroll and that payment into a Practice, is not
an option.
The CCG’s Constitution states that the Chair’s term of office is for 3 years, but may stand for
election two more terms after the initial term of office. The notice period for both parties is 3
months, or the end of term of office, whichever is sooner.

Resettlement Grant
A resettlement grant of up to 3 months equivalent sessional payments may be awarded at the end
of the tenure to support the transition back into General Practice or alternative future arrangements.
The detail will be agreed with the Chief Officer and approved by the Remuneration Committee but
will be dependent on the elected GP member and having to relinquish their share of their
partnership arrangement with their practice in order to take up the post.
The grant would only be payable in the event of an elected member being unsuccessful in the reelection process at the end of the tenure. It would not be payable if they voluntarily resigned from
the position or after the maximum period of office.
The aim of this clause is to protect the elected member in the event that hardship is suffered if they
fail to be elected to serve the CCG. However, the grant is not intended to be a windfall payment.
Therefore the level of payment made will be determined in accordance with the circumstances
existing on termination of the post. Final details of any resettlement grant will be agreed by the
Remuneration Committee 3 months prior to the end of the tenure of the post.
Any resettlement grant will be paid through CCG Payroll and will be subject to deductions for tax
and national insurance.

Mechanism for payment
In order to ensure that the CCG meets its obligations in respect of HMRC / Pensions requirements
and that there are no inconsistencies of approach, all elected GPs are expected to be paid via the
CCG’s payroll provider with the appropriate tax, national insurance and pension (GP SOLO)
deductions made as applicable at source
The resulting ‘net’ payment can be made either to an individual or to their nominated practice
but in both circumstances must be made via the CCG’s payroll following adjustment for these
deductions.
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Pension (GP SOLO)
In line with guidance 6 issued by NHS Pensions, where a GP is a member of the NHS Pension
scheme, all earnings are pensionable under the provisions of ‘practitioner’ pension scheme. This
includes any earnings from undertaking the role of a GP on a Governing Body as an ‘office holder’,
unless the GP trades as a limited company, in this case, the income is not pensionable.
In line with the ‘practitioner’ pension scheme rules any pension deductions are to be made using the
GP SOLO methodology with individual GPs being responsible for providing all necessary required
information to the CCG (for example tiered global earnings and AVCs as and when required) to
enable the correct calculation of pensionable pay and required GP SOLO contributions. For 2018/19
rates, please refer to Appendix 2.
The CCG is responsible for a number of aspects as per below:
•

•

making the necessary pension contribution payments to the pension’s agency on a monthly
basis before the 19th of the following month. These payments are currently performed
manually following the deductions being made at source.
responsible for providing GP SOLO forms on an annual basis to GP members who are in the
pension scheme, for submission in line with deadlines.

It is the individual’s responsibility to inform the CCG of their individual pension arrangements
including whether they are a member of the practitioner scheme and provide details of any Added
Voluntary Contributions (AVC’s). The Pensions Agency will not inform the CCG of any changes
therefore it is imperative that the GP keeps the CCG up to date with any changes to their personal
circumstances.

Annual Leave and Sickness
As an office holder rather than an employee or worker, the Chair of the Governing Body would not
normally receive an annual leave allowance or entitlement to statutory sickness, maternity pay as
described above.
However, the CCG recognises that members may not be available at all times due to other personal
and professional commitments and it needs to strike a balance between ensuring appropriate levels
of attendance with attractiveness of the clinical roles in respect of recruitment and retention to the
individuals concerned.
Without an allowance, a payment system based on actual attendance would need to be utilised,
creating an administrative burden for both parties and would have some inevitable consequences
that may not be in the best interests of the CCG in attracting suitable candidates.
The CCG’s policy would therefore be to continue to provide remuneration providing they meet
above 90% of agreed time commitments on the basis of reducing admin burden and pragmatic
approach to required clinical leadership within the organisation. Attendance will be monitored by
the organisation during the year as part of the implementation of the remuneration framework.

6

Pension Status for CCG Earnings (05/2017) (V5)
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The table below provides an indication of time commitments in relation to the number of sessions
required to attend for full remuneration, and equivalent sessions of ‘allowable absence’ for other
personal and professional commitments (to include periods of sickness)
Weekly Commitment

Annual Equivalent

Required Time
Commitment (@90%)

Allowable absence

5 Sessions per week

260 sessions

234 Sessions

26 sessions

Should absence for personal or professional reasons exceed the allowable levels as set out in the
table above for a sustained period, the CCG will retain the right to adjust remuneration accordingly
to reflect attendance below the required level.
The Chair shall be expected to comply with the CCG’s normal reporting procedures for scheduled
meetings (in order to assess and manage quoracy issues as applicable), and also ensure that the
Chief Officer is aware of any absences from scheduled meetings etc.

Travel expenses
Expenses should be requested in line with the Liverpool CCGs travel expenses policy and payroll
timetable (which are based on the agreed NHS ‘agenda for change’ rates in each financial year)
Individuals are not entitled to receive payment of ‘home to office’ expenses

Lay members on the Governing Body
Remuneration rate
The CCG’s constitution determines it is required to have four lay members on the Governing Body
to support the CCG in obtaining the necessary levels of assurance.
Lay member remuneration is based on an agreed range of £10,000 - £15,000 (as per findings from
the NHS England Remuneration review) but based on the complexity of the local health system and
an ability to attract high quality candidates to these vital governance posts, the salary level is set at
a maximum of £15,000 for the 4 lay member posts at Liverpool CCG.
Lay members’ time commitments are based on an equivalent of 4 working days per month (£312.50
per day), with a pro rata adjustment to equivalent salary if less than 4 days are required (for
example 3 days per month would equate to an equivalent salary of £11,250per annum).

Time Commitment
The basis for time commitment is approximately 4 sessions per month in each financial year (with
the exception of the lay member for financial management which is 3 sessions per month).
To ensure consistency, all Governing Body Members will be asked to ensure diaries are up to date
and sessional logs completed to provide supporting evidence for financial probity purposes.

Contractual status
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Recognising the statutory nature of these roles the CCG considers that Lay Members serving on the
CCG’s Governing Body are to be appointed as ‘office holders’ thus mirroring the arrangements 7
for non-executive directors in the NHS who hold a ‘statutory’ office in line with the Health and Social
Care Act (2012).
The CCG’s constitution states that the Lay Members term of office is for 3 or 4 years (dependent
upon the role as defined in the constitution), but may serve for one further term of 3 years after the
initial term of office. The notice period for both parties is 3 months.

Mechanism for payment
In order to ensure that the CCG meets its obligations in respect of HMRC requirements and so that
there are no inconsistencies of approach, all lay members are expected to be paid via the CCG’s
payroll provider with the appropriate tax, national insurance deductions made as applicable at
source.

Pension
As an office holder any earnings under this arrangement are considered to be non-pensionable and
therefore individuals are not able to enrol in the NHS Pension (or any alternative pension scheme)
for this appointment.

Annual Leave and Sickness
As an office holder rather than an employee or worker, Lay Members would not normally receive an
annual leave allowance or entitlement to statutory sickness, maternity pay as described above.
However, the CCG recognises that lay members may not be available at all times due to other
personal and professional commitments and it needs to strike a balance between ensuring
appropriate levels of attendance with attractiveness of these roles in respect of recruitment and
retention to the individuals concerned.
Without an allowance, a payment system based on actual attendance would need to be utilised,
creating an administrative burden for both parties and would have some inevitable consequences
that may not be in the best interests of the CCG in attracting suitable candidates.
The CCG’s policy would therefore be to continue to provide remuneration providing they meet
above 90% of agreed time commitments on the basis of reducing admin burden and pragmatic
approach to required leadership within the organisation. Attendance will be monitored by the
organisation during the year as part of the implementation of the remuneration framework.
The table below provides an indication of time commitments in relation to the number of sessions
required to attend for full remuneration, and equivalent sessions of ‘allowable absence’ for other
personal and professional commitments (to include periods of sickness)

7

NHS Improvement Terms and Conditions for Trust Chairs and Non-Executive Directors
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Weekly Commitment

Annual Equivalent

Required Time
Commitment (@90%)

Allowable absence

3 Sessions per month

36 sessions

32 Sessions

4 sessions

4 Sessions per month

48 sessions

43 Sessions

5 sessions

Should absence for personal or professional reasons exceed the allowable levels as set out in the
table above for a sustained period, the CCG will retain the right to adjust remuneration accordingly
to reflect attendance below the required level.
Lay members shall be expected to comply with the CCG’s normal reporting procedures for
scheduled meetings (in order to assess and manage quoracy issues as applicable), and also
ensure that the Chair is aware of any absences from scheduled meetings etc.

Travel expenses
Travel expenses incurred by the individual on CCG business are reflective of arrangements for nonexecutive directors in NHS trusts which mirror the rates set under Agenda for Change and will be
amended automatically as and when the rates under Agenda for Change are amended.
In addition to the rates outlined in Agenda for Change individuals are entitled to receive payment of
‘home to office’ expenses. Home to office travelling expenses are wholly taxable. Expenses should
be requested in line with the Liverpool CCGs travel expenses policy and payroll timetable.

Secondary Care Doctor on the Governing Body
Role Outline
Each CCG is required to have a ‘secondary care’ doctor as part of its Governing Body membership.
As well as sharing responsibility with the other members for all aspects of the CCG Governing Body
business, this clinical member will bring a broader view, on health and care issues to underpin the
work of the CCG. In particular, they will bring to the Governing Body an understanding of patient
care in the secondary care setting.

Specific attributes and competencies
•

•
•
•

•

must be a medical consultant – either currently employed, or in employment at some time in
the period of 10 years ending with the date of the individual‘s appointment to the Governing
Body;
has a high level of understanding of how care is delivered in a secondary care setting;
be competent, confident and willing to give an independent strategic clinical view on all
aspects of CCG business;
be highly regarded as a clinical leader, preferably with experience working as a leader
across more than one clinical discipline and/or specialty with a track record of collaborative
working;
be able to take a balanced view of the clinical and management agenda, and draw on their
in depth understanding of secondary care to add value;
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•

•

be able to contribute a generic view from the perspective of a secondary care doctor whilst
putting aside specific issues relating to their own clinical practice or their employing
organisation‘s circumstances; and
be able to provide an understanding of how secondary care providers work within the health
system to bring appropriate insight to discussions regarding service redesign, clinical
pathways and system reform.

Further points
Whilst the individual may well no longer practise medicine, they will need to demonstrate that they
still have a relevant understanding of care in the secondary setting. The secondary care specialist
cannot be an employee or member (including shareholder) of, or a partner in, a provider of primary
medical services, or a provider with whom the CCG has made commissioning arrangements. The
exceptions are where the CCG has made an arrangement with a provider, subsequent to a patient
exercising choice, and where the CCG has made an arrangement with a provider in special
circumstances to meet the specific needs of a patient (for example, where there is a very limited
choice of provider for a highly specialised service).

Remuneration rate
NHS England guidance recommends that remuneration should be paid either:
•
•

at a rate commensurate with their salary or as needed for replacement costs; or
at a rate commensurate with the average rate for their profession and level of seniority.

It is recognised given the specialised nature and experience/qualifications necessary to undertake
this role the CCG may choose to ‘second’ an individual from a Trust to undertake this role and
provide a fee to the Trust to ‘backfill’ the time afforded to the CCG. Where this arrangement is
deemed suitable it is recommended that additional advice is sought from Human Resources prior to
confirming any arrangements.

Time Commitment
The basis for time commitment is approximately 3 sessions per month in each financial year.
To ensure consistency, all Governing Body Members will be asked to ensure diaries are up to date
and sessional logs completed to provide supporting evidence for financial probity purposes.

Contractual status
The CCG considers that the secondary care doctor serving on the CCG’s Governing Body is to be
appointed as an ‘office holder’.
The term of office is expected to be for 3 years but may serve for one further term of 3 years after
the initial term of office. The notice period for both parties is 3 months.

Mechanism for payment
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Depending upon the circumstances of the individual candidate when meeting the role competencies
(e.g. whether currently employed or in previous employment) this will adjust the mechanism for
payment.
In circumstances where a secondment arrangement is agreed the employing Trust will continue to
pay the individual and a recharge arrangement will be agreed with the CCG to pay any fees
incurred whilst undertaking CCG business.
If the candidate is outside of existing employment (but is able to demonstrate the relevant
competencies for the role) then the CCG will make arrangement for the post holder to be paid via
the CCG’s payroll with the appropriate tax and national insurance deductions made at source to
ensure that the CCG meets its obligations in respect of HMRC.

Pension
As an office holder any earnings under this arrangement are considered to be non-pensionable, but
in circumstances where a secondment arrangement is agreed the fees incurred by CCG will reflect
charges made by the host employer.

Annual Leave and Sickness
As an office holder rather than an employee or worker, the secondary care doctor would not
normally receive an annual leave allowance or entitlement to statutory sickness, maternity pay as
described above.
However, the CCG recognises that members may not be available at all times due to other personal
and professional commitments and it needs to strike a balance between ensuring appropriate levels
of attendance with attractiveness of the clinical roles in respect of recruitment and retention to the
individuals concerned.
Without an allowance, a payment system based on actual attendance would need to be utilised,
creating an administrative burden for both parties and would have some inevitable consequences
that may not be in the best interests of the CCG in attracting suitable candidates.
The CCG’s policy would therefore be to continue to provide remuneration providing they meet
above 90% of agreed time commitments on the basis of reducing admin burden and pragmatic
approach to required clinical leadership within the organisation. Attendance will be monitored by
the organisation during the year as part of the implementation of the remuneration framework.
The table below provides an indication of time commitments in relation to the number of sessions
required to attend for full remuneration, and equivalent sessions of ‘allowable absence’ for other
personal and professional commitments (to include periods of sickness)
Weekly Commitment

Annual Equivalent

Required Time
Commitment (@90%)

Allowable absence

3 Sessions per month

36 sessions

32 Sessions

4 sessions
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Should absence for personal or professional reasons exceed the allowable levels as set out in the
table above for a sustained period, the CCG will retain the right to adjust remuneration accordingly
to reflect attendance below the required level.
The Secondary care doctor will be expected to comply with the CCG’s normal reporting procedures
for scheduled meetings (in order to assess and manage quoracy issues as applicable), and also
ensure that the Chair is aware of any absences from scheduled meetings etc.

Travel expenses
Travel expenses incurred by the individual on CCG business are reflective of arrangements for nonexecutive directors in NHS trusts which mirror the rates set under Agenda for Change and will be
amended automatically as and when the rates under Agenda for Change are amended.
In addition to the rates outlined in Agenda for Change individuals are entitled to receive payment of
‘Home to Office’ expenses given the likelihood of additional travel costs but it should be noted that
these expenses are wholly taxable in line with HMRC guidance. Expenses should be requested in
line with the Liverpool CCG’s travel expenses policy and payroll timetable.

Registered Nurse on the Governing Body
Context
The Health and Social Care Act 2012 established clinical commissioning groups (CCGs) as
statutory bodies from April 2013. Debate prior to their establishment focused on how to ensure that
clinicians other than GPs might be represented at senior levels. As a result, CCGs are required to
have a registered nurse on the governing body to offer an alternative perspective on the delivery of
health and care services locally and especially the contribution of nursing to patient care.
To provide a truly independent viewpoint, these CCG nurses were required to have no conflict of
interest in relation to the CCG’s responsibilities, for example through employment by a CCG
member practice or local provider.
Following this, some CCGs employed an independent nurse on a part-time basis, in much the same
way as a lay member.

Role Outline
Accordingly, each CCG is required to have a registered nurse as part of its Governing Body
membership.
As well as sharing responsibility with the other members for all aspects of the CCG Governing Body
business, as a registered nurse on the Governing Body, this person will bring a broader view, from
their perspective as a registered nurse, on health and care issues to underpin the work of the CCG
especially the contribution of nursing to patient care.
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Specific attributes and competencies
•
•
•
•
•

•

be a registered nurse who has developed a high level of professional expertise and
knowledge;
be competent, confident and willing to give an independent strategic clinical view on all
aspects of CCG business;
be highly regarded as a clinical leader, probably across more than one clinical discipline
and/or specialty – demonstrably able to think beyond their own professional viewpoint;
be able to take a balanced view of the clinical and management agenda and draw on their
specialist skills to add value;
be able to contribute a generic view from the perspective of a registered nurse whilst putting
aside specific issues relating to their own clinical practice or employing organisation‘s
circumstances; and
be able to bring detailed insights from nursing and perspectives into discussions regarding
service re-design, clinical pathways and system reform.

Further points
The nurse cannot be an employee or member (including shareholder) of, or a partner in, a provider
of primary medical services, or a provider with whom the CCG has made commissioning
arrangements. The exceptions are where the CCG has made an arrangement with a provider,
subsequent to a patient exercising choice, and where the CCG has made an arrangement with a
provider in special circumstances to meet the specific needs of a patient (for example, where there
is a very limited choice of provider for a highly specialised service).
This is especially in relation to this particular role and does not preclude practice nurses from being
members of the Governing Body in other capacities.

Remuneration rate
NHS England guidance recommends that remuneration should be paid either:
•
•

at a rate commensurate with their salary or as needed for replacement costs; or
at a rate commensurate with the average rate for their profession and level of seniority.

It is recognised that the CCG may choose to ‘backfill’ an individual from a General Practice to
undertake this role and provide a fee to reimburse time afforded to the CCG. Where this
arrangement is deemed suitable it is recommended that additional advice is sought from Human
Resources prior to confirming any arrangements.

Time Commitment
The basis for time commitment is approximately 3 x 4 hour sessions per month in each financial
year
To ensure consistency, all Governing Body Members will be asked to ensure diaries are up to date
and sessional logs completed to provide supporting evidence for financial probity purposes.

272

Page 22 of 50

Contractual status
The CCG considers that the registered nurse serving on the CCG’s Governing Body is to be
appointed as an ‘office holder’.

Mechanism for payment
Depending upon the circumstances of the individual candidate when meeting the role competencies
(e.g. whether currently employed or in previous employment) this will adjust the mechanism for
payment.
In circumstances where a backfill arrangement is agreed the employing General Practice will
continue to pay the individual and a recharge arrangement will be agreed with the CCG to pay any
fees incurred whilst undertaking CCG business.
If the candidate is outside of existing employment (but is able to demonstrate the relevant
competencies for the role) then the CCG will make arrangement for the post holder to be paid via
the CCG’s payroll with the appropriate tax and national insurance deductions made at source to
ensure that the CCG meets its obligations in respect of HMRC.

Pension
As an office holder any earnings under this arrangement are considered to be non-pensionable.

Annual Leave and Sickness
As an office holder rather than an employee or a worker, the ‘registered nurse’ would not normally
receive an annual leave allowance or entitlement to statutory sickness, maternity pay as described
above.
However, the CCG recognises that members may not be available at all times due to other personal
and professional commitments and it needs to strike a balance between ensuring appropriate levels
of attendance with attractiveness of the clinical roles in respect of recruitment and retention to the
individuals concerned.
Without an allowance, a payment system based on actual attendance would need to be utilised,
creating an administrative burden for both parties and would have some inevitable consequences
that may not be in the best interests of the CCG in attracting suitable candidates.
The CCG’s policy would therefore be to continue to provide remuneration providing they meet
above 90% of agreed time commitments on the basis of reducing admin burden and pragmatic
approach to required clinical leadership within the organisation. Attendance will be monitored by
the organisation during the year as part of the implementation of the remuneration framework.
The table below provides an indication of time commitments in relation to the number of sessions
required to attend for full remuneration, and equivalent sessions of ‘allowable absence’ for other
personal and professional commitments (to include periods of sickness).
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Weekly Commitment

Annual Equivalent

Required Time
Commitment (@90%)

Allowable absence

3 Sessions per month

36 sessions

32 Sessions

4 sessions

Should absence for personal or professional reasons exceed the allowable levels as set out in the
table above for a sustained period, the CCG will retain the right to adjust remuneration accordingly
to reflect attendance below the required level.
The registered nurse will be expected to comply with the CCG’s normal reporting procedures for
scheduled meetings (in order to assess and manage quoracy issues as applicable), and also
ensure that the Chair is aware of any absences from scheduled meetings etc.

Travel expenses
Travel expenses incurred by the individual on CCG business are reflective of arrangements for nonexecutive directors in NHS trusts which mirror the rates set under Agenda for Change and will be
amended automatically as and when the rates under Agenda for Change are amended.
In addition to the rates outlined in Agenda for Change individuals are entitled to receive payment of
‘home to office’ expenses. Home to office travelling expenses are wholly taxable. Expenses should
be requested in line with the Liverpool CCG’s travel expenses policy and payroll timetable.

Non-Governing Body Roles
Clinical Leads
Role Outline
GP Clinical Leads play a key role in the successful implementation of CCG commissioning plans,
providing clinical advice and leadership to support required changes across a variety of work
programmes.
These roles involve collaborative working with colleagues across the health care system, focused
on whole pathways of care to facilitate required changes in practice.
CCG clinical lead roles can vary dependent upon relevant organisational need (and required
delivery of operational plans) and often varying sessional commitments and ‘contractual’ durations,
dependent upon the requirements of the work programme.
It is anticipated that there will be a need for a number of different arrangements with regards to
clinical leads requirements, with a mixture of contract ‘of’ and ‘for’ agreements, dependent upon
organisational needs and characteristics of the each clinical advisory roles.
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Some examples are provided in the table below with regards to these arrangements and the
relationship to the definitions of contract ‘of’ and ‘for’ services

Characteristic
Role Nature
No of Sessions
Substitution Allowable
Relationship with
Payment Mechanism
Role Examples

Employment Contract ‘of’
Ongoing Support
‘all year round’
No
Individual
CCG Payroll
Named
Safeguarding
GP
Leads
Ongoing Clinical Advice (IFR /
Macmillan / MCAS)

Contract ‘for’
Pathway / Project Based
‘time limited’
Yes
GP Practice
Invoice from ‘Host’ Practice
Demand
Management
/
Neighbourhood Leads
Clinical Advisors (e.g. Cancer /
Mental Health)

Remuneration rate
NHS England guidance recommends that remuneration should be paid either:
•
•
•

at a reasonable rate, in line with practice earnings;
at a rate commensurate with allowing backfill;
in line with any local sessional rate as approved.

The CCG has an agreed sessional rate of £300 per session for non-governing body GP clinical
roles and for the avoidance of doubt is inclusive of:
•
•

equivalent ‘Employer’ and ‘employee’ pension contributions (GP SOLO) as applicable;
equivalent ‘Employer’ and ‘employee’ national insurance contributions.

There should be no difference in overall cost to the CCG whether the individual is engaged through
a contract ‘for’ or ‘of’ agreement and accommodation will be made whether the payment is made to
the individual through the CCG’s payroll mechanism or to the host GP Practice.
In order to ensure the appropriate tax and national insurance deductions are being made the CCG
will seek regular assurances from the GP Practice to confirm the fees paid by the CCG are being
handled appropriately in line with HMRC regulations.
The rate paid to the practice is inclusive of both employer and employee pension contributions and
as such it is the responsibility of the GP practice to ensure the appropriate pension deductions are
made and paid forward to NHS Pensions.

Time Commitment
Clinical lead sessions per week may vary dependent upon organisational need.

Contract ‘Of’ Service Roles
The basis for time commitment is 52.143 weeks in each financial year
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Post holders will be asked to ensure diaries are up to date in order to provide supporting evidence
for financial probity purposes.
For Clinical leads who are deemed to hold a Contract ‘of’ Service, any salary payments received
are deemed to be pensionable via the employee pension scheme and therefore not subject to
practitioner total global earnings or SOLO contributions.
The clinical lead would be set up on ESR by the payroll provider and contributions would be
deducted and paid over to pensions on line automatically. The Clinical Lead GP may wish to opt out
of the Scheme as this would not affect any practitioner posts they hold.

Contract ‘For’ Service Roles
The basis for time commitment will be agreed between the CCG and the host practice, but is
anticipated to be for a fixed / time limited period of time.
To ensure consistency, all Clinical Leads will be asked to ensure sessional logs completed and
submitted to the CCG to provide supporting evidence for financial probity purposes.

Contractual status
As per the definitions above in relation to contractual status , CCG clinical lead engagements will
either be considered to be on a ‘contract of’ or ‘contract for’ service basis due to nature of
support to the CCG.
A Contract ‘Of’ Service agreement will result in the relationship between the CCG and an individual
clinical lead under which the individual GP will be treated as an employee and be placed upon the
CCG payroll. For the avoidance of any doubt the CCG does not recognise any previous
employments, NHS or otherwise, as reckonable service.
The Contract ‘for’ Service will result in a relationship between the CCG and the ‘host’ general
practice. The general practice will then arrange for relevant services / support to be provided from
within the practice establishment and would usually be on a named basis. This enables a
‘substitution’ principle to apply should any individual not be available to provide the required
sessional time/project commitments, the general practice can either reallocate to another individual
(again with CCG approval) or the CCG can alternatively arrange another ‘contract for service’ with
another practice in order to fulfil its requirements.

Mechanism for payment
Contract ‘Of’ Service
In order to ensure that the CCG meets its obligations in respect of HMRC requirements and that
there are no inconsistencies in its approach, all clinical leads with a contract ‘of’ service are
expected to be paid via the CCG’s payroll provider with the appropriate tax, national insurance
and pensions deductions made as applicable at source.
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Contract ‘For’ Services
All contract ‘for’ service ‘clinical lead’ payments are to be paid to the host GP Practice, with the
practice being responsible for the management of appropriate deductions for taxation, national
insurance and pension contributions as applicable.
Any Practice engaged to provide clinical lead services must be a Liverpool GP practice within the
CCG’s boundary that will accept payment from the CCG.
Occasionally, the CCG may require input from other clinicians from outside the Liverpool boundary,
for example the CCG sometimes uses the services of an ‘Out of Area’ GP Advisor (who clearly
cannot be ‘employed’ via a Liverpool GP Practice). Whilst cases will be considered on an individual
basis, all other aspects will need to remain consistent with other elements of this remuneration
framework including consistent application the rate of remuneration for non-governing body roles
(unless defined separately within this document)
Payment will be made via the monthly Local Enhanced Service payment mechanism on a monthly
basis. This process will then allow the relevant practice to pay for locum staff to back fill positions as
and when required. The practice is therefore responsible for administering any necessary pension
arrangements, including Annual SOLO forms and pension contribution payments

Annual Leave and Sickness
Contract ‘Of’ Service Roles
‘Clinical Leads’ who are engaged through Contract ‘of’ Service basis, would receive an equivalent
annual leave allowance and entitlement to statutory sickness, maternity pay in line with statutory
requirements. For the avoidance of any doubt the CCG does not recognise any previous
employments, NHS or otherwise, as reckonable service.
With regards to annual leave, based on an allowance of 5.6 weeks’ holiday per annum full time
including bank holidays (equivalent of 28 days at 2 sessions per day equally 56 sessions), pro-rated
annual leave allowance is as per the below table (rounded)
1 Session per week

6 sessions (3 days pro-rated)

2 Sessions per week (1 day)

11 sessions (5.5 days pro-rated)

3 Sessions per week

17 sessions (8.5 days pro-rated)

4 Sessions per week (2 days)

22 sessions (11 days pro-rated)

5 Sessions per week

28 sessions (14 days pro-rated)

Should absence for personal or professional reasons exceed the allowable levels as set out in the
table above for a sustained period, the CCG will retain the right to adjust remuneration accordingly
to reflect attendance below the required level.
In order to ensure that these matters are treated fairly, consistently and in an appropriate manner,
the CCG will look to mirror existing policies and procedures as established in line with recognised
good ‘Human Resource’ practice, taking into account exceptional circumstances as appropriate.
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Any such matters will be managed by the Chair and Chief Officer of the CCG and reported to the
organisations Human Resources Committee and Remuneration committee as appropriate.
Clinical Leads would be expected to comply with the CCG’s normal leave reporting procedures in
place, and also ensure that the CCG is aware of any absences from scheduled meetings etc.
Contract Leads under a contract ‘of’ service would also have statutory rights to sick pay, maternity
and paternity.

Contract ‘For’ Service Roles
As ‘Clinical Leads’ who are engaged through ‘host’ GP Practices on a ‘Contract for Service’ basis,
they would not receive an annual leave allowance or entitlement to statutory sickness, maternity pay
as described above.
However, the CCG recognises that GP Clinical Leads may not be available at all times due to other
personal and professional commitments and as such the CCG’s policy would be to continue to pay
fees to the Practice providing the Practice meets above 90% of agreed time commitments
Attendance will be monitored by the organisation during the year as part of the implementation of
the remuneration framework.
The table below provides an indication of time commitments in relation to the number of sessions
required to attend for full remuneration, and equivalent sessions of ‘allowable absence’ for other
personal and professional commitments (to include periods of sickness)
Weekly Commitment

Annual Equivalent
(based on 46
week per annum)

Required Time
Commitment (@90%)

Allowable absence

1 Session per week

46 sessions

41 Sessions

5 sessions

2 Sessions per week (1 day)

92 sessions

83 Sessions

9 sessions

3 Sessions per week

138 sessions

124 Sessions

14 sessions

4 Sessions per week (2 days)

184 sessions

166 Sessions

18 sessions

5 Sessions per week

230 sessions

207 Sessions

23 sessions

Travel expenses
Travel expenses for employed clinical leads are reimbursed in line with the nationally agreed
mileage and travel rates for agenda for change staff. For the avoidance of doubt no home to office
mileage shall be payable.
Expenses should be requested in line with the Liverpool CCG’s travel expenses policy and payroll
timetable.
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Named GPs for Safeguarding
Specific Guidance is provided below with regards to the Named GP for Safeguarding roles as
required by the CCG. All guidance relating to contract ‘of’ service applies but with specific
application as per relevant sections below

National Guidance
NHS England’s ‘Safeguarding Vulnerable People in the NHS – Accountability and Assurance
Framework’ sets out the expectations of CCGs in this area.
In this guidance it sets out that CCGs are responsible for securing the expertise of Designated
Professionals on behalf of the local health system and are required to demonstrate that they have
appropriate systems in place for discharging their statutory duties in terms of safeguarding.
Named professionals within provider organisations have a key role in promoting good professional
practice within their organisation, supporting the local safeguarding system and processes,
providing advice and expertise for fellow professionals, and ensuring safeguarding training is in
place. Currently, many CCGs currently host named GPs, including NHS Liverpool CCG, although
with the emergence of GP provider organisations, it is envisaged that the role will transfer to these
organisations.

Named GPs
Named GPs/Named Professionals have a key role in promoting good professional practice,
providing advice and expertise for fellow professionals, and ensuring appropriate safeguarding
training is in place.
Broadly the role of the Named GP/Named Professional includes:
•
•
•
•
•

Providing specific expertise on relevant issues;
Providing supervision, expert advice and support to GPs and other primary care staff;
Offering advice on local arrangements with provider organisations for safeguarding issues;
Promoting, influencing and developing relevant training for GPs and their teams; and
Providing input as a skilled professional to safeguarding processes, in line with the
procedures of Local Safeguarding Boards.

Contractual status
As per definitions above regarding contract status (relating to ‘of’ or ‘for’ status), Safeguarding GPs
are considered to be on a ‘contract of’ service basis due to nature of support to the organisation,
and the lack of ‘substitution’ principle that applies to these arrangements and in effect will be
employees of the CCG.
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Remuneration rate
The CCG has agreed an equivalent sessional cost rate of £300 for non-governing body
member roles (equating to an employee salary of £62,400 (based on 4 sessions per week), the
rate is exclusive of:
•

Employer pension (NHS Pension Scheme) contributions as applicable (which are paid for by
the CCG due to the statutory requirements of requiring the role).

•

Employer national insurance contribution (which are paid for by the CCG due to the statutory
requirements of requiring the role).

Pension
Named safeguarding GPs will be pensioned as officers (employees) by the CCG as contributions
are not permitted to be in the practitioner’s scheme for this element.

Equal opportunities
In applying this policy, the CCG will have due regard for the need to eliminate unlawful
discrimination, promote equality of opportunity, and provide for good relations between people of
diverse groups, in particular on the grounds of the following characteristics protected by the Equality
Act (2010); age, disability, gender, gender reassignment, marriage and civil partnership, pregnancy
and maternity, race, religion or belief, and sexual orientation, in addition to offending background,
trade union membership, or any other personal characteristic.

Framework Review
This policy will be reviewed every twelve months unless an earlier review is required. This will be led
by the CCG’s Remuneration Committee in conjunction with expert professional human resource and
finance advice.

Associated documents
•
•
•
•
•

Clinical Commissioning Groups: Remuneration guidance for Chief Officers (where the
senior manager also undertakes the accountable offer role) and Chief Finance Officers.
Clinical Commissioning Groups: HR Frequently Asked Questions (FAQs) Additional
questions June 2012.
Clinical commissioning group Governing Body members: Role outlines, attributes and
skills (October 2012).
Pension Status for CCG Earnings (05/2017) (V5).
NHS Improvement: Terms and Conditions for NHS Trust Chairs and Non-Executive
Directors.
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Appendix 1 – Comparison Table
Role

Sessional Rate and
time commitment

Contractual
status

Payment
mechanism

GPs on the Governing Body

£320
per
session
(Session = 4 hours)
£340
per
session
(Session = 4 hours)
£15k per annum (4
days per month)
Recharge from Host
Employer
or
Equivalent Salary

Office holder

Payroll to individual
or practice
Payroll to individual
or practice
Payroll to individual

Office holder

Recharge from host
employer or Payroll
to individual

As applicable

Recharge from Host
Employer
or
Equivalent Salary
£300
per
session
(Session = 4 hours)

Office holder

As applicable

Contract
service

of

Recharge from host
employer or Payroll
to individual
Payroll to individual

Clinical Leads (for)

£300
per
session
(Session = 4 hours)

Contract
service

for

Payment to practice

Safeguarding GPs

£300
per
session
(Session = 4 hours)

Contract
service

of

Payroll to individual

Within sessional
rate (adjusted at
GP Practice)
CCG

Chair of the Governing Body (GP)
Lay Members on the Governing Body
Secondary care doctor on the Governing Body

Registered nurse on the Governing Body

Clinical Leads (of)
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Office holder
Office holder

National
Insurance
Employers
Responsibility
CCG
CCG
CCG

Within sessional
rate (adjusted at
source by CCG)

Pensionable

Home to
office
mileage

Yes (dependent
upon individual)
Yes (dependent
upon individual)
No

No

No
(but may be
recharged
an
element
from
employing trust)
No

Yes

Yes (dependent
upon individual
status,
as
officers
–
employees)
Yes (dependent
upon individual
status)
Yes (dependent
upon individual
status,
as
officers
employees)

No

No
Yes

Yes

No

No
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Appendix 2 – GP pensionable income
In line with guidance
%28V2%29.pdf

found

at:

https://www.nhsbsa.nhs.uk/sites/default/files/2018-04/GP%20Solo%202018%20guidance-20180412-

1995/2008 Scheme members
The rate of employee (tiered) contributions must be based on the GP’s global NHS pensionable income, i.e. Practice + fee based OOHs + fee
based CCG.
2015 Scheme members
If the GP is a member of the 2015 Scheme the pay that is used to set the contribution tiered rate for GP (and non-GP) Providers who start after
1 April or leave before 31 March is annualised; e.g. a GP who starts at a surgery on 01/06/2018 and earns £70,000.00 up to 31/03/2019 is
subject to the 13.5% rate. (£70,000.00 ÷ 304 days x 365 days = notional pay of £84,046.05).
Where a GP Provider or salaried GP is a 2015 Scheme member and has no breaks in membership but also performs SOLO work, any breaks
in that SOLO work are ignored for the purpose of setting the tiered rate; i.e. the rate is based on the actual surgery and SOLO income.

1
2
3
4
5
6
7
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2018/19 Total or annualised GP pensionable
income
Up to £15,431.99
£15,432.00 to £21,477.99
£21, 478.00 to £26,823.99
£26,824.00 to £47,845.99
£47,846.00 to £70,630.99
£70,631.00 to £111,376.99

£111,377.00 and over

2018/19 contribution rate
5%
5.6%
7.1%
9.3%
12.5%
13.5%
14.5%
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Appendix 3 – Office Holder Agreement
OFFICE HOLDER AGREEMENT
TERMS OF APPOINTMENT AGREEMENT
between
NHS Liverpool Clinical Commissioning Group (CCG) of
The Department, Lewis’s Building, 2 Renshaw Street, Liverpool, Merseyside L1 2SA (CCG)
and
xxxxxxxxx (“the Governing Body Member”) of
xxxxxxxxxxxxxxxxxxxxxxx
These are the terms and conditions under which your appointment has been made. It is important
that you read these carefully and contact the CCG should you have any queries. You should also
notify the CCG if there is any change in your situation or connections during the period of your
appointment.
1.0

Statutory Basis for Appointment - Governing Body Members on the Governing Body of
CCGs hold a statutory office under the Health and Social Care Act 2012. It does not create
any contract of service or contract for services between you and the CCG.

2.0

Governing Body Role – Governing Body Members’ role descriptions are in line with the
requirements of the legislative framework.

3.0

Tenure of Appointment – The duration of the appointment is for a term of three years from
[insert date] which is the date you were appointed. However, the post is subject to the
provisions for early termination contained at clauses 5 – 7 inclusive. It is determined by the
Constitution of the CCG based on the requirements of the organisation.

4.0

Employment Law – The appointments are not within the jurisdiction of Employment
Tribunals. Neither is there any entitlement for compensation for loss of office through
employment law.

5.0

Reappointments – Governing Body members are eligible to be considered for reappointment/re-election at the end of the term as outlined in the CCG Constitution but you
have no right to this. The Chair and Chief Officer of the CCG will usually consider afresh the
question of who should be appointed to the Governing Body.
The challenges faced by the Governing Body can change over time and to ensure that the
Governing Body is equipped for its future role, the Chair and Chief Officer will take into
account:
 the performance of the CCG, taking into account member practice views and NHS
England performance reports
 the make-up of the Governing Body in terms of its skills and geographical
representation;
 the Governing Body dynamics and effectiveness of its team working;
 any proposed or envisaged organisational change in which the CCG is involved.
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6.0

Resignation - You may resign at any time by giving notice in writing to the Chair of the
CCG. A three month notice period is expected. Where this is not possible, the notice period
should be agreed with the Chair and the Chief Officer.

7.0

Termination of appointment – The Constitution sets out the grounds on which your
appointment may be terminated. The CCG may terminate your appointment if you do not
properly comply with the requirements of the regulations with regard to pecuniary interests in
matters under discussion at meetings of the CCG (e.g. a failure to disclose such an interest).
Furthermore, the CCG may terminate your appointment if the CCG consider that it is no
longer in the interests of the Health Service that an appointee continues in office. The
following list provides examples of matters which may give an indication to the CCG that it is
no longer in the interests of the health service that an appointee continues in office. The list
is not intended to be exhaustive or definitive; the Governing Body will consider each case on
its merits, taking account of all relevant factors;




8.0

9.0

If an annual appraisal or sequence of appraisals is unsatisfactory.
If the appointee no longer enjoys the confidence of the Governing Body.
If the appointee loses the confidence of the public or local community in a substantial
way.
 If a Governing Body member appointee fails to ensure that the Governing Body monitors
the performance of the CCG in an effective way.
 If the appointee fails to deliver work against pre-agreed targets incorporated within their
annual objectives.
 If there is a terminal breakdown in essential relationships e.g. between appointee and the
rest of the Governing Body.
 If the Governing Body Member ceases to hold the relevant qualifications or experience
for which they were appointed to the role.
 If the Governing Body Member is excluded or disqualified from holding post as a member
of the CCG, within the meaning of the CCG Regulations.
 In the case of the GP, secondary care and registered nurse Governing Body Members,
s/he ceases to maintain their professional registrations, memberships of performers list
or other professional registration or s/he is guilty of any serious breach if the rules and
regulations of any professional body whose consent is required to enable them to
undertake all or any of their duties under this agreement;
 If the CCG envisages or undergoes organisational change, or merges with another
organisation either as a consequence to which your appointment is no longer required or
appropriate.
Suspension of Appointment – you can be suspended from performing your functions as a
Governing Body Member while consideration is given to whether your appointment should
be terminated. An initial period of suspension will not exceed 6 months although in
exceptional circumstances further periods of suspension may be considered. If you are
suspended you can request in writing a review of the decision.

Remuneration - As a consequence of your appointment, you are entitled to be remunerated
by the CCG for so long as you continue to hold office as a Governing Body Member. You
are entitled to receive remuneration only in relation to the period for which you hold office.
There is no entitlement to compensation for loss of office but in line with the CCG
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Remuneration framework, the organisations offer a ‘resettlement grant’ equivalent to 3
months of equivalent arrangements (but not at the end of the maximum period)
9.1

10.0

The current remuneration is £[……/]per 4 hour session/[per day for lay members?]
to be paid via payroll in equal monthly instalments in arrears, less appropriate PAYE,
Pension and National Insurance deductions

Annual Leave and Sickness - As an office holder rather than an employee, elected GP
Governing Body members would not normally receive an annual leave allowance or
entitlement to statutory sickness, maternity pay as described above.

However, the CCG recognises that members may not be available at all times due to other personal
and professional commitments and as such the CCG’s policy would be to continue to provide
remuneration providing they meet above 90% of agreed time commitments. Absence which
exceeds the allowable levels as set out in the CCG’s Remuneration Framework will be unpaid.
11.0

Expenses – are paid to CCG Governing Body Members at rates set out by the Secretary of
State for Health (as per Terms and Conditions of Non-Executive Directors of NHS Trusts).
When claiming expenses, Governing Body Members are required to certify that:  Travelling expenses were actually incurred on NHS business; and
 Subsistence expenses were necessarily incurred and that the periods of absence and
details of meals taken were specified in the claim.
 There is no local discretion to pay at rates other than those set out in the “Appointments
Commission Non-Executive Information Sheet 01/04.
 All claims must be made through the CCG Payroll Provider
11.1

The CCG will reimburse Governing Body Members for reasonable expense claims
made for business travel for work covered by your CCG work plan. It is not CCG
policy to pay for personal travel or commuting costs to or from work.

12.0

Time commitment – The time commitment is [x] sessions/[ days] per [week/per month].
This may be during the working day or in the evening according to the requirements of the
CCG. The number of sessions and times at which your duties should be carried out may be
varied from time to time by the Chief Officer. You are required to ensure that [your CCG]
diaries are up to date and sessional logs are completed and submitted on a monthly basis.

13.0

Public speaking – [], Governing Body members should not normally make political
speeches or engage in other personal political activities relating to the work of the CCG.

14.0

Conflict of Interest and Declaration of Interest - CCGs are required to adopt the Codes of
Conduct and Accountability, published in April 1994. The Codes require Governing Body
Members to declare on appointment any business interests, position of authority in a charity
or voluntary body in the field of health and social care, and any connection with bodies
contracting for NHS services. These must be entered into a register which is available to the
public.
15.1
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Governing Body Members should also follow the CCG’s Constitution, Standards of
Business Conduct and Managing Conflicts of Interest and the ‘seven principles of
public life; set out by the Committee on Standards in Public Life (the Nolan
Principles).
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15.0

Indemnity - The CCG is empowered to indemnify you against personal liability which you
may incur in certain circumstances whilst carrying out your duties for the CCG.

16.0

Constitution - This appointment will also be subject to any relevant provisions contained
within the Constitution of the CCG. If there is any contradiction between the Constitution
and these terms, the CCG Constitution will prevail.

SIGNED by
On behalf of NHS Liverpool Clinical Commissioning Group:
_____________________________________
NAME:

_____________________________________

DATE:

_____________________________________

SIGNED by the Governing Body Member:

_____________________________________

NAME:

_____________________________________

DATE:

_____________________________________
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Appendix 4 - Contract for Services

CONTRACT FOR
SERVICES AGREEMENT
THIS AGREEMENT is dated [DATE] and is made BETWEEN:
• NHS Liverpool Clinical Commissioning Group (CCG) of
The Department, Lewis’s Building, 2 Renshaw Street, Liverpool, Merseyside L1 2SA (CCG)


[NAME or PRACTICE]of [ADDRESS] ("the Practice")

WHEREAS the CCG wishes to benefit from the skills and abilities of a GP Clinical Lead and the
Practice has agreed to provide the services of a GP Clinical Lead to the CCG on the following
terms and conditions:
NOTE:

Words denoting the singular shall include the plural and vice versa and words
denoting any gender shall include all genders.

IT IS AGREED as follows:

1.0

ENGAGEMENT

1.1

The CCG shall engage with the Practice to provide a GP Clinical Lead who shall provide the
services and act for the CCG on the terms and conditions set out in this Agreement.

1.2

The relationship of the Practice [and the GP Clinical Lead] to the CCG will be that of
independent contractor and at no time will the Practice or the GP Clinical Lead hold himself
out as being an employee or agent of the CCG. The Practice or the GP Clinical Lead shall
have no right or power to contract on behalf of the CCG or bind the CCG in any way in
relation to third parties unless specifically authorised to do so by the Governing Body of the
CCG ("the Governing Body").

2.0

TERM
The term of engagement shall commence on (xxxxx)[and terminate on (xxxxxxx)]/and shall
continue (subject to the terms of this Agreement) until terminated by either party giving to the
other not less than one month’s notice in writing to the other.

3.0

SERVICES

3.1

In providing the services to the CCG, the GP Clinical Lead shall advise the CCG and/or lead
on the [insert details of specialist clinical area] and act as a member of the <<XXX
Group>> [as well as – insert details of any other duties]. These services shall be carried
out at the CCG’s offices or at such other location or locations as may be necessary for the
proper performance of the services.
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3.2

Except at such times as the GP Clinical Lead may be prevented by illness or injury, the Lead
shall devote such time, attention and skill as may be required for the proper provision of the
services and shall use his best endeavours to promote the interests of the CCG.

3.3

The GP Practice and the GP Clinical Lead is free to carry out any other work with other
organisations during times not chargeable to the CCG provided that the GP Practice and the
GP Clinical Lead will not during the term of engagement undertake any additional
engagements which would interfere with or preclude the performance of the services under
this agreement or which may lead to a conflict of interest between the GP Clinical Lead/the
Practice and the CCG.

4.0

PROFESSIONAL STATUS
At all times, the Practice warrants that the GP Clinical Lead is a person included on:  the list of registered medical practitioners held by the General Medical Council
(GMC); and
 the general practitioner register held by the GMC; and
 the primary medical performers list held by NHS England [as well as maintaining his
employment as a general practitioner.] or
 any other professional register required for the post

5.0

FEES AND ENTITLMENTS

5.1

In consideration of the services, the CCG shall pay the Practice a fee at the rate of £300 per
session payable in 12 monthly instalments in arrears.
Payments are made to the Practice this rate will include an allowance for payment of
Employer Pension at a rate of 14.38%. It is the responsibility of the Practice to ensure that
this and all other appropriate pay related employer contributions are made to the appropriate
agency and that evidence of these pay overs are made to the CCG on an annual basis

5.2

The Practice shall render to the CCG monthly invoices in respect of its fees.

5.3

The Practice shall be responsible for all income tax liabilities and National Insurance or
similar contributions in respect of the fees and the Practice shall indemnify the CCG in
respect of any such payments required to be made by the CCG and the CCG shall be
entitled to deduct the same from the fees and expenses due to the Practice.

5.4

No sickness benefits are payable or provided to the Practice or to the GP Clinical Lead in
respect of this Agreement. Where a GP Clinical Lead is unable to provide the services, and
when requested by the CCG, the Practice shall provide an alternative GP Clinical Lead to
provide the services.

6.0

HOLIDAYS
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As GP Clinical Lead who provide the services under this Agreement are not directly engaged
by the CCG, they would not attract worker status and benefit from statutory entitlement to
annual leave sickness pay, maternity pay .
However, the CCG recognises that GP Clinical Leads may not be available at all times due
to other personal and professional commitments and as such the CCG’s policy would be to
continue to pay fees to the Practice providing the Practice meets above 90% of agreed time
commitments as set out in the CCG’s Clinical Leadership and Lay Member Remuneration
Framework.

7.0

LIABILITY
The Practice shall ensure that the GP Clinical Lead shall exercise all reasonable skill, care
and attention in all matters and shall indemnify the CCG in respect of any and all costs,
claims, liabilities and expenses incurred in respect of the GP Clinical Lead’s provision, or
non-provision of the services.
In order to effectively indemnify the CCG in respect of the above mentioned potential
liabilities, the Practice shall make provision for professional indemnity insurance in respect of
the GP Clinical Lead’s services to the CCG.

8.0

INTELLECTUAL PROPERTY RIGHTS

8.1

The Practice shall communicate to the CCG full details of all information which results from
the provision of the services 9 including inventions or developments which are conceived by
the Practice or the GP Clinical Lead during the term of this Agreement or within 6 months of
its end. The Practice hereby assigns to the relevant CCG (for work done only for that CCG)
by way of future assignment of copyright the copyright and other moral and proprietary rights
if any for the full term therefore throughout the world in respect of all copyright works written,
originated, conceived or made by them (except only those copyright works written originated,
conceived or made by them wholly outside his normal working hours hereunder and wholly
unconnected with his service hereunder) during the period of his employment hereunder.

8.2

The Practice agrees and undertakes that it will execute such deeds and documents and do
all such acts and things as may be necessary or desirable to substantiate and effectuate the
rights of the CCG in respect of the matters referred to above.

9.0

TERMINATION

9.1

The CCG shall be entitled to terminate this Agreement with immediate effect and without any
payment in lieu of notice by giving notice in writing to the Practice in the event of any of the
following:





the GP Clinical Lead is guilty of serious misconduct or other conduct calculated or likely
to affect prejudicially the interest of the CCG; or
the Practice becomes insolvent or bankrupt or enters into any composition or
arrangement with or for the benefit of its creditors;
the CCG terminates its agreement for the provision of GP services with the Practice
the Practice or the GP Clinical Lead commits any material or persistent breach of any of
the terms or conditions of this agreement or shall willfully neglect or refuse to carry out
any the services or to comply with any instruction given to the Practice by the CCG; or
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9.2

the GP Clinical Lead is convicted of any offence involving any act of fraud or dishonesty.
the GP Clinical Lead ceases to maintain GMC registrations, membership of performers
list and GP private practice (where appropriate) or other professional registration if
required.
the GP Clinical Lead is guilty of any serious breach of the rules and regulations of any
regulatory body whose consent is required to enable him to undertake all or any of his
duties under this Agreement

Upon termination of the engagement under this Agreement the Practice shall not represent
itself as being engaged by the CCG and shall ensure that the GP Clinical Lead does not
represent himself as being engaged by the CCG.

10.0 CONFIDENTIALITY
10.1

The Practice shall at all times keep confidential all information relating to the CCG, its
business, finances, affairs and projects an shall ensure that the GP Clinical Lead keeps
confidential all information relating to the CCG, its business finance and affairs and projects.

10.2

The Practice shall ensure that the GP Clinical Lead shall, on termination of this Agreement
for any reason whatever, forthwith deliver up to the CCG all tangible materials relating to the
matters specified in Clause 8.1, and shall in addition, if so requested by the CCG, disclose to
and inform the CCG to the fullest extent of all information, calculations, data, technology and
know-how of any description known to him in any way relating to or in connection with such
matters and their current state or future proposals or development to enable the same to be
continued or developed to their fullest extent.

11.0 NOTICES
11.1

Any notice required or permitted to be given or served under this Agreement shall be in
writing and may be served by either party by personal service or by post addressed to, in the
case of the CCG, its registered office and in the case of the Practice, the address stated in
this Agreement, or such other address as the Practice may hereafter intimate in writing to
the CCG.

11.2

Any such notice shall be deemed to have been served at the time of delivery or, if posted, at
the expiry of 48 hours after posting.

12.0 WAIVERS AND REMEDIES
12.1

The rights of each party under this Agreement may be exercised as often as necessary and
are cumulative and not exclusive of its rights under the general law.

12.2

No waiver of any of the provisions of this Agreement shall be effective unless it is expressly
stated to be such in writing and signed by both parties.

12.3

Any delay in exercising or non-exercise of any right is not a waiver of that right.

12.4

Any remedy or right conferred upon the parties for breach of this Agreement shall be in
addition to and without prejudice to all other rights and remedies available to it.
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13.0 SEVERABILITY
If any provision of this Agreement is held invalid, illegal or unenforceable in any jurisdiction,
such provision shall be severed and the remainder of the provisions of this Agreement shall
continue in full force and effect as if this Agreement had been executed with the illegal or
unenforceable provision eliminated.

14.0 REPRESENTATIONS
The Practice warrants and represents to the CCG that the Practice and the GP Clinical Lead
is under no obligation, covenant or restriction which would or might operate to prevent or
restrict the Practice or the GP Clinical Lead from providing the services under this
Agreement or which may give rise to any conflict of interest between the Practice and the
CCG.

15.0 ENTIRE AGREEMENT
This Agreement constitutes the entire understanding and agreement between the parties
relating to the subject matter of this Agreement and supersedes any previous agreement
between the parties.

16.0 GOVERNING LAW AND JURISDICTION
This Agreement shall be governed by and construed in accordance with the law of England
and Wales and the parties hereby submit to the exclusive jurisdiction of the English courts.

17.0 DECLARATION OF INTEREST
All GPs /GP Practices who provide services to the CCG who have a direct interest, financial
or otherwise in a private company of any description which is engaged or may be engaged in
the provision of goods or services to the NHS and or a related health or social care provider
must declare that interest in writing to the CCG.

SIGNED for and on behalf of the CCG
By (insert title)
DATE:
SIGNED by the Practice
DATE:
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Appendix 5 – Contract ‘Of’ Service Agreement

CONTRACT OF
SERVICES AGREEMENT
Contract of Employment
between

NAME:

[

]

and
EMPLOYER:
POST:

1.0

Liverpool Clinical Commissioning Group (CCG)
Clinical Lead

Tenure
1.1 Your appointment will commence on [insert date] and terminate on
[insert date] and shall continue subject to the terms of this agreement
until terminated by either party giving to the other not less than one
month’s notice in writing to the other. For the purpose of the Employment
Rights Act 1996, your period of continuous service with Liverpool CCG
shall commence on [insert date]. For the avoidance of any doubt the
CCG does not recognize any previous employments as reckonable
service.

2.0

Policies and Procedures
2.1 During your employment you are required to adhere to the policies and
procedures of Liverpool CCG, these however do not form part of your
contract of employment. Any reference in this contract to employment
policies will mean those that are in force from time to time.

3.0

Duties and Performance
3.1 The duties of the Post are attached or are outlined in your Job Description
and Person Specification and may be changed by mutual agreement from
time to time.
3.2 As the nature of healthcare commissioning with the NHS is constantly
changing it is inevitable that obligations upon you will vary and develop.
Your performance will be reviewed every twelve months by [X] and the
procedure on performance and capability that applies to this post as
below.
3.3 You will adhere to the standards of conduct as articulated in the ‘Code of
Conduct for NHS Managers’ and be expected to deliver faithfully and
diligently your duties with integrity in the spirit of that agreement and other
relevant codes of conduct.
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3.4 You will devote such time attention and skill as may be required to deliver
the requirements of this post. .
3.5 The provisions of the “The Standards of Business Conduct for NHS Staff”
apply to your Post. It is emphasised that this will be applied in respect of
the acceptance of gifts and hospitality. You will keep the Governing Body
fully informed and provide any explanation or information required in the
spirit of the ‘Standards of Business Conduct for NHS Staff’.
3.6 You must at all times abide by the CCG's Standing Instructions, any relevant
NHS Codes of Practice and the provisions contained in the National Health
Service Trust (Membership and Procedure) Regulations 1995 (or any
statutory re-enactment or modification thereof) concerning any outside
business interests and/or any pecuniary interests in the CCG's
contracts/proposed contracts.
You must notify the Chair in writing
immediately of any outside business interests whether financial, personal or
otherwise and/or contracts/proposed contracts in which you have a financial
interest whether direct or indirect and whether or not the interest and/or
contract/proposed contract is one to which you are personally a party.
3.7 You are expected to adhere to and implement all lawful and reasonable
instructions from the Governing Body and do your utmost to promote the
interests of the organisation.
3.8 You must adhere fully and faithfully to the arrangements of the NHS and
Liverpool CCG including all relevant policies, codes and guidelines as
amended from time to time.
You must at all times maintain your status as a person included on

-

the list of registered medical practitioners held by the General
medical Council (GMC); and

-

the general practitioner register held by the GMC; and

-

the primary medical performers list held by [

]

[as well as maintaining his role as a general practitioner in private
practice for at least [4] sessions per week.]

Place of Work

4.0

4.1 You will normally carry out your duties at the CCG Headquarters, The
Department, 2 Renshaw Street, Liverpool L1 2SA. You may be required to
work at or from any alternative location as may be reasonably determined
by Liverpool CCG.
4.2 You may be required to travel both within the United Kingdom and abroad
as may be required for the performance of your duties. You will not be
required to work abroad for more than 1 month.
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5.0

Hours of Work
5.1 Your standard working week is [X] 4 hour sessions per week. However,
given the seniority of your role, you may be expected to work such hours
as necessary for the full performance of your duties.

6.0

Pay
6.1 Your salary will be £[300] per session Your salary will be paid to you
monthly in arrears at 1/12th of the annual rate and will be subject to the
usual deductions for tax and national insurance..

7.0

Pension
7.1 This appointment is superannuable under the terms of the NHS Pension
Scheme as contained in the ‘NHS National Handbook of Terms and
Conditions’.
7.2 You will be entitled to participate as a member of the NHS Pension
Scheme subject to its terms and rules, which may be amended from time
to time. You will be enrolled in the scheme on commencement of
employment.

8.0

Expenses
8.1 Appropriate expenses incurred in the course of your duties will be
reimbursed to you in accordance with Liverpool CCG’s Travel and
Expenses policy.

9.0

Annual Leave
9.1 The annual leave year runs from the 1st April to 31st March and all leave
entitlement must normally be taken within the annual leave year.
9.2 Your annual leave entitlement is 5.6 weeks including Bank Holidays.
Sickness Absence

10.0

10.1 Your contract will be governed by the Sickness Absence Policy for
Liverpool CCG. In addition to the requirements of this policy if you are
absent from your Post for any continuous period Liverpool CCG, may,
without being in breach of your contract, appoint another person to
undertake the duties and fulfil your duties during your period of absence.
10.2 You will be entitled to statutory sick pay at the current rate.
10.3 You agree to submit to medical examination at such time or times and by
such registered medical practitioner to ascertain medical fitness for
employment or to review your level of sickness absence at any time during
your employment and as Liverpool CCG may select and shall permit the
disclosure of the outcome of such medical examination to Liverpool CCG.
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Termination of Employment

11.0

11.1 Standard Notice
11.1.1 You are entitled to one month’s written notice from Liverpool CCG
and you may at any time terminate your employment with one
month’s notice, except in the case of summary or immediate
dismissal. Liverpool CCG may exercise its discretion to pay you
in lieu of all or part of your notice period in accordance with
clauses 13.3 &13.4.
11.2 Obligations During Notice
11.2.1 You will continue to be bound by the terms and conditions of
employment during your notice period.
11.2.2

The CCG may at its absolute discretion require you not to attend
work or perform your duties during all or part of your notice
period.

11.3 Pay in Lieu of Notice
Payment in lieu of notice, as a lump sum payment, may be made at the
discretion of Liverpool CCG and with the approval of Liverpool CCG’s
Remuneration Committee. Liverpool CCG may at any time terminate your
employment by giving notice unless the reason for termination of your
employment is summary/immediate dismissal. If you have worked for part
of your notice, pay in lieu of notice, as a lump sum payment, may be paid
for the unexpired element of the notice period.
11.4 Summary Termination
Liverpool CCG may terminate your contract of employment with
immediate effect and without compensation if you;
11.4.1 commit any act of gross misconduct, or repeat behaviour of
misconduct or poor performance after written warning, or any
other serious breach of duty; or
11.4.2 lose the trust and confidence of Liverpool CCG ; or
11.4.3 are guilty of conduct that in the reasonable opinion of the Chair
brings or has the potential to bring Liverpool CCG or the NHS into
serious disrepute; or
11.4.4 are convicted of any criminal offence (excluding any offence
under Road Traffic legislation in the United Kingdom or elsewhere
for which you will not be sentenced or imprisoned whether
immediate or suspended). It will be for the Chair/Governing Body
to decide if the offence is sufficiently serious to warrant
termination of the contract; or
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11.4.5 commit any act of dishonesty including but not limited to an act of
dishonesty relating to Liverpool CCG or any other part of the
Health Service;; or
11.4.6 become bankrupt or make any arrangement or composition with
your creditors ; or
11.4.7 commit any act of gross incompetence or negligence in the
performance of your duties in the reasonable opinion of the
Governing Body; or
11.4.8 commit any serious or persistent breach of any of the provisions
of this contract; or
cease to maintain your position on any registers mentioned in
clause 3.8.
For avoidance of doubt this is not an exhaustive list of circumstances that may lead to
summary dismissal.
12.0

Return of Property
Liverpool CCG may at any point during your employment or on termination
of your employment require you immediately to deliver up all
correspondence, documents, specifications, papers or software storage
media and property belonging to Liverpool CCG which may be in your
possession or under your control (including such as you may have made
or prepared or have come into your possession or under your control and
relate in any way to the business or affairs of Liverpool CCG and/or of any
of its patients, commissioners, suppliers, agents, distributors, clients
and/or customers) and you will not, without the written consent of the
Governing Body, retain any copies thereof.

13.0

Suspension
Liverpool CCG reserves the right to suspend you on full pay during your
employment. This power is to be read alongside Liverpool CCG’s
Disciplinary Procedure.

14.0

Disciplinary and Grievance
The Disciplinary and Grievance Procedures which will apply to this post
are the Disciplinary and Grievance Procedure for Liverpool CCG. The
Disciplinary and Grievance Procedures do not form part of this Contract of
Employment.
For the avoidance of any doubt, the procedures under Maintaining High
Professional Standards in the NHS do not apply to your post.

15.0

Data Protection
Data Protection Act 2018 and GDPR - Agreement to Processing Sensitive
Personal Data
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15.1 You hereby agree to Liverpool CCG processing any sensitive personal
data as defined under the Data Protection Act 2018 and GDPR about you
which you provide to the Trust or which it may acquire as a result of your
employment for legal, HR, management or administrative purposes.
15.2 In particular you agree to Liverpool CCG holding and processing any
sensitive personal data about you including but not limited to, as
appropriate, information about:
•

your physical or mental health for the purposes of monitoring sick
leave and taking decisions about your fitness to work;

•

your racial or ethnic origin or religious belief or similar information
in order to monitor compliance with equal opportunities legislation;

•

any criminal records relating to you in order to comply with legal
rights and obligations.

15.3 Liverpool CCG may make such information available to third parties where
it is considered appropriate or necessary to do so under Liverpool CCG’s
obligations, to external participants that may be engaged by Liverpool
CCG to assist in disciplinary or grievance matters, organisations such as
payroll services providers, regulatory authorities, potential or future
employers, or governmental or quasi-governmental organisations .
Confidential Information

16.0

16.1 This clause applies to any information obtained during the course of your
employment with Liverpool CCG which is confidential in nature and of
value to Liverpool CCG including but not limited to patient records and
details, information relating to organisation or business contracts,
information relating to financial affairs, service or commercial contracts and
information relating to confidential policies of Liverpool CCG and its
successor organisations.
16.2 You may of course disclose confidential information for the purposes of
carrying out your duties and in accordance with the GDPR and Data
Protection Act 2018. However, you shall not, during the continuance of
your employment or at any time after its termination for any reason, use or
disclose to any person or persons whatsoever (except the proper officers
of Liverpool CCG or under the authority of the Governing Body) any trade
secrets or secret information or Confidential Information and you shall use
your best endeavours to prevent any such use or disclosure
16.3 Disclosure of confidential information, trade secrets or secret information
other than in accordance with this clause may be detrimental to the
business of Liverpool CCG and other relevant organisations and may
amount to gross misconduct.
16.4 You will not obtain financial advantage, directly or indirectly, from a
disclosure acquired by yourself in the course of your employment. This
duty of non-disclosure continues after termination of employment.
16.5 Clause 16.2 shall not apply to information disclosed pursuant to any order
of any court of competent jurisdiction or any information which, except
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through any breach of this or any other agreement by you, is in the public
domain, is required by an appropriate regulatory authority or information
disclosed for the purpose of making a protected disclosure.
16.6 Any unauthorized disclosure or permitting unauthorised disclosure of
information held under the Data Protection Act and/or GDPR will normally
be considered a serious disciplinary offence which may result in dismissal.
It may also be a criminal offence under the Data Protection Act and/or
GDPR.
17.0

Obligations on Termination of Contract
Notwithstanding the termination of your employment with Liverpool CCG
you may be called upon with reasonable notice to assist Liverpool CCG in
responding to or defending or pursuing or otherwise dealing with any
complaint, investigation, inquiry or litigation involving Liverpool CCG and
relating to matters within your knowledge. You will be entitled to be paid
reasonable out of pocket expenses for this assistance.

18.0

Substitution Clause
The schedules attached to this contract or identified in this agreement are
deemed to be part of it.

19.0

Form of Acceptance

You have received two copies of this document. Please sign both copies. Retain one
copy for your own information and future reference.
Employee declaration: I hereby acknowledge receipt of my Contract of Employment
and confirm that I accept the terms and conditions stated therein.
I understand that Liverpool CCG is entitled to dismiss me summarily if I have given
false or misleading information in the application form, at interview or on the health
declaration form.

Signature:
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Schedules
1. Maternity / Paternity and Adoption Leave Pay
You will be entitled to Statutory Maternity / Paternity / Adoption Leave and
Statutory Adoption / Paternity / Maternity Pay.
2. Personal Property
Liverpool CCG does not accept any responsibility in respect of the theft loss or
damage of your personal property. You are advised to insure yourself as you
consider appropriate against any such risks.
3. Intellectual Property
The intellectual property in any literary or other works created by you in the course of
your employment which are either published and/or attributed to you, will belong to
Liverpool CCG. You are required to obtain the approval of the Chair in writing prior
to creating any such literary or other works.
You hereby assign and will pay to Liverpool CCG by way of future assignment or
payment all and any remuneration which you may receive from the commission
submission or publication of such works.
You will account to the Chair for all monies and receipts for such work and produce
evidence of such payments as the Chair may reasonably require.
For the purposes of this clause “the Property” means any idea, invention,
modification, improvement, process, formula, material, know-how, design, model,
prototype, mark, sketch, drawing, plan or other matter.
a)
For the purposes of this clause “Intellectual Property Rights” means any
right conferred by English law in respect of any patent, registered design,
design right, copyright, database right, trademark, domain name, plant
breeder right and semi-conductor product right together with any analogous
right conferred by the law of any country other than England and Wales.
You shall promptly communicate to Liverpool CCG all Property (whether or not
capable of protection by any Intellectual Property Right) which at any time during
the subsistence of your employment you alone or jointly with one or more others
might conceive, create, devise, produce, discover or formulate either during
working hours or in the normal course of your duties or in the course of duties
falling outside your normal duties but specifically assigned to you or with Liverpool
CCG’s materials and/or facilities which relate to the business Liverpool CCG or in
which Liverpool CCG is interested.
b)
By signing this contract you agree that all right, title and interest to Property
(including all rights in connection with it which arise whether before or after
your employment terminates) throughout the world EXCEPT any such
Property which by virtue of the Patents Act 1977 (as amended) belongs to
you shall, without payment, belong to Liverpool CCG absolutely.
4.

Deductions from wages
If at any time, you owe Liverpool CCG any monies whether pursuant to the terms
of this Contract or otherwise you agree to repay any such monies forthwith upon
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request including by deduction from salary or by any other method which is
acceptable to Liverpool CCG. The execution of this Contract will be regarded as
your written confirmation that Liverpool CCG is authorised to deduct at any time
any monies which are required to repay Liverpool CCG from any salary holiday
pay allowances or other monies which you may otherwise have been entitled to.
5.

Freedom of Information
Liverpool CCG is bound by the Freedom of Information Act 2000. You must
comply with Liverpool CCG’s Freedom of Information Act Policy.

6.

Equality Provision
Liverpool CCG is committed to equal opportunities. You are therefore required to
comply with the Equal Opportunities and / or Dignity at Work Policies and
Procedures of Liverpool CCG. In the event that you fail to comply with the
relevant policies and/or commit an act of discrimination and/or harassment, on the
basis of an individual’s gender (including gender reassignment), race, nationality,
ethnic or national origin, disability, religion, beliefs or sexual orientation, you will
be subject to the Disciplinary Procedure and disciplinary action may be taken
against you.

7.

Whole Agreement Clause
This Contract constitutes the entire agreement and understanding between the
parties and supersedes all previous contracts, agreements or arrangements,
whether written or verbal, (if any) relating to your employment by Liverpool CCG
which shall be deemed to have been terminated by mutual consent as from the
date on which this Contract is signed by both parties.
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Report no: GB 70-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH NOVEMBER 2018
Title of Report

Corporate Risk Register Update (Nov 2018)

Lead Governor

Dr Fiona Lemmens, Chair

Senior
Management
Team Lead
Report Author

Ian Davies, Chief Operating Officer

Summary

Recommendation

Relevant
standards/targets

Joanne Davies, Corporate Services Manager
(Governance)
The purpose of this paper is to update the Governing
on the changes to the Corporate Risk Register for
November 2018.
That the Governing Body:
 Notes the risks (CO68, CO70, CO73 and CO80)
that have been recommended for removal from
the Corporate Risk Register;
 Satisfies itself that current control measures and
the progress of action plans provide
reasonable/significant internal assurances of
mitigation, and;
 Agrees that the risk scores accurately reflect the
level of risk that the CCG is exposed to given
current controls and assurances.
The Health and Social Care Act states that:
“The main function of the governing body will be to
ensure that CCGs have appropriate arrangements in
place to ensure they exercise their functions effectively,
efficiently and economically and in accordance with any
generally accepted principles of good governance that
are relevant to it.”
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CORPORATE RISK REGISTER UPDATE (NOVEMBER 2018)

1.

PURPOSE

The purpose of this paper is to highlight updates and amendments to the
CCG’s Corporate Risk Register and the key organisational responsibilities for
the mitigation of risks to the delivery of strategic, quality, performance and
financial objectives for the financial year 2018/19 and risks carried over from
the financial year 2017/18.

2.

RECOMMENDATIONS

That the Governing Body:
 Notes the risks (CO68, CO70, CO73 and CO80) that have been
recommended for removal from the Corporate Risk Register;
 Satisfies itself that current control measures and the progress of action
plans provide reasonable/significant internal assurances of mitigation,
and;
 Agrees that the risk scores accurately reflect the level of risk that the
CCG is exposed to given current controls and assurances.

3.

BACKGROUND

NHS Liverpool CCG aims to achieve its overall objectives, ambitions and
maintain its reputation via effective and robust risk management procedures.
As a public body, the CCG has a statutory commitment to manage any risks
that affect the safety of its employees, patients and its commissioned,
financial and business services by adopting a proactive approach to the
management of risk.
The Corporate Risk Register is a structured framework underpinned by
concepts of effective governance and other systems of internal control that
enable the identification and management of acceptable and unacceptable
risks. Opportunities for improvement in controls and assurances are
translated into action plans under specific named lead/managerial control so
that monitoring, tracking and reporting can be supported, with clear target
dates and milestones identified where appropriate.
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4. OVERVIEW OF THE CORPORATE RISK REGISTER: NOV 2018
As at 1st November 2018 a total of 18 risks are included in the CCG’s
Corporate Risk Register. The CCG’s risk profile (low – extreme) is
summarised below:
Risk
Category

Score Range

Total
Risks

Change
+/-

Extreme
High
Moderate
Low

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

5
8
5
0

-2
0
-2
0

Analysis of the direction of travel for risks since the last Governing Body
update in September 2018 can be summarised as follows:

▲
▼
►

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

Total
0
1
17
0
18

ANALYSIS OF ‘EXTREME’ AND ‘STATIC’ RISKS AS AT 1ST NOV 2018
A total of five risks currently carry residual score ranges of 15-25, placing
them in the ‘Extreme’ category of risk against achievement of CCG
objectives. There are six static extreme / red risks reported below and the
remaining risk is a new risk that has been added to the corporate risk register.

CO29 – ‘Red’ rating Failure of Royal Liverpool Hospital to meet the 4hr
AED target in 2018/19
Residual Risk Score 16
Trajectory ► Review Date: January 2019
Performance remains challenged and the system is exploring an expansion in
the scope and capacity of ambulatory care; the effectiveness of primary care
streaming; increased NWAS levels of hear & treat and see & treat; the impact
of NHS 111 online; and further improvements in the patient flow both in and
out of AED.
Page 3 of 6

303

CO35 – ‘Red’ rating Failure of Aintree Hospital to meet the 4hr AED
target in 2017/18
Residual Risk Score 16
Trajectory ► Review Date: January 2019
Performance remains challenged and the system is exploring an expansion in
the scope and capacity of ambulatory care; the effectiveness of primary care
streaming; increased NWAS levels of hear & treat and see & treat; the impact
of NHS 111 online; and further improvements in the patient flow both in and
out of AED.

CO71 – Delays in waiting times for Adult ADHD services
Residual Risk Score 16 Trajectory: ► Review Date: January 2019
A meeting with the service lead has taken place to develop options for
additional investment in the short to medium term to alleviate waits for
assessment.
An informal meeting has taken place with the GP lead to reality check
proposals to support discharge to primary care and shared care agreements.
CO72 – Achievement of elective care RTT Standard at RLBUHT
Residual Risk Score 16 Trajectory: ► Review Date: January 2019
RTT performance remains challenged across the area with three of Liverpool
CCG’s five acute providers failing the standard in October 2018 (as detailed
in August published data).
The Royal Liverpool Hospital remains the worst performing at 81.6% and a
CCG position of 86.7%. The CPN remains in place and the Royal Liverpool
Hospital has been placed under enhanced quality surveillance.
CO77 – Resolution of open PUPOC cases
Residual Risk Score 16
Trajectory ► Review Date: January 2019
There are currently a total of 39 cases that the CCG is aware of that require a
retrospective review process to be completed. The CCG currently has no
internal or contracted team to carry out this work. Advice has been sought
from Hill Dickinson LLP on whether or not the CCG has a statutory duty to do
these reviews.
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The September Governing Body requested that a paper is presented to the
November Governing Body which outlines legal advice re the CCG’s position
and expectations of the CCG within the National CHC Framework.

RISKS RECOMMENDED FOR REMOVAL FROM THE CORPORATE RISK
REGISTER NOVEMBER 2018
CO68 – Public & Partner confidence in the CCG and it’s Governing Body
Residual Risk Score 5 Trajectory: ►
Review Date: Oct 2018
In light of the expiring of the formal Directions it is recommended that the risk
is removed from the Corporate Risk Register.

CO70 – Compliance with the NHS England Directions
Residual Risk Score 5 Trajectory: ►
Review Date: Oct 2018
In light of the expiring of the formal Directions it is recommended that the risk
is removed from the Corporate Risk Register.

CO73 – Achievement of diagnostics 1% target
Residual Risk Score 8 Trajectory: ▼

Review Date: Oct 2018

Significant improvement has been made, and insourcing of endoscopy lists
continues. There has also been a transfer of some patients to St Helens and
Knowsley Hospitals.
This risk is recommended for removal as performance has significantly
improved and continues to do so. This will continue to be monitored locally.

CO80 – One to One (Maternity Provider)
Residual Risk Score 12 Trajectory: ▼

Review Date: Oct 2018

This is a finance issue for the provider and WCCG have oversight so the risk
can be closed on the Liverpool CCG Corporate Risk Register.
We are aware of the risk, as is the Liverpool Women’s Hospital (LWH). LWH
can develop contingency plans as required for the reallocation of ladies if the
service halts.
Taking the above in to consideration, it is recommended that this risk is
removed from the Corporate Risk Register.
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5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

This section is not applicable.

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY

Effective and robust risk management arrangements (and clear mitigation
strategies) support the CCG’s delivery of statutory Financial Duties and the
2018/19 Financial Plan.

7.

CONCLUSION

The Corporate Risk Register continues to be monitored on a monthly basis.
Action plans put in place against each risk identified are reviewed monthly by
the appropriate sub-committee of the CCG Governing Body with first-line
assurance of controls and actions conducted by the Senior Management
Team on a bi-monthly basis. Strategic risks to corporate objectives are
monitored on a monthly basis by the Senior Management Team. Where legal
issues arise from individual risks the Corporate Risk Register will include
plans to mitigate them. There are no inherent legal implications associated
with the Corporate Risk Register in November 2018.

Joanne Davies
Corporate Services Manager (Governance)
1st November 2018

Ends
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LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 13/11/2018)

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

STRATEGIC RISKS

CO58
To improve the ability of the
24/06/2016 whole system to ensure
appropriate transfer from
hospital. (It is an important
marker of the effective joint
working of local partners,
and is a measure of the
effectiveness of the interface
between health and social
care services).

CO45
Mental Health Access Waits 16/04/2015 waiting time standards
for people entering a course
of treatment in adult IAPT
services.

Risk Description and Likely
Impact

Risk Description:
Failure to reduce delayed
transfers of care and improve
pathways out of hospital.

L

C

Inherent
Risk
Score

3

4

12

Likely Impact:
Increased waiting times and
increasing risk of higher needs
as a result. Increased strain of
bed management in Acute and
Non Acute trusts.

Risk Description:
The waiting list that
transferred from Inclusion
Matters Liverpool to Talk
Liverpool has not been
addressed.
Likely Impact:
There remains a significant
number of patients awaiting
second treatment. This
impacts on LCCG's waiting
time targets and recovery
rates.
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Version: V1.0

Existing Controls in place

Assurance in Controls

Monthly and quarterly updates on
statutory / BCF measures in line with
North West sector led improvement
framework.
Daily / Weekly co-ordination across
health and social care to actively
manage delayed discharges.
Improved rates for home care
providers for reablement services.

DTOC is a key national measure
within the better care fund.

L

C

Residual
Risk
Score

2

4

2
Waiting times now within target, with target recovery rates now being
achieved consistently for several months above the 50% standard as a
result of increased follow up work. The service is now focussing on access
targets.

4

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

• AEDB Sub Group Work Plan includes ongoing delivery of North Mersey
ICRAS (Integrated Community Reablement Assessment Service),
combining Home First and REACT Services and introduction of Trusted
A&E Delivery Board fully established Assessor amongst various other initiatives. System Winter Plans are also
with oversight and delivery of
in place - the North Mersey Winter Plan is currently being finalised.

Risk Owner

Trend

L C

Target
Risk Score

8

Cheryl
Mould;
Primary &
Community
Programme
Director

►

2 4

8

8

Cheryl
Mould;
Primary &
Community
Programme
Director

►

2 4

8

specific initiatives / system projects
managed and reported via the AEDB
• Diagnostic review recently completed by Newton Europe. Second
Operational Sub Group.

system wide Newton Europe Summit held on 24th September with 3 x
priorities area identified and 3 x steering groups set up with Senior
Responsible Officer allocated to each group.

System work plan agreed by AEDB
Implementation of the Enhanced Care Operational Sub Group includes
Home Model commenced on 1st
delivery of the 5 key mandated NHSE
initiatives, UEC Delivery Plan, ECIP
February 2017
Concordat, MADE reviews and 8 High Action Owner: Urgent & Emergency Care Utilisation and Pathway
Impact Changes.
BCF schemes agreed based on
Manager
projected growth in recorded delays
during 2016/17 to 2017/18 - relative Improvement led ‘SAFER’ patient
Update received: 15/10/2018
target is set to mitigate a 6% growth flow initiative continuing on all wards
in delays and improve by a further 5% for both RLBUHT, Aintree and
Community Intermediate Care and
on current volumes.
now including Southport.

4

4

16

A contract performance notice was
issued on 28th September 2015 in
respect of the Talk Liverpool
performance and contract sanctions
have been in place since April 2016.
New patients / referrals monitored
against IAPT standards separately
from those on inherited waiting list to
ensure proportionate provider
delivery against standard and monitor
progress of recovery plan to address
backlog. Patient tracking lists
implemented to ensure transparency
of waits and those that will fail the
standard. Remedial action plan
implementation and impact
monitored via formal contract review
meetings. Despite this the pace of
change has been slow and the
anticipated impact has not been
realised.

Quarterly contract review
meetings include monitoring of
the action plan with review
meetings monthly between
formal contract meetings

Actions continue to be reported via monthly meetings and contract
reporting as well as regular updates to NHSE. The New Clinical model is
expected to further improve access and recovery whilst discussions
around engagement and communication plans for the service continue
CCG working collaboratively with with a view to expanding effective access.
NHSE regarding the RAP
Action Owner: Interim Programme Lead for Mental Health
Governing Body oversight and
exception reporting

Update received: 22/10/2018

1

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 13/11/2018)

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

Risk Description and Likely
Impact

CO71
Improve the length of time
23/11/2017 Adults are waiting to access
ADHD Assessment and
Services

Risk Description:
Failure to manage the waiting
list length for Adult ADHD
Assessment and Services

Version: V1.0

L

C

Inherent
Risk
Score

5

4

20

Likely Impact:
Adverse impact on patients.

Existing Controls in place

Assurance in Controls

Commissioning of Health Needs
Monthly contract reporting, stock
Assessment for Children & Adults take of issues across STP
with neurodevelopmental
footprint
Conditions in Liverpool from
Liverpool JMU to inform future
commissioning intentions.
Mental Health Programme Board
established in May 2018 to
oversee implementation and
progress with pathway design.

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

Meeting with service lead has taken place to develop options for
additional investment in the short to medium term to alleviate waits for
assessment.

L

C

Residual
Risk
Score

4

4

1

5

Risk Owner

Trend

L C

Target
Risk Score

16

Cheryl
Mould;
Primary &
Community
Programme
Director

►

3 4

12

5

Jan Ledward;
Chief Officer

►

1 5

5

Caseload analysis has been completed by provider with draft proposal
discussed by MH Leadership Board to review interim pathway and
process to address backlog of referrals and discharges.
GP lead engaged to 'sense check' proposals to support discharge to
primary care and shared care agreements.
Business Case Sign-off (options) requires clear deadline.

Continued monitoring and
reporting through ADHD Steering
Group, Contract Meetings, CQPG
and Programme Board.

CO68
Maintain and secure public
18/08/2017 organisational and
professional confidence in
the CCG

Risk Description:
4
Inability to restore public and
partner confidence in the CCG
and its Governing Body
Likely Impact:
Further reputational damage
and external scrutiny

5

20

Directions from NHSE that the
CCG must comply with.

Action Owner: Programme Manager for Mental Health
Update received: 23/10/2018

NHSE oversight of compliance
with NHS Directions.

Implementation Plan in place.

Action Owner: Chief Operating Officer

Senior Management Team
meeting on a weekly basis
followed by meeting with Chair /
Clinical Vice Chair

Update received: 30/10/2018

CCG supports the development of
the Provider Alliance in the city as
an essential foundation for
provider development and
engagement

308

In light of the expiring of the formal Directions it is recommended that
the risk is removed from the Corporate Risk Register.

2
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Risk Ref &
date added to Objective at risk of delivery
CRR

CO70
Ensure compliance with all
22/09/2017 NHS Liverpool CCG
Directions 2017 within
timescales as directed by
NHS England on 22/08/2017.

Risk Description and Likely
Impact

Risk Description:
Inability to comply with NHS
England directions within
timescales

Version: V1.0

L

C

Inherent
Risk
Score

3

5

15

Existing Controls in place

Assurance in Controls

Implementation Plan completed
with actions commenced.

Directions presented to
Governing Body meeting
12/09/2017

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

In light of the expiring of the formal Directions it is recommended that
the risk is removed from the Corporate Risk Register.

L

C

Residual
Risk
Score

1

5

3

4

Risk Owner

Trend

L C

Target
Risk Score

5

Ian Davies;
Chief
Operating
Officer

►

1 5

5

12

Ian Davies;
Chief
Operating
Officer

▼

2 4

8

Remuneration Committee Review
Action Owner: Chief Operating Officer
completed, new ToR approved by Revised Constitution approved by
Governing Body on 12/09/2017
Governing Body on 12/09/2017, Update received: 30/10/2018
along with revised ToR for all
Revised Conflicts of Interest Policy committees
(Sept 2017) meets NHSE Statutory
Guidance (policy approved by
Conflicts of Interest training
Governing Body on 12/09/2017
delivered to Governing Body
and disseminated to all staff)
members by CCG legal partners completed 20/09/2017 (over 2
sessions)

Likely Impact:
Risk of further direct
intervention by NHS England
and potential further
significant restrictions on
autonomy of CCG.

Recruitment of permanent AO
completed May 2018
CO74
Delivery of emergency
16/02/2018 ambulance services in
compliance with the national
Ambulance Response
Programme (ARP)
performance standards

Risk Description:
5
Failure to provide an
emergency ambulance service
that meets ARP targets and
delivers of safe and consistent
response to patients.

4

20

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

Likely Impact:
Likely impact on the delivery
of safe and consistent
response to patients

National ARP Performance
monitoring

National and regional NHSE
monitoring of ARP performance
and compliance.

NWAS continue to make good progress in implementing the ARP
Performance Improvement Plan, with fleet, staffing and control changes
being embedded.

North West oversight through
NWAS Strategic Partnership
Board

The current national grading appeal process has reached a conclusion and
the historical original Band 5 grading has been confirmed for paramedics,
current industrial action has ceased.

Action Owner: Chief Operating Officer
Review of serious incidents via
Regional Clinical Lead (Blackpool
Update received: 30/10/2018
CCG)
Performance Improvement Plan
agreed with Commissioning CCGs
and NHSE/NHSI

309

3
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Risk Ref &
date added to Objective at risk of delivery
CRR

CO79
To ensure that clinical
25/06/2018 systems operate correctly
and support safe clinical
decision making.

Version: V1.0

L

C

Inherent
Risk
Score

3
Risk Description:
Ensuring that LCCG has
appropriately discharged its
duty to support practices to
manage the current electronic
document recording issues
with the GP EMIS clinical
record system.

4

12

Risk Description and Likely
Impact

Likely Impact:
This fault can cause electronic
patient documents to be
hidden from the clinical record
in limited circumstances.
LCCG duty includes reporting
appropriate issues for national
contract management and
scrutiny.

Existing Controls in place

Assurance in Controls

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

Informatics Merseyside maintain
constant monitoring of GP IT
systems on behalf of LCCG and
discovered the original issue while
providing support to practices.

LCCG is receiving both weekly
A software fix was deployed to re-establish missing documents in May,
updates and by reports exception with a permanent resolution to the issue confirmed for EMIS version 8.5
from Informatics Merseyside.
(this was originally scheduled for release on 17th October 2018). There
has been a delay in the release of the fix by EMIS until 9th November
Ongoing correspondence with
2018. Due to this, the following mitigations will remain in place until the
EMIS and NHS Digital to ensure
software update has been applied and tested:
The fault was reported both to
corrective action and contractual
EMIS and NHS Digital for
oversight.
*EMIS have committed to running daily reports to ensure any documents
resolution and regular contact has
affected by the issue are captured and corrected. No further issues have
taken place to actively manage the
arisen to date.
issue.
*Regular communication with NHS Digital is ongoing to ensure national
Communication with practices and
contract management with EMIS are aware of the length of time to
resolution plans on their behalf
resolve the issue with a permanent software fix.
have been put in place.
*Current mitigation provides a high degree of confidence that any issues
will be discovered and remedied immediately without increasing clinical
risk until the issue is resolved permanently.
Action Owner: Digital, Innovation & Research Lead
Update received: 22/10/2018

310

4

L

C

Residual
Risk
Score

1

4

4

Risk Owner

Trend

L C

Target
Risk Score

Mark
Bakewell;
Chief Finance
Officer

►

1 4

4

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 13/11/2018)

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

Version: V1.0

L

C

Inherent
Risk
Score

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

4

16

Risk Description and Likely
Impact

QUALITY & SAFETY

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

Existing Controls in place

Assurance in Controls

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

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

CQPG reports into QSOC and
ultimately Governing Body

Mid year review by NHSI presented to NHS North QSG for assurance in
September 2018 and progress is positive to date.

GB Development Session held on 16/10/18 with representatives from
Mersey Care in attendance to review findings from LCH ‘look back’
Services transitioned to new providers
QSG have taken an oversight role exercise and Kirkup report. Planned Governing Body Development session
will be monitored via respective CQPG
to ensure quality of services is
in December 2018 to discuss how the Learning from Kirkup will inform the
maintained / improved with
CCG’s revised Quality Strategy.
Current LCH CQPG will continue, in
receiving organisation
order to monitor quality of core
Revised Quality Strategy needs to reflect 'Strategic Commissioner' role of
bundle
CCG and wider system determinants. Aim is to present draft strategy to
January 2019 Governing Body for approval.
Quality Surveillance Group will
CQPG remains in place currently

continue to receive reports regarding
all transitioned services and Liverpool
core bundle - services remain on
enhanced surveillance

Action Owner: Chief Nurse
Update received: 31/10/2018

Mersey Care Trust will remain in
Enhanced Surveillance with regard to
KPIs which demonstrate how staff and
services have assimilated into the
new organisation until April 2019.

311

5

L

C

Residual
Risk
Score

1

4

4

Risk Owner

Trend

L C

Target
Risk Score

Jane Lunt;
Chief Nurse

►

1 4

4

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 13/11/2018)

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

Risk Description and Likely
Impact

CO65
To ensure compliance with
30/06/2017 timescales for Statutory
Looked After Children Health
Assessments and assurance
of robust system-wide
processes within provider
services.

Risk Description:
The CCG is at risk of not
delivering its strategic
responsibility of LAC with
particular concern regarding
completion of assessments
within statutory timescale.

Version: V1.0

L

C

Inherent
Risk
Score

4

4

16

Existing Controls in place

Assurance in Controls

CCG facilitated workshops for community
providers and Acute trusts regarding
service standards, expectations and
responsibilities.

Monitored at committee level by
Quality, Safety & Outcomes Committee
with exception reporting to Governing
Body if any immediate threat to delivery
of statutory function is envisaged.

Initial health assessment audit completed
June 2017. Following this a letter was
sent from QSOC to Local Authority
escalating concerns re timeliness of
health assessments and impact on
resource and capacity for health
providers.

Likely Impact:
Concerns regarding
completion of assessments
within statutory timescale

CCG continually reviews its
commissioned services (Mersey Care
and Alder Hey) performance through
quarterly KPI submissions when then
generate specific action plans for the
organisations.

January 2018 report presented to multi
Strategic work between the CCG and
agency Corporate Parenting Board
Local Authority to improve the system.
reflecting concerns of timeliness of health
assessments and reliance on local
authority performance.

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

An additional report was accepted by QSOC on 2/10/18 with actions for
Chief Nurse to further discuss issues via Corporate Parenting Board and
Joint Commissioning meetings.

L

C

Residual
Risk
Score

2

4

2

4

Risk Owner

Trend

L C

Target
Risk Score

8

Jane Lunt;
Chief Nurse

►

2 4

8

8

Jane Lunt;
Chief Nurse

▼

2 4

8

Outcome of Form 1 to consider reconfiguration of services still awaited,
meeting planned for November 2018 to discuss transition of IHA
administration function from MC to AHCH to improve timeliness across
pathway and reduce fragmentation.
Action Owner: Designated Nurse for Children in Care
Update received: 19/10/2018

CCG supported children in care team at
Mersey Care to gain access to local
authority systems which will improve
notification process. Awareness sessions
delivered by CCG to children's social care
staff re: Statutory Health provision

CO73
Delivery of commissioned
06/12/2017 services to patients by Royal
Liverpool and Broadgreen
University Hospitals meet
constitutional standards
regarding diagnostic waits, in
particular endoscopy

312

Risk Description:
4
Achievement of diagnostics
1% target has not been met
consistently since March 2017
Likely Impact:
Steady decline to a position of
22.8% of patients in
November waiting over 6
weeks for a diagnostic.
Endoscopy services are
impacted most

4

16

The CCG continues to meet monthly with
the Trust to review performance.
The CCG is supporting the OPD
transformation agenda and actively
working with key specialties to redesign
clinical pathways that impact on
diagnostic activity within
gastroenterology.
The CCG continues to meet with the Trust
and NHSE/NHSI to provide a whole
system overview.
The trust have procured additional
activity which commenced in November
via an insourcing arrangement, with a
recovery trajectory of April to achieve 1%
target. The CCG continues to monitor this
weekly

The CCG has sought assurance via
formal reporting at CQPG relating
to mitigation of clinical risk and
patient harm. Updates are
reported at CQPG regularly. A
detailed action plan relating to
diagnostics has been received and
the CCG are monitoring
performance and progress
against this weekly. Currently
diagnostics recovery is ahead of
trajectory.

Significant improvement has been made with 3.63% of patients waiting
more than 6 weeks.
Insourcing of 16 endoscopy lists per week continues and there has been a
transfer of some patients to St Helens & Knowsley Hospitals.
(Update from JN 24/08/2018)
This risk is recommended for removal as performance has significantly
improved and continues to do so. This will continue to be monitored
locally.
Action Owner: Service Implementation Manager for Planned Care
Update received: 15/10/2018

6
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Risk Ref &
date added to Objective at risk of delivery
CRR

CO76
To take a system wide view
17/04/2018 to ensure the
recommendations and
learning from the Kirkup
report are embedded and
sustained across the
Liverpool economy.

Risk Description and Likely
Impact

Risk Description:
Implementation of
recommendations and
learning from the Kirkup
Report (published January
2018)

Version: V1.0

L

C

Inherent
Risk
Score

3

4

12

Likely Impact:
If the recommendations from
the report are not embedded
across the system there is a
risk of failure to create cultural
climate where similar could
not occur again.

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

Existing Controls in place

Assurance in Controls

Action plan to be developed to
implement recommendations

Quarterly updates to GB on
system progress, especially MCT

Paper to QSOC and GB outlining
ambition of action plan and
associated action to embed
learning

Quarterly update to Quality
Surveillance Group (QSG) on CCG
LCCG Chief Nurse has presented to Cheshire and Merseyside Chief Nurses'
progress
Meeting and the Merseyside Safeguarding Adults Board to highlight the
wider implications of the report.

NHS Trusts to report on progress
with implementation via CPQGs

NHS Liverpool CCG has considered the Kirkup Report at a Governing Body
Development Session (October 2018) with representatives from Mersey
Care in attendance - learning from sessions will be incorporated in to
further GB development and the CCG's OD Plan.

L

C

Residual
Risk
Score

2

2

4

3

Risk Owner

Trend

L C

Target
Risk Score

4

Jane Lunt;
Chief Nurse

►

1 4

4

4

16

Jane Lunt;
Chief Nurse

►

2 4

8

4

12

Jane Lunt;
Chief Nurse

▼

3 4

12

NHSE / NHSI working with partners to understand how best to create
cultural climate to prevent similar events recurring.

Mersey Care (receiver of the
majority of services from LCH) has
improvement programme in place.

Action Owner: Chief Nurse
Update received: 31/10/2018

CO77
Resolution of open PUPOC
11/06/2018 cases

Risk Description:
4
Financial and reputational risk
to the CCG due to PUPOC
cases not being progressed in
a timely manner

4

16

Case tracking system in place for
retrospective reviews requiring
completion.

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

Likely Impact:
Financial and reputational risk
to the CCG

There are currently a total of 39 cases that the CCG is aware of that
require a retrospective review process to be completed. The CCG
currently has no internal or contracted team to carry out this work.
Advice has been sought from Hill Dickinson LLP on whether or not the
CCG has a statutory duty to do these reviews.
Paper to be presented to the November 2018 Governing Body which
outlines legal advice re CCG position and expectations of the CCG within
the National Framework. Decision is expected to be made are November
2018 meeting.
Action Owner: Chief Nurse
Update received: 31/10/2018

CO80
To ensure that clinical care
09/07/2018 provided to women who
remain on One to One's
caseload is not compromised
in any way, should the
service cease.

Risk Description:
Risk that private provider of
NHS midwifery services is
unable to continue to provide
services
Likely Impact:
Potential clinical risk and
additional service pressure
upon NHS Trusts

313

4

4

16

Obtain baseline information
regarding Liverpool women on the
One to One caseload, with
monthly review of this caseload
Continue to hold monthly internal
Quality, Contract and
Commissioning Meetings to
review any current or developing
new risks
Attend monthly Contract Meetings
at Wirral CCG
Participate in the monthly NHSE
One to One teleconference
Previous plans developed with
Liverpool Women's Hospital,
should the service become
unviable Updates for QSOC, as
required

Await findings of MIAA financial
audit
Ongoing monthly review of
caseload
Close working with LCCG
Contract and Commissioning
Teams and Wirral CCG Quality
Team
Update 09.07.2018; the provider
has reported there are currently
162 women, registered with a
Liverpool GP on the current
caseload. This caseload will
continue to be monitored on a
monthly basis.

7

This risk is recommended for removal from the Corporate Risk Register.
This is a finance issue for the provider and WCCG have oversight so the
risk can be closed on the LCCG Corporate Risk Register.
We are aware of the risk, as is the Liverpool Women’s Hospital. LWH can
develop contingency plans as required for the reallocation of ladies if the
service halts
Action Owner: Clinical Quality and Safety Manager
Update received: 19/10/2018

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 13/11/2018)

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

Version: V1.0

L

C

Inherent
Risk
Score

Risk Description:
4
Achievement of elective care
RTT standard (92%) has not
been met since January 2016
and has shown a steady
decline to a current position of
84.9% in September 2017.

4

16

Risk Description and Likely
Impact

Existing Controls in place

Assurance in Controls

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

L

C

Residual
Risk
Score

4

4

16

Risk Owner

Trend

L C

Target
Risk Score

Cheryl
Mould;
Primary &
Community
Programme
Director

►

3 4

12

PLANNED CARE
CO72
Delivery of commissioned
01/12/2017 services to patients by Royal
Liverpool and Broadgreen
University Hospitals meet
constitutional standards
regarding referral to
treatment time for elective
care

Likely Impact:
There is a lack of assurance
relating to RTT recovery at
Trust Board Level.

314

Formal Contract Review Meetings CCG has sought assurance via
in place.
formal reporting at CQPG relating
to mitigation of clinical risk and
CCG is supporting OPD
patient harm. Updates are
transformation agenda and
reported at CQPG regularly.
actively working with key
Regular reporting of RTT
specialities to redesign clinical
Performance to Governing Body
pathways.
via Corporate Performance
Regular joint meetings with the
Report (includes assurances of
Trust, CCG, NHSE and NHSI held recovery actions).
with future meetings scheduled in
2018/19 to provide a whole
system overview.

8

RTT performance remains challenged across the area with 3 of LCCG's 5
acute providers failing the standard in October (August published data).
The Royal Liverpool Hospital remains the worst performing at 81.6% and
a CCG position of 86.7%. The Contract Performance Notice remains in
place and the Royal Liverpool Hospital has been placed under enhanced
quality surveillance.
Action Owner: Service Implementation Manager for Planned Care
Update Received: 15/10/2018

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 13/11/2018)

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

SYSTEM RESILIENCE

CO29
Delivery of the NHS
01/06/2014 constitution 4 hour standard
in AED to patients attending
Royal Liverpool &
Broadgreen University
Hospitals NHS Trust meeting
the commissioning
requirements (service and
quality).

Risk Description and Likely
Impact

Risk Description:
Failure to achieve the 95% 4
hour standard

Version: V1.0

L

C

Inherent
Risk
Score

4

4

16

Likely Impact:
results in delayed care,
treatment and poorer
outcomes for patients

Existing Controls in place

Assurance in Controls

The CCG continues to work in
partnership with the Trust, and
broader partners through the AED
Delivery Board in order achieve
sustainable delivery of the 4hr
standard.

Governing Body Corporate
Performance Report provides
updates/assurance on CCG
controls on a monthly basis

ECIP concordat signed by all
system partners to support
delivery of improvement work
streams

Performance is monitored via
Contract Review Meetings on a
monthly basis

L

C

Residual
Risk
Score

4
Performance remains challenged and the system is exploring an
expansion in the scope and capacity of ambulatory care; the effectiveness
of primary care streaming; increased NWAS levels of hear & treat and see
& treat; the impact of NHS 111 online; and further improvements in the
patient flow both in and out of AED.

4

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

Risk Owner

Trend

L C

Target
Risk Score

16

Ian Davies;
Chief
Operating
Officer

►

3 4

12

4

16

Ian Davies;
Chief
Operating
Officer

►

3 4

12

4

12

Ian Davies;
Chief
Operating
Officer

►

3 4

12

Action Owner: Chief Operating Officer
No further update available 30/10/2018

Daily EMS / OPEL assessment of
system performance monitored by
CCG UEC Team

CO35
Delivery of the NHS
13/10/2014 constitution 4 hour standard
in AED to patients attending
Aintree University Hospital
NHS Foundation Trust
meeting the commissioning
requirements (service and
quality).

Risk Description:
Failure to achieve the 95% 4
hour standard

4

4

16

Likely Impact:
results in delayed care,
treatment and poorer
outcomes for patients

The CCG continues to work in
partnership with the Trust, and
broader partners through the AED
Delivery Board in order achieve
sustainable delivery of the 4hr
standard.
ECIP concordat signed by all
system partners to support
delivery of improvement work
streams

Governing Body Corporate
Performance Report provides
updates/assurance on CCG
controls on a monthly basis
Performance is monitored via
Contract Review Meetings on a
monthly basis

4
Performance remains challenged and the system is exploring an
expansion in the scope and capacity of ambulatory care; the effectiveness
of primary care streaming; increased NWAS levels of hear & treat and see
& treat; the impact of NHS 111 online; and further improvements in the
patient flow both in and out of AED.

Action Owner: Chief Operating Officer
No further update available 30/10/2018

Daily EMS / OPEL assessment of
system performance monitored by
CCG UEC Team

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

Risk Description:
Lack of capacity to meet
emergency and urgent care
demands of patients
Likely Impact:
Fall in performance and a
potential adverse impact upon
service responsiveness and
quality

3

4

12

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

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

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

In addition national resources of £2.9m are to be made available to
Liverpool City Council to support adult social care. The detail of the latter
proposals are to be discussed at the AED Delivery Board on the 2nd
November 2018.
The North Mersey Winter Plan is currently being finalised, including
capacity consideration. Work continues to implement the outcomes from
the Newton Europe exercise.
Action Owner: Chief Operating Officer

Service performance and delivery
monitored through A&E Delivery
sub group for Liverpool & Aintree

315

The Cheshire and Mersey Urgent Care Network Board have now approved 3
limited winter funding across North Mersey of £86,000 only.

Update received: 30/10/2018

9
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Risk Ref &
date added to Objective at risk of delivery
CRR

ONE LIVERPOOL

CO18
Deliver the transformation of
01/10/2013 health & care services across
the city through the One
Liverpool Programme

Version: V1.0

L

C

Inherent
Risk
Score

2
Risk Description:
Failure to deliver the
transformational programme
ambition to achieve a single
integrated Acute Trust for the
city through the merger of the
Royal Liverpool and Aintree
Hospitals

5

10

Risk Description and Likely
Impact

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

Risk Description:
Service and financial risks
undermine the sustainable
delivery of services currently
provided by LWH.
Likely Impact:
Failure to secure the future
sustainability and delivery of
safe and effective services for
women's health and neonates.

316

C

Residual
Risk
Score

1

5

3
Discussions ongoing with regulators - NHSE and NHSI.
North Mersey CCG Governing Bodies have approved the establishment of
a North Mersey Joint Committee which has delegated authority to make a
decision on the future of these services.

4

Assurance in Controls

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

Programme Advisory Board
established;

Trusts application completed in
accordance with NHSI processes
and procedures.

The four North Mersey Governing Bodies met in July 2018 to receive an
update and discussion on the merger and clinical service redesign
process.

Clinically-led settings and
programme groups in place.

LCCG Governing Body
commitment to One Liverpool
List of Programme roles necessary Programme; officer-led delivery
to mobilise produced with
group in place.
prioritisation of roles assessed to
mitigate risks to delivery.

Likely impact:
Failure to deliver the
transformation of health &
care services across the city
through the One Liverpool
Programme

L

Existing Controls in place

Risk Owner

Trend

L C

Target
Risk Score

5

Carole Hill;
Integrated
Programme
Director

►

1 5

5

12

Carole Hill;
Integrated
Programme
Director

►

2 4

8

North Mersey CCG GBs met to discuss commissioner roles and
requirements from the merger and associated single service re-design.
Merger update provided to the North Mersey Committees in Common in
October 2018.
Action Owner: Integrated Programme Director
Update received: 22/10/2018

3

4

12

Women's health and neonatal
services remain a high priority.
Future generations strategy
developed by LWH. Application for
distress funding made to monitor.

Regular oversight and reports to
the One Liverpool Hospital and
Programme Board. Monitor to
undertake review of the Trust in
response to application for
distress funding.

Update provided in October at the request of Sefton Overview and
Scrutiny Committee
A Financial oversight board has been
CCG Governing Body received and Awaiting national approach to future capital funding.
established to identify potential
accepted a strategic case for
solutions to the capital funding
challenge of the options in the PCBC change at its formal meeting held Action Owner: integrated Programme Director
on 8 March 2016.
Update received: 22/10/2018
CCG agreed with LWH to now
undertake a full options appraisal
of the service delivery options in
response to this case for change.
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LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 13/11/2018)

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

Version: V1.0

L

C

Inherent
Risk
Score

CO56
Deliver the transformation of Risk Description:
3
30/03/2016 health & care services across Failure to meet Statutory
the city through the One
requirements and due process
Liverpool Programme
Likely Impact:
Failure to deliver the
transformation of health &
care services across the city
through the One Liverpool
Programme

4

12

Risk Description and Likely
Impact

Existing Controls in place

Assurance in Controls

L

C

Residual
Risk
Score

Internal processes to assess risk
regarding engagement
consultation, equalities
responsibilities and service
reconfiguration.

Engagement and Comms Strategy All North Mersey CCG Governing Bodies have approved the establishment 2
of a North Mersey Joint Committee which has delegated authority to
In-house expertise around
make decisions on defined service change programmes.
statutory requirements and
Forward plan to be agreed with Liverpool Social Care and Health Select
access to advice from external
Committee
advisors

4

8

Relationship and communication
with Health Select and OSC

Leadership Group

Service reconfiguration progress is Committees in Common
updated monthly on the NHSE
NHSE Assurance meetings
Service Reconfiguration grid.
One Liverpool Programme Board

North Mersey Committees in
Common established.

CCG constitution makes provision
External NHSE assurance process.
for the establishing of the
proposed new joint committee.
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11

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

Action Owner: Integrated Programme Director
Update received: 22/10/2018

Risk Owner

Trend

L C

Target
Risk Score

Carole Hill;
Integrated
Programme
Director

►

1 4

4

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 13/11/2018)

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

CO59
Deliver the transformation of
22/06/2016 health & care services across
the city through the One
Liverpool Programme

Version: V1.0

L

C

Inherent
Risk
Score

Risk Description:
3
The ability of the local delivery
system to collaborate and act
as one to deliver the system
plan for financial & clinical
sustainability

4

12

Risk Description and Likely
Impact

Existing Controls in place

Assurance in Controls

One Liverpool Strategy enables a
collaborative opportunity to
structural change

One Liverpool Governance

Establishment of a provider
alliance to enable a system wide
approach.

Likely Impact:
Failure to deliver the
transformation of health &
care services across the city
through the One Liverpool
Programme

L

C

Residual
Risk
Score

Performance reporting on delivery of 2018/19 Operational Plan is in place 2
and is being monitored by the Senior Management Team.

4

3

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

Risk Owner

Trend

L C

Target
Risk Score

8

Carole Hill;
Integrated
Programme
Director

►

1 4

4

6

Mark
Bakewell;
Chief
Finance
Officer

►

1 3

3

CCG Network
Planning for 2019/20 and 2020/21 has commenced, in advance of
Second CCG Constitution revision national planning guidance which is expected towards the end of Quarter
of 2017/18 approved by NHSE
3..
November 2017
(Update from CH 30/08/2018)

Governance arrangements for a
Provider Alliance Integrated
Partnership Group

Action Owner: Integrated Programme Director
No further update available 22/10/2018

Acting As One contracts in place
Health & Wellbeing Board
Joint Committee Group

Financial Risk

CO78
To achieve NHS business
06/06/2018 rules and to meet statutory
financial duties

Risk Description:
Failure to deliver statutory
financial duties
Poor or inappropriate use of
financial resources
Likely Impact:
Failure to secure maximum
value for money in contractual
arrangements
Failure to deliver cash
releasing efficiency savings
(CRES).
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2

3

6

Development & approval of financial plan Monthly Finance report to FPCC and GB The Governing Body has delegated budgets to Senior Management Leads.
delivering NHSE business rules and CCG
planning assumptions.
Periodic internal audit reviews on
As NHS Liverpool CCG's current cumulative underspend is equivalent to
Financial, Contracting and Business
2.5%, the requirement for the CCG is to maintain it's 'in-year' break even
Intelligence controls and procedures.
Budgets delegated and accepted by
position for 2018/19 financial year.
budget holders.
External audit review of arrangements
Financial risk assessments; Contingency for the production of statutory accounts - The CCG's current assumptions as at month 6 forecast delivery of
reserves set aside.
includes review of contracting
required position subject to delivery of Cash Releasing Efficiency Savings
Monthly reporting including variance
arrangements
(CRES) of £8.8m and utilisation of 0.5% contingency to manage in-year
analysis; targeted corrective actions as
appropriate.
Financial monitoring by NHSE - monthly pressures and risks.
Contract negotiation and monitoring
monitoring reports
processes.
BI and contract activity reporting to FPC Action Owner: Chief Finance Officer
Contract Performance monitoring and
reporting.
Finance Directors across the region are
Update received: 22/10/2018
meeting on a regular basis.
Monthly reporting continues with regards
to budget monitoring and CRES delivery CRES Plan in place.
against plan. Performance against the
CRES Plan will be reported to appropriate Governing Body oversight maintained by
committees on a monthly basis, alongside monthly stand alone 'Financial
Performance Report'.
the SMT.

12

2

LIVERPOOL CCG: CORPORATE Risk Register 2018/19 (Governing Body 13/11/2018)

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

Risk Description and Likely
Impact

L

C

Version: V1.0

Inherent
Risk
Score

Existing Controls in place

Assurance in Controls

KEY:
Updates to existing risks in 'blue'
New Risk
Risk recommended for removal
►
▲
▼
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13

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

L

C

Residual
Risk
Score

Risk Owner

Trend

L C

Target
Risk Score
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Report no: GB 71-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH NOVEMBER 2018
Title of Report
Lead Governor

Liverpool Community Health Look Back
Exercise
Jan Ledward, Chief Officer

Senior
Management
Team Lead

Jan Ledward, Chief Officer

Report Author

Jan Ledward, Chief Officer

Summary

The Kirkup report commissioned by NHS
Improvement into failings at Liverpool
Community Health was published in
February 2018. Whilst there were no direct
recommendations relating to Liverpool
CCG, the Governing Body are keen to learn
from what took place at Liverpool
Community Health and dedicated 2
Governing Body development sessions to
discussing and reflecting on what happened
and the findings detailed in the Kirkup
report.

Recommendation

That Liverpool CCG Governing Body:
 Note the scope of the proposed look
back exercise and recommended
timescales

Relevant
standards/targets

1.NHS England Directions
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LIVERPOOL COMMUNITY HEALTH LOOK BACK EXERCISE

1.

PURPOSE
The Kirkup report commissioned by NHS Improvement into failings
at Liverpool Community Health was published in February 2018.
Whilst there were no direct recommendations relating to Liverpool
CCG, the Governing Body are keen to learn from what took place
at Liverpool Community Health and dedicated 2 Governing Body
development sessions to discussing and reflecting on what
happened and the findings detailed in the Kirkup report.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Note the scope of the proposed look back exercise and
recommended timescales.

3.

PROCESS SO FAR
The Governing Body received the Kirkup report at its Governing
Body meeting in March 2018. The recommendations from this
meeting were that the Governing Body was to consider the CCGs
approach to quality and consider what wider lessons could be
learned from what happened at Liverpool Community Health.
Since this Governing Body meeting, two development sessions
have taken place as described below:
- Development Session One:
What does quality mean to the CCG, how do we know whether
there are similar issues to those identified at LCG happening in
Liverpool now?
- Development Session Two
Governing Body session with Mersey Care NHS Foundation trust
to learn from their in depth look back exercise.

Page 2 of 4
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4.

FURTHER CONSIDERATION
Further to the two development sessions, the CCG Chair and I
have discussed whether we think the CCG has done enough to
consider all the lessons learned. My conclusion is that we should
carry out commissioning focused look back exercises to help
identify and address any issues of quality across Liverpool
providers that exist now, and that a future quality strategy clearly
articulates our approach to quality and continuous improvement.

5.

SCALE AND SCOPE OF THE LOOK BACK EXERCISE
The review, from a commissioner perspective, consists of 3 parts:
Part 1 – what did the CCG know about the quality of service being
provided by Liverpool Community Health prior to the Capsticks
report in June 2016? Was the Governing Body aware of quality
concerns and what action was taken?
Part 2 – What action did the CCG take following publication of the
Capsticks report and what assurance did the Governing Body
receive?
Part 3 – What recommendations should the Governing Body
consider that ensures that the CCG embeds learning from what
happened with Liverpool Community Health, and what assurance
should be sought by the Governing Body to ensure that this will not
happen again in Liverpool.
With regard to timescales, I recommend that a report is produced
for the Governing Body meeting in January 2019. I have
approached a Lead nurse from a CCG outside of the Cheshire and
Merseyside area to carry out the look back exercise. The review
will be done on the basis of learning for that CCG and as a
development opportunity for the individual.

6.

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

If no explain why

ii.

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

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

7.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Not applicable.

8.

CONCLUSION
That Liverpool CCG Governing Body are asked to note the scope
of the proposed look back exercise and recommended timescales.
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Report no: QSOC 72-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH NOVEMBER 2018
Title of Report

Safeguarding Annual Report 2017/18

Lead Governor

Jane Lunt , Director of Quality, Outcomes &
Improvement

Senior
Management
Team Lead

Jane Lunt , Director of Quality, Outcomes &
Improvement

Report Author

Helen Smith, Head of Safeguarding

Summary

This is the fifth annual safeguarding
report to NHS Liverpool Clinical
Commissioning Group Governing Body.
The purpose of the report is to assure
the Governing Body and members of the
public that the NHS Liverpool Clinical
Commissioning Group is fulfilling its
statutory
duties
in
relation
to
safeguarding children and adults at risk
in the City.
The CCG annual report takes
account of national changes and
influences and local developments,
activity, governance arrangements
and any challenges to business
continuity including the change in
commissioning
arrangements
for
safeguarding function from 2017/18.
The Annual Report was presented to
and approved by the Quality Safety &
Outcomes Committee on 2nd October
Page 1 of 2
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2018.
Recommendation

That the Liverpool CCG Governing Body:
 Note and approve the annual report,

Relevant
standards/targets

Childrens Act 1989, 2004
Care Act 2014
Working Together 2015 , 2018
NHS England (2014) Outcomes Framework
2014/15: Domain 4: Ensuring people have a
positive experience of care, Domain 5:
Treating and caring for people in a safe
environment and protecting them from
avoidable harm
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Safeguarding
Annual Report
2017/18

Author: CCG Safeguarding Service
Date: September 2018

1
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Foreword by the Chief Nurse for C CG
NHS Liverpool Clinical Commissioning Group (CCG) demonstrates a strong
commitment to safeguarding children and adults within the local communities. There
are strong governance and accountability frameworks within the Organisation which
clearly ensure that safeguarding children and adults is core to the business priorities.
The commitment to the safeguarding agenda is demonstrated at Executive level and
throughout all CCG employees. One of the key focus areas for the CCG is to
actively improve outcomes for children and adults at risk and that this supports and
informs decision making with regard to the commissioning and redesign of health
services within the City.

2
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Executive Summary
This is the fifth annual safeguarding report to NHS Liverpool Clinical Commissioning
Group Governing Body. The purpose of the report is to assure the Governing Body and
members of the public that the NHS Liverpool Clinical Commissioning Group (to be
referred to as the CCG throughout the remainder of the report) is fulfilling its statutory
duties in relation to safeguarding children and adults at risk in the City.
The CCG annual report takes account of national changes and influences and local
developments, activity, governance arrangements and any challenges to business
continuity including the change in commissioning arrangements for safeguarding
function from 2017/18.The report also provides an oversight of safeguarding activity
within Primary Care
The CCG has in place governance and accountability arrangements including regular
reporting via the Quality and Safety Outcomes Committee and to the Governing Body;
there is direct access by the Designated Professionals to the Chief Officer.
The CCG makes a significant contribution to the work of the Liverpool Safeguarding
Children Board and the Merseyside Safeguarding Adults Board.
This annual report was produced whilst the Safeguarding Service was part of the
hosted service arrangement with NHS Halton, NHS South Sefton and NHS Southport
and Formby and NHS Liverpool CCGs. During the reporting period, a decision was
made by the CCGs to ‘in-house’ their safeguarding arrangements and following due
consultation the transfer took place on 1st March 2018. It is important to recognise the
impact that this had on the service as throughout this time there were episodes of staff
sickness and vacancies.
This annual report highlights the activity undertaken to support the CCG in discharging
its safeguarding duties and also provides a summary on how the CCG is holding
commissioned health providers to account in relation to Safeguarding. On balance, for
CCG commissioned providers there is an overall ‘reasonable assurance’ demonstrated
with some Trusts moving to significant assurance and demonstrating sustainability at
that rating. The Trusts where limited assurance or declining performance has been
noted have required a further scrutiny from the safeguarding service via focused
business meetings, supervision, attendance at Trust internal safeguarding meetings
and the monitoring of subsequent action plans to support compliance and mitigate risk.
The annual report also includes an overview of the activity undertaken within Primary
Care and the progress made towards gaining assurance that safeguarding becomes
embedded within practice. The fact that this information is now able to be included as
part of the annual report, is itself a measure of the progress that has been made. The
results from the Safeguarding Standards for general practice audit tool have been
included with the report and provide a baseline for a work plan for 2018/19.
This report outlines areas of national guidance that have been issued throughout the
reporting year including: Mental Capacity Act/ Deprivation of Liberty Safeguards,
Domestic Violence, Children and Social Work Act (2017) and Working Together 2018
and also the achievements and a summary of the progress made within Child
Exploitation, Care Homes and the implementation of a Safeguarding Care Homes
Standard Operational Procedure (SOP); Domestic Abuse and the development of a
pathway to support the Multi Agency Risk Assessment Conference (MARAC) process
4
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and Child Death Overview.
To provide some context to the work undertaken to support the safeguarding agenda
this report includes the learning from reviews which cross both children and adults
areas. This helps to demonstrate a measure of the activity and breadth of the work
undertaken and the continued need to see the safeguarding agenda as a whole family
approach.
Training compliance is a key indicator towards providing assurance that safeguarding is
underpinning the CCGs commissioning arrangements and the report demonstrates the
CCG compliance for the reporting year. There are three levels of training required for
identified staff across the CCG. Due to changes within CCG governing body
membership, full compliance with training has not been achieved. A bespoke training
session will be provided to those Governing Body members during this year.
Business priorities for 2018/19 with a particular focus on embedding both the
safeguarding and quality agenda are also identified within the report.

5
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1. Purpose of the report
This is the fifth annual safeguarding report to the CCG Governing Body.
This report is intended to provide assurance that the CCG has safely discharged its
statutory responsibilities to safeguard the welfare of children and adults at risk of abuse
and the duty to ensure that the health services it commissions are compliant in this
respect as outlined in the Children Acts 1989 and 2004 and the Care Act 2014. There is
a separate report in respect of Children in Care (CIC) / Looked After Children. Key
areas of priority were established and reported in the Safeguarding Annual Report 2016
- 17 and progress against these priorities will be highlighted within this report. A number
of areas will continually be prioritised for the CCG's as they are a core component of
providing safeguarding assurance and therefore they will remain ongoing on future
work plans.
This report will summarise achievements and activity undertaken in 2017-18, highlight
recommendations for 2018-19 and will provide information about national and local
changes and influences, local development, performance, governance arrangements
and activity and any challenges to business continuity.
The CCG works in partnership with the Local Authority and other partners and agencies
including Liverpool Safeguarding Children Board and Merseyside Safeguarding Adults
Board this report should be read in conjunction with Liverpool Safeguarding Children
and Safeguarding Adult Board annual reports.
2.

National Context

2.1 Mental Capacity Act /Deprivation of Liberty Safeguards (MCA/DoLS)
Law Commission and Mental Capacity Amendment Bill
The Law Commission published its report and accompanying Draft Mental Capacity
Amendment Bill on March 13th 2017 proposing reforms to the Mental Capacity Act and
Deprivation of Liberty Safeguards (DoLS). The final report recommended the urgent
repeal of DoLS and proposed to introduce ‘Liberty protection Safeguards’ covering a
broader range of people. The final government response to the Law Commission’s
report was published on 14th March 2018 and broadly agreed with the Liberty Protection
Safeguards (LPS) model.
At the time of writing this annual report, the government has introduced the Mental
Capacity Amendment Bill 2018 to the House of Lords to be considered. The Bill differs
from the draft which was included in the Law Commission’s report and falls some way
short of the scheme proposed by the Law Commission.
According to the Government the reforms will:Introduce a simpler process that involves
families more and gives swifter access to assessments
•
Be less burdensome on people, carers, families and local authorities
•
Allow the NHS, rather than local authorities, to make decisions about their
•
patients, allowing a more efficient and clearly accountable process
•
Consider restrictions of people’s liberties as part of their overall care package
•
Get rid of repeat assessments and authorisations when someone moves
between a care home, hospital and ambulance as part of their treatment.

6
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The Government has also commissioned a review of the Mental Health Act. Proposals
that relate to the interface between the Mental Health Act and Mental Capacity Act will
be considered as part of that review.
2.2 Domestic Violence
Preventing and Combating Violence Against Women and Domestic Violence
(Ratification of Convention) Act 2017
On 27 April 2017, the Preventing and Combating Violence Against Women and
Domestic Violence (Ratification of Convention) Act 2017 received Royal Assent.
The Act makes provision in connection with the ratification by the UK of the Council of
Europe Convention on Preventing and Combating Violence Against Women and
Domestic Violence (the Istanbul Convention).
The Convention targets violence against women and domestic violence. It sets out
minimum standards on prevention, protection, prosecution and services and states that
countries ratifying the Convention must establish services such as hotlines, shelters,
medical services, counselling and legal aid.
2.3 Domestic Homicide Reviews
Under guidance issued by the Home Office, any incident of domestic violence or abuse
which results in the death of the victim requires a DHR to be carried out by the local
Community Safety Partnership. In Liverpool, the Safer and Stronger Communities team
coordinate the review process under the City Safe Partnership structure.
In November 2017 Liverpool City Council published the DHR report of ‘Janice’. NHS
Liverpool CCG along with partner agencies was a member of the Review panel.
The uncommon mixture of circumstances on the day of Janice’s death, were so
unusual that the Panel thought they were very unlikely to be repeated. There were no
specific learning points for health however, the physical, emotional and psychological
abuse perpetrated in this case are familiar in domestic homicide reviews. The lessons
identified are not new and therefore require reinforcing with agencies that have contact
with domestic abuse victims
In December 2017 Liverpool City Safe Partnership and the Merseyside Safeguarding
Adults Board submitted the first jointly commissioned DHR and Safeguarding Adults
Review (SAR) to the Home Office. The CCG Safeguarding Service and Named GP
were a member of the review panel. At the time of writing this report the Home Office
have not quality assured the review and therefore it is not yet published. Not with
standing this, there were lessons learned and shared for all agencies including health in
relation to risk assessment and the understanding of coercive control.

3. Children & Social Work Act (2017)
Children & Social Work Act (2017) received Royal Assent on 27th April 2017. As a
consequence of the legislative changes within the Act, revisions were proposed to
Working Together (2015) to reflect the:
•
•

Replacement of Local Safeguarding Children Boards (LSCBs) with local
Safeguarding partners
Establishment of a new national Child Safeguarding Practice Review Panel
7

333

•

Transfer of responsibility for child death reviews from LSCBs to new Child Death
Review Partners

In respect of safeguarding, LSCBs must continue to carry out their statutory functions
until safeguarding partner arrangements begin to operate in their area. LSCBs must
also continue to ensure that a review of each death of a child normally resident in the
LSCB area is undertaken by the established Child Death Overview Panel (CDOP) until
the new child death partner arrangements are in place.
3.1 Working Together (2018)
The launch of the revised Working Together (2018) had been anticipated since early
2018 and would support the revision and update of CCG Safeguarding Policy, Strategy
and guidance. Although outside the reporting period, it was finally published on 4th July
2018 and necessary updates within the CCG are underway.
4. Local Context
The City of Liverpool has an approximate total population of 491,500. The total adult
population, i.e. those aged 18 and over, accounts for 389,300 people (79% of the total
population for the city). The remaining 21% of the population, an estimated 102,200
people, are made up of the city’s children and young person’s cohort. The older
population of Liverpool, counted as those over the age of 65 years, is growing and
currently accounts for around 71,900 people (just over 18% of the total adult
population).
Liverpool is ranked 7th out of 326 Local Authorities in England relating to deprivation. A
considerable proportion of our local residents live in areas of high deprivation. 45% of
our population live within communities ranked within the top 10% most deprived areas
in England. Approximately a third of children in the city live in poverty. The level of
deprivation and poverty in the city mean that our children face an increased risk of poor
health, exposure to criminality, and failing to achieve their full potential.
At any one time approximately 9,500 people over the age of 18 years are in receipt of
adult social care services of which 7,300 are considered long term services. The overall
split in long term service user’s highlights that 60% are aged 65 years or over.
This means that 2.4% of the adult population in Liverpool have social care support
commissioned and/or provided by the Local Authority with 1.8% of the adult population
in receipt of long term support. Within the older demographic, 6% of the older
population (those aged 65 years and over) are in receipt on long term care and support.
Within the reporting period of April 2017 to March 2018 the Local Authority received a
total of 3,862 safeguarding concerns 1. Of these 2,826 (73%) were escalated to
enquiries conducted by the local authority or partner agencies/organisations.
A total of 2,241 people where subject of safeguarding concerns across the year, less
than 1% of the adult population. 39% of people involved in safeguarding were under the
age of 65 with the remaining 61% classed as older people. This is proportionally
representative of service user rates but it should be noted that not all people who have
a safeguarding concern are service users with the local authority.
The most common location of safeguarding concerns was in either residential or
nursing setting accounting for 32%. Concerns raised when the person was in there own
All statistics relating to safeguarding volumes are taken from the 2017/18 Safeguarding Adults Collection for local authorities.
Further information and access to the return is available from: https://data.gov.uk/dataset/98f7a929-e433-440a-9640ff43b13f0f21/safeguarding-adults-return
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home accounted for 30% and community service locations accounted for 9%. The
remaining concerns where linked to various locations, including acute hospital settings
(3%).
Thematically the most reported allegation was for neglect and acts of omission which
accounted for 39% of all concerns raised. Physical abuse and financial abuse also
accounted for significant level of any allegations raised in the safeguarding concerns
accounting for 22% and 18% respectively.
The majority of the concerns raised, and subsequently escalated to enquiry level,
where resolved with positive outcomes. In cases where a risk was identified actions
were taken in 99.8% of the cases, the remaining 0.2% are inclusive of cases where no
actions are required or wanted by the person at risk. For all concerns raised where
subsequent enquiries took place, 89% resulted in the removal or reduction of the risk
identified. In 92% of cases where the person at risk had expressed what outcomes they
wanted from the enquiry 92% where either fully or partially achieved by the conclusion
of the enquiry.
4.1 NHS Liverpool CCG Safeguarding Governance and Accountability
Arrangements
NHS Liverpool Clinical Commissioning Group (CCG) is committed to safeguarding and
promoting the welfare of adults, children, young people and their families.
Accountability for the safe discharge of safeguarding responsibilities remains with
the Chief Officer; executive leadership is through the Chief Nurse who represents
the CCG on Liverpool Local Safeguarding Children and Adult Board and who is also
a member of the CCG Governing Body.
Since 1st March 2018 LCCG has directly employed Designated Safeguarding
Professionals for Children, Children in Care and Adults to support the CCG in
discharging its statutory safeguarding duty.
Separate commissioning arrangements ensure the provision of the expertise of a
Designated Doctor and Named GP. All of these professionals act as clinical advisors
to the CCG on safeguarding matters and support the Chief Nurse to ensure that the
local health system is safely discharging safeguarding responsibilities.
The safeguarding professionals meet on a monthly basis with the Chief Nurse to
review emerging safeguarding concerns, ongoing work streams and agendas from
a children and adult perspective to ensure CCG oversight of activity.
Safeguarding reports are presented to the Quality and Safety Outcomes Committee
on a quarterly basis to appraise the CCG of current safeguarding activity,
developments and includes performance reports for commissioned services against
the specific safeguarding Key Performance Indicators (KPI’s).
The CCGs continues to work in partnership with statutory agencies and third sector
to support safe and effective delivery of services against the safeguarding agenda.
The Designated Safeguarding Professionals and CCG Quality Team are members
of Liverpool LSCB and Merseyside SAB and associated sub groups, all of which
have a function of scrutinising frontline practice across all Partner agencies. This
overview adds further dimension to the CCG performance information received
within the contractual process which supports assurance or the identification of risk
within the system.
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4.2 Safeguarding Key Performance Indicators’ 2017/18
All commissioned health services are required to submit data in accordance with
contractual requirements to demonstrate compliance with the safeguarding quality
standards. These are designed to provide the CCG with assurance that their
commissioned services are able to safely discharge their statutory duty in relation to
safeguarding. Conversely the CCG must also be able to demonstrate its own
compliance and discharge of statutory safeguarding responsibilities.
The datasets are analysed and validated by the CCG Safeguarding Service each
quarter and full commentary provided to Trusts as part of the feedback in accordance
with agreed process and timescales.
The CCG, in their capacity as Lead Commissioner, utilised contractual levers during
2017/18 by using a contract performance notice to one of the main Provider Healthcare
Trusts within Merseyside. The CCG worked in collaboration with neighbouring CCG’s
and the individual Trust developed a recovery plan to support the Trust to achieve
contractual compliance in a determined timeframe but without compromising safety and
quality.
A summary of Safeguarding Children and Adults assurance ratings 2017/18
table below:

Organisation

Q1
Overall
Rating

T

Q2
Overall
Rating

T

Q3
Overall
Rating

T

Q4
Overall
Rating

T

Liverpool Community Health
NHS Trust (Liverpool)

↑

↔

↔

↔

Royal Liverpool &
Broadgreen University
Hospital NHS Trust

↔

↔

↔

↔

Alder Hey Hospital NHS
Foundation Trust

↔

↔

↔

↑

Liverpool Heart & Chest
Hospital NHS Trust

↔

↑

↔

↔

Liverpool Women’s NHS
Foundation Trust

↑

↔

↓

↔

Merseycare NHS Trust

↔

↑

↔

↔

Aintree University Hospital
NHS Foundation Trust

↔

↓

↔

↔

Spire Health Care

↓

↔

↓

↑

4.3 PREVENT
NHS Commissioned Services Prevent Compliance
April 2015 saw the introduction of the PREVENT Statutory Duty. Health was named as
one of the statutory agencies required to demonstrate “due regard to the need to
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prevent people from being drawn into terrorism”.
This included:
•
Implementation of clear Prevent policies and procedures
•
Define appropriate referral pathways for those who may be vulnerable to
radicalisation
•
Ensure all staff have appropriate levels of training
•
NHS England had agreed with the regulators that as a minimum, 85% of staff
should be compliant with training at any one time by 31 March 2018.
Recent tragic events in Manchester and London highlighted the importance of
PREVENT and the role that health play in protecting communities from the risk of
radicalisation. PREVENT remains a key safeguarding priority and compliance with the
statutory duty is clearly indicated in the NHS Standard Contract and LCCG Quality
Schedule Safeguarding KPI’s.

LCCG Quality Schedule Safeguarding PREVENT KPI’s 2017/18 end of year
compliance threshold was 90%.
PREVENT Statutory Duty Training Compliance 2017/18
Organisation
Liverpool Community Health
Royal Liverpool & Broadgreen University
Hospital
Alder Hey Hospital
Liverpool Heart & Chest Hospital
Liverpool Women’s Hospital
Mersey Care Foundation Trust
Spire Health Care
Aintree University Hospital

Prevent
Awareness
98.6%
95.1%

Prevent
Health Wrap
95.7%
91.3%

92%
98.5%
93.3%
93.1%
95.9%

98.2%
85.9%
91.1%
96.2%
100%

NHSE 85%

LCCG 90%

LCCG have included Safeguarding KPI’s to reflect Prevent Statutory Duty NHSE
requirements. NHSE had agreed 85% compliance rate with the regulators and LCCG
had a 90% compliance rate to be achieved by 31 March 2018 (Q4).
All Liverpool commissioned Health Providers achieved NHSE 85% compliance and all
except LH&CH achieved LCCG 90% compliance threshold by year end 2017/18.
LH&CH have had a robust Prevent training recovery plan in place and fully expect to
achieve full compliance by Q1 2018/19.
4.4

Multi- Agency Safeguarding Arrangements.

Each CCG has a statutory duty to work in partnership with LSCB/SABs in
conducting Serious Case Review’s, Serious Adult Reviews in accordance with
Working Together to Safeguard Children (2015) and Care Act 2014.
The CCG's Designated Professionals coordinate and evaluate health sector input
into SCR’s and SAR’s and provide professional scrutiny and where necessary,
relevant challenge to the process. The CCG supports to ensure that all health related
actions following the review are carried out according to the timescale set out by the
SCR/SAR panel.
Liverpool LSCB and Merseyside SAB are the key statutory bodies overseeing
multiagency child and adult safeguarding arrangements across Liverpool. The
Boards are comprised of senior leaders from a range of organisations with basic
objectives defined within Children Act (2004) and the Care Act 2014:
11
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•
•

To coordinate the safeguarding work of agencies
To ensure that this work is effective

The CCG has a statutory duty to be a member of the LSCB and Merseyside SAB,
working in partnership with the Local Authority to fulfil its safeguarding
responsibilities.
The Combined Merseyside SAB took effect from 1st April 2017 with the inaugural board
taking place on Monday 24th April and has replaced all previous local arrangements.
The new Board holds the responsibility for meeting the statutory requirements of SAB’s
as set out in the Care Act 2014 for all the four Local Authorities of Sefton, Liverpool,
Knowsley and Wirral.
The 2061 – 2017 Business plans for Sefton, Knowsley, Liverpool and Wirral have been
reviewed and potential areas for carry over to the new board have been identified.
Areas of commonality across the local Safeguarding Boards were identified as:
•
•

•

Communication & Engagement Strategy including a Safeguarding Campaign
(dignity & respect) and information for the general public
Making Safeguarding Principles – embedding of approach in all processes,
information for service users and families / carers and Voice of Service
Users
Workforce Development and Training Strategy

The specific focus for Liverpool is to:
• Undertake peer-review assessment of the LSAB to evaluate the
effectiveness of the board and identify areas for improvement
• Develop information to provide to service users and their representative on
MSP
• Develop a workforce strategy
• Develop an agreed protocol with neighbouring authorities around
decommissioning services.
• Safeguarding Campaign
LCCG and health partners are represented on the newly established sub groups and
the LCCG Chief Nurse chairs the Quality Assurance sub group
5. Summary of Progress and areas of work supported in 2017/18
Child Sexual Exploitation (CSE)
5.1 Child Exploitation (CE)
The CCGs Safeguarding Service continues to be represented at National, Regional and
local forums to ensure national and local developments are embedded within the local
health economy.
Nationally, the Designated Nurse Safeguarding Children is a member of the Child
Sexual Abuse & Exploitation Health forum, accountable to NHS England’s National
Safeguarding Steering Group.
Regionally, the Pan Merseyside Child Exploitation sub group has continued to meet on
a bi monthly basis chaired by a Detective Superintendent of Merseyside Police with the
CCGs having representation through the Designated Nurse Safeguarding Children.
Key work streams of the group have included
12
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•

Development of a PAN Merseyside Child Exploitation Strategy and Child
Exploitation Protocol to cover sexual exploitation, criminal exploitation,
trafficking and other forms of exploitation, ensuring links to missing children
protocols

•

Development of a communications strategy in relation to all elements of
exploitation aimed at key groups:
Professionals
Young People
Parents and Carers
Wider community

•

Agree a PAN Merseyside Child Exploitation multi-agency data set and coordinate collation of data, in order to provide the Strategic Exploitation Group
with oversight of the issue in Merseyside.

The Designated Nurse Safeguarding Children has ensured that representatives from
across the health economy have had the opportunity to review and influence the
development of the policy and risk assessment tools. Although outside the reporting
period, the work of the group culminated in a half day conference on 1st May 2018,
launching the developed Child Exploitation and Missing Children protocols.
The Child Sexual Exploitation (CSE) Health sub group continues to meet on a 6
monthly basis in order to share and disseminate key learning and guidance both
nationally and regionally.
Specific CSE KPI data continues to be collated by commissioned services to evidence
engagement in the agenda. The CSE data required for submission throughout 201819, will be further strengthened to include reference to Child Exploitation (Child Sexual
Exploitation and Child Criminal Exploitation) as per national developments.
The LSCB Child Exploitation and Missing sub group has continued to be supported
with CCGs’ representation from the Designated Nurse Safeguarding Children.
5.2 Lessons learned from NHS investigation into matters relating to Jimmy
Savile
The Safeguarding Service has continued to seek assurances from commissioned
health services around compliance against the Lampard report recommendations
throughout this reporting year and enabled the CCGs to provide update reports to NHS
England Cheshire and Merseyside Quality Surveillance Group.
The CCGs commissioned services report compliance in all areas with the exception of
Recommendation 7 in respect of the need for 3 yearly Disclosure and Barring Service
(DBS) checks. As this is not a statutory recommendation, the Safeguarding Service has
continued to monitor progress against this and consider mitigating actions in place
where full assurance cannot be provided.
5.3 Care Homes
A Safeguarding Care Home Standard Operating Procedure (SOP) was developed
approved and ratified by LCCG Quality and Safety Outcomes Committee (QSOC) in
December 2017. This has supported Liverpool CCG to maintain organisational
oversight of safeguarding concerns relating to health funded residents’ raised within the
care home sector.
The Safeguarding Care Home SOP clearly outlines roles and responsibilities for
undertaking safeguarding section 42 enquiries. This includes providing support from a
health perspective to investigate safeguarding concerns reported to the Local Authority.
13
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Closer working relationships have developed across health and social care, enabled
care home safeguarding action plans to be monitored. Themes, trends and learning
outcomes will be reported through to LCCG QSOC and the Local Authority Quality
Assurance Group to ensure wider system oversight and governance.
5.4 Domestic Abuse
LCCG continues to support the growing Domestic Abuse agenda and is a member of
the City Safe Partnership Board, the Violence Against Women and Girls Group, the
Liverpool Multi Agency Risk Assessment Conference (MARAC)) Steering Group and
the Domestic Abuse Strategy Board. LCCG has worked closely with partner health
agencies with a particular focus on developing a pathway and process to support to the
health input into the MARAC. It is anticipated that a MARAC Coordinator role will be
established within the current year.
5.5 Child Protection Information Sharing (CP-1S)
CP-IS is an NHS England sponsored work programme dedicated to delivering a
higher level of protection to children who have been identified as affected by abuse
or neglect when they visit NHS commissioned unscheduled care settings such as
emergency departments, Urgent Care Centres and Walk in Centres. CP-IS features
within the NHS Standard Contract (section 32.8 of Service Conditions) which is
mandated by NHS England for use by commissioners for all contracts for health care
services other than primary care.
Liverpool was working towards going live with CP-IS within the 2017-18 reporting
year. Unfortunately due to external IT systems the system is not yet live but there are
plans for this to happen within the early part of 2018/19 reporting period. The Liverpool
provider health organisations have made the necessary updates and procedural
changes to facilitate CP-IS once the system goes live in 2018/19.

6. Safeguarding In General Practice
Liverpool CCG employs two Named GPs for adult and children safeguarding under a
job share arrangement fulfilling a full-time post looking after safeguarding issues and
concerns that arise in general practice. This enables the CCG to discharge its
safeguarding responsibility dealing with external agencies, developing effective
relationships and partnerships, and supporting primary care providers. Work
consists of reacting to events, participating in statutory reviews, and proactively
arranging training for colleagues.
The national GMS contract is lacking in explicit detail regarding the
safeguarding standards required within general practice. The Royal College of
General Practitioners (RCGP) made recommendations which have been universally
accepted, but not mandated.
The Named Safeguarding GPs with the support of Virtual College, incorporated
detailed safeguarding standards based on RCGP guidance into an electronic toolkit, to
be used as a developmental tool rather than for performance management tool. The
Liverpool GP safeguarding audit tool was launched in June 2016 as a self-assessment
package.
The purpose of the audit was to:
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•

Provide awareness of the basic safeguarding standards that would be
expected in general practice (all ages of patients)

•

Enable the Named GPs for Safeguarding at LCCG to understand the
learning and training needs of general practice
14

•

Tailor training workshops for general practice to address the gaps in
safeguarding knowledge, systems and processes

Provide a framework to prepare for CQC inspections in general practice.
CQC have acknowledged this piece of work and use these safeguarding standards to
inform their inspection regime. Cheshire & Merseyside NHSE Named GP Network have
identified the benefit to general practice and the impact of rolling the audit tool out across
the North Region as a possibility during 2018/19.

The Named GP’s are members of LCCG Quality & Safety Assurance Group for GP’s
(QSAG) and use this forum to discuss statutory and non statutory reports to ensure
learning is shared and report progress and compliance against the GP safeguarding
standards audit tool.

Safeguarding Audit Tool 2017/18
Competed

Partially Competed
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9
5
3

2

North

Centre

South

6.1 Safeguarding training in general practice
Safeguarding training is reviewed as part of the GP’s annual appraisal process. GPs,
as employers, have a responsibility to ensure all their staff are trained to the appropriate
level and that updates are provided. CQC require each practice to appoint a
Safeguarding Lead with the responsibility to ensure these safeguarding training
requirements are met. NHSE in Cheshire and Merseyside mandate 2 hours of CPD in
safeguarding per year to maintain Level 3 competency. The mode of learning / CPD is at
the discretion of the individual. The Named GPs for Safeguarding for Liverpool CCG
provide three half day update training sessions per year for practice safeguarding leads,
their deputies or appointed representative; four such training events have been held
2017/18. These are held within the closure/educational afternoons, and dates are
published 12 months in advance on the website and by email. The intention is for those
that attend to cascade information and learning back into their respective practices.
Topics covered at these training afternoons have included:
- Levels of Need in safeguarding
- Domestic Abuse
- MCA, DOLS and Court of Protection (COP)
- MAPPA
- Safeguarding the elderly / Care home issues
- IG and Caldicott guardian role and responsibilities
- Case studies given by participant Safeguarding leads.
15
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These include cases of physical and sexual abuse, learning from LSCB audits and
engagement with Multi-agency Early Help
64 out of 88 general practices have attended safeguarding training with additional
priority training offered to the outstanding 24 general practices. Alternative
safeguarding training approaches have also been considered i.e 30 minute training
session was delivered at the Liverpool General Practice Provider Market Place event
in January 2018 and the feasibility of running a citywide half day safeguarding training
event in the future has been considered.
This will be monitored during 2018/19 and reported through the Quality, Safety
Assurance Group. (QSAG)

Safeguarding Training Practice Locality
Attendance 2017/18

5
6
7
8

20
18

9 18

18

16
14

14

12

12
10

9

12

Dates
26.07.2017

9

8

8

7

29.11.2017
29.03.2018

6
4
2
0
North

Central

South

7. Effectiveness of Safeguarding Arrangements
7.1 Multi Agency Audit

As a statutory member of the LSCB, the CCG is fully engaged with the multi-agency
audit cycle through the Designated Nurse and Named GP membership of the audit
pool. The Designated Nurse for Safeguarding Children is also the Chair of the LSCB
Audit Sub Group. Throughout the reporting period the CCG and its commissioned
services have supported the LSCB in three multi–agency audits on Domestic Violence
and Abuse, Neglect and Child Exploitation. A number of recommendations have been
identified for single agencies. Recommendations relating to commissioned health
services will also be overseen by the Safeguarding Service at a number of forums
including the LSCB Health Sub Group and Trust internal Safeguarding assurance
groups.
7.2 Performance Monitoring
As reported previously the CCG has a statutory duty to ensure that that all health
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providers from whom services are commissioned promote the welfare of children and
protect adults from abuse or the risk of abuse; and are able to demonstrate that
outcomes for children, young people and adults at risk are improved. The CCG remains
committed to working collaboratively with commissioned services and utilise a number
of approaches to ensure that there is an acceptable level of assurance provided within
the system to demonstrate safe, efficient and quality services are being delivered and
that safeguarding responsibilities are safely discharged. Where the level of assurance
has not been evidenced and agreed progress has not been achieved then contractual
levers have been evoked all of which have been agreed and monitored via the Clinical
Quality and Performance Group meetings. In more exceptional circumstance then the
CCG will work collaboratively with NHS England and other regulatory partners within a
Quality Surveillance Group to gain a shared view of risks to quality through sharing
intelligence .
The CCG, in their capacity as Coordinating Commissioner, utilised such contractual
levers within 2017 I 18 by issuing a performance notice to one of the main Provider
Healthcare Trusts within the region. The CCG subsequently worked in collaboration
with Associate Commissioners (neighbouring CCGs) and the individual Trust and
developed a recovery plan to support the Trust to achieve contractual compliance in a
determined timeframe without compromising safety and quality. This will be removed
once compliance thresholds are achieved for two successive quarters.
7.3 Commissioning services/ procurement
The Safeguarding Service has supported the CCG in its commissioning and
procurement role, providing oversight of the safeguarding arrangements and
requirements of newly commissioned services.

8. Learning and Improvement
8.1 Training
The CCG continues to promote the learning and development of staff; safeguarding
training is part of the mandatory schedule for all CCG employees. The Quality Team
and Safeguarding Service have worked together to ensure that the CCG Training
Needs Analysis accurately reflects the currents roles and safeguarding (children and
adult) training requirements.
The Table below provides the end of year uptake (March 2018).
Training requirement
2015/16
2016/17
Safeguarding Adult Level 1
Safeguarding Adult Level 2
Safeguardinq Children Level
Safeguardinq Children Level
Governinq Body I Board

91.6%
62.5%
95.4%
37.5%
0%

90.79%
100%
76.32%
100%
81.25%

2017/18
90.85%
100%
90.85%
85.7%
81.25%

Specific training has been delivered to Governing Body members to ensure compliance
as per Intercollegiate Document requirements and is evidenced in the significant
increase in compliance from the previous year. Further training will be provided and a
training package available for newly appointed members to achieve compliance outside
of scheduled training delivery sessions.
8.2 Child Death Overview Panel (CDOP)
Liverpool LSCB has a statutory responsibility to ensure that a review of child deaths
(residents in the borough) is conducted. This is achieved within the Pan Merseyside
Child Death Overview Panel (CDOP), a sub group of Liverpool LSCB, to enable
learning to be gained and analysed across a broader footprint.
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During the period 1st April 2017 to 31 st March 2018, 37 Liverpool child deaths were
reviewed and categorised. Of these 37 deaths, 24 were concluded as non-modifiable
(meaning nothing could have been done to prevent the death) and 13 had modifiable
factors.
The CCG is committed to the work of CDOP which includes membership thorough
the Safeguarding Service at panel meetings, which includes separate meetings for
neonatal deaths (0-27 days).
During 2017 -2018 the results of the Safe Sleep audit were published. The audit report
highlighted that there were a number of gaps around the Provider health organisations
implementation of the Safe Sleep pathways. The CCG Safeguarding Service worked
with the provider organisations to address the deficits that had been noted in the audit
report and the risks that this posed were escalated to appropriate Executive teams. A
further audit is planned to be published in 2018/19 that sought to reexamine practice
following implementation of the actions against the original audit.
8.3 Practice Reviews
Throughout the year the CCG have continued to strengthen the process in relation to
Serious Incidents (SI's); the CCG Safeguarding Service are core members of the Sl
Group. The CCG ensure that the learning from all Sl's is used to drive improvement and
quality within its commissioned services. Links to Liverpool LSCB I SAB have been
developed where safeguarding concerns have emerged and require joint oversight.
There is full engagement with the work of Liverpool SCB/SAB and the CCG Designated
Professionals continue to support the Serious Case Review (SCR), Serious Adults
Review (SAR), Domestic Homicide Review (DHR), Mental Health Homicide Review
(MHHR) process and the multi-agency audit programme.
Within the reporting year there have been no new SCR’s commissioned. A SCR that
had been commissioned within the 2016/17 reporting period was concluded. A redacted
version of the report has been published which identifies the learning points. The review
report has been circulated to the providers and work is ongoing to progress the actions
from the review.
8.4 Young Person George Practice Learning Review
During the reporting period there have been 2 practice learning reviews commissioned.
The first review focused on the case of YP George. YP George was arrested at his
family home and whilst in custody, police became concerned about his severely under
nourished appearance and subsequently sought medical advice. George was found to
have a number of unaddressed physical, mental, social and educational issues despite
known to many multi agency professionals at the time of this presenting incident.
The degree of neglect that George experienced was particularly severe and the extent
to which this was hidden from professionals highly unusual. This learning review has
provided an insight into some of the areas for development within multi agency working
and highlights a number of areas for learning.
Learning point 1: It is essential that professionals monitor cases where families do not
comply with intervention and/or support plans, and ensure that the appropriate action is
taken and multi-agency procedures are followed when there is non-compliance. This
includes use of Escalation procedures.
When families don’t comply, this can lead to drift and delay in ensuring that children are
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safe and protected from harm. In this case – the family’s non-compliance with
professionals meant that a significant period of time passed when YP George was not
seen by professionals.
Learning Point 2: Child to parent violence is a form of domestic abuse and
professionals should be able to recognise and respond to this a concern. In this case,
this type and level of violence was not identified as an indicator of vulnerability.
Learning Point 3: It is essential that agencies making decisions about child welfare
and the steps that should be taken to protect children and young people have access to
all relevant information form multi agency partners. In this case, not all information was
made available at times of key decision making.
Learning point 4: Persistent non-attendance at nursery school (when the child is
enrolled), school or college should be recognised by all multi agencies professionals as
a cause for concern.
Learning Point 5: Plans put in place to safeguard and protect the welfare of children
and young people need to be effective. Interventions should be reviewed regularly and
where outcomes are not improving, alternative support, interventions and other
measures should be taken. Professionals should always ensure that they don’t make
assumptions and check ‘facts’.
The learning from the PLR for Young Person George has been presented and
circulated to the provider health organisations and work is ongoing to monitor the
implementation of the action plans.
8.5 Family P Practice Learning Review
The second practice learning review looked at the case of Family P and highlights
some areas for learning and development in relation to the offer of early help,
particularly where families are reluctant to engage.
Parent 1 within this family was a lone parent. Whilst Parent 2 did not live with the family,
they did have regular contact. The family also received limited support from extended
family members. Parent 1 was diagnosed with a terminal illness and died some months
later, by this time parent 2 had moved in to support the family. Despite being offered
early help and support by a number of multi-agency professionals, neither parent
engaged, therefore multi-agency professionals did not establish a true picture of what
life was like for these children.
During this time of drift and delay, and unknown to professionals, the children’s home
conditions were deteriorating and eventually resulted in them becoming Looked After.
This learning review has provided an insight into some of the areas for development
within multi agency working and highlights a number of areas for learning.
Learning Point 1: There was a strong professional belief that it was inappropriate to
contact the family during the maternal terminal illness or in the aftermath of the parental
death due to bereavement issues. The death of a parent is a significant event for any
child and should always be viewed as an adverse childhood experience (ACE) with
catastrophic short and long-term negative impacts if not managed or planned for
effectively. The child’s best interest is and should remain the priority particularly when
seeking consent.
Learning Point 2: Universal services identified the need to provide support through
Early Help but there was a lack of clarity in relation to practice expectations if consent
could not be obtained. The threshold at which children’s social care could be expected
to respond and become involved was not well understood.
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Confusion in key elements such as the allocation of lead practitioner, the use of a
‘Whole Family’ approach and a lack of coordination in relation to focussing on the
siblings as a family unit (TAF) all had a negative impact on parent 2’s willingness and
capacity to engage. Early Help should be coordinated across agencies and a ‘whole
family ‘approach should be taken when offering support.
Learning Point 3: Inconsistent engagement with professionals from both parents to
begin with and then subsequently from parent, led to a strong professional perspective
that the parent 2 would not engage with services. This being despite evidence of some
episodes of positive engagement with single agencies.
As a result episodes of drift and delay in early help followed and professionals lacked
confidence to progress the increasing concerns about the welfare of the children. There
were missed opportunities in this case for agencies to use escalation procedures where
they had concerns about responses to concerns and decisions being made.
Learning Point 4: The vulnerabilities of all family members were highlighted within this
review process. Parent 1, whilst never being referred as a vulnerable adult (adult at
risk) under adult safeguarding procedure was still extremely isolated with significant
vulnerabilities towards the end of life. Early support planning for the family should focus
on how adult and children’s services work together.
The learning from the PLR for Family P has been presented and circulated to the
provider health organisations and work is ongoing to monitor the implementation of the
action plans
There was one single agency Health Review commissioned towards the end of the
2017/18 reporting period. This report will be completed during 2018/19 and learning
disseminated.
There have been two Serious Adults Reviews (SAR) commissioned by Liverpool SAB
under the Care Act 2014. Practitioner Learning Events have taken place in respect of
both SARs and the emerging themes shared with the Quality Committee. The SARs
will be completed within 2017 and progress against actions will be monitored by the
SAB.

9. Business priorities 2018/19
Ensure that the CCG is compliant with statutory safeguarding responsibilities
requirements; including the oversight and management of progression against action
plans for section 11 scrutiny, NHSE assurance and other safeguarding frameworks
i.e. MSAB chapter 14 audit tool.
Support the implementation and development of national and local safeguarding
arrangements in accordance with guidance, learning from reviews and the LSCB and
MSAB improvement plans and priorities. This will include supporting the CCG in
implementing the Children and Social Work Act- Wood Review a n d the Kennedy
Review.
Continue to support the agenda, the implementation of guidance and improve quality
in practice in relation to Harmful Practices, with an increased focus on Modern Day
Slavery.
Continue to support the CCG and Provider Trust work plans to improve the quality of
Transition arrangements.
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Continue to support the implementation of the health support to nursing homes where
safeguarding issues are evidenced.
Continue to work with Partner Agencies to review the MAPPA and MARAC
arrangements supporting the Domestic Abuse Agenda.

To embed Quality and Safeguarding within the CCG and our commissioned health
services.

10 Business Continuity
Throughout the reporting year there have been significant changes to the structure of
the Safeguarding Service.
After a period of consultation, NHS Liverpool, Halton, Southport and Formby and South
Sefton CCGs declared their intention to take safeguarding “in house” and each employ
their own safeguarding provision. Following TUPE arrangements (Transfer of
Undertakings- Protection of Employment regulations) 4 members of the safeguarding
team transferred to NHS Liverpool CCG
The Safeguarding Service has continued to support the Liverpool children and adults
safeguarding agenda and has represented the CCG at National and Regional
safeguarding forums, the LCSB and SAB and relevant health sub groups.
11 Conclusion

This annual report provides a summary of progress against the safeguarding priorities
set for 2017/18. It demonstrates the contribution to multi agency partnerships across
the city and provides assurance to the Governing Body that NHS Liverpool CCG is fully
committed to ensuring they meet the statutory duties and responsibilities for
safeguarding children and adults at risk of harm.
Liverpool CCG
The Department
Lewis’s Building
Renshaw Street
Liverpool
L1 2SA
Tel: 0151 296 7000
Liverpool.ccg@nhs.net
www.Iiverpool.ccg@nhs.net
On request this report can be provided in different formats, such as large
print, audio or Braille versions and in other languages.
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Glossary
CCG
MCA
DoLs
CQC
HMIC
HMI Probation
JTAI
YOS
CSE
Named GP
MASH
HSCIC
FGM
DfE
MACSE
LSCB
LSAB
ONLAC
NHSE
KPI
NSF
DBS
LA
CQPG
QSG
Sl
DHR
COOP
MAPPA
MARAC
NICE
CIC
SCR
LPS
SAB
SAR
MACSE
ADASS
CP-IS
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Clinical Commissioning Group
Mental Capacity Act
Deprivation of Liberty Safeguards
Care Quality Commission
Her Majesty's Inspectorate of Constabulary
Her Majesty's Inspectorate of Probation
Joint Targeted Area Inspection
Youth Offending Service
Child Sexual Exploitation
Named General Practitioner
Multi Agency Safeguarding Hub
Health and Social Care Information Centre
Female Genital Mutilation
Department for Education
Multi-agency Child Sexual Exploitation Meetings
Local Safeguarding Children Board
Local Safeguarding Adult Board
Designated Nurse Looked After Children
NHS England
Key Performance Indicator
National Service Framework
Disclosure Barring Service
Local Authority
Clinical Quality Performance Group
Quality Surveillance Group
Serious Incident
Domestic Homicide review
Child Death Overview Panel
Multi Agency Public Protection Arrangements
Multi Agency Risk Assessment Conference
National Institute for Clinical Excellence
Children in Care
Serious Case Reviews
Liberty Protection Safeguards
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RISK MANAGEMENT & ASSURANCE STRATEGY 2018/19
1.

PURPOSE

The purpose of this paper is to provide an overview/summary to the
Governing Body regarding the refreshed Risk Management & Assurance
Strategy 2018/19.
2.

RECOMMENDATIONS

That the Governing Body:
 Notes the contents of the Risk Management & Assurance Strategy
2018/2019;
 Formally approves the Risk Management & Assurance Strategy
2018/19 and endorses its publication as a ‘live’ policy document.
3.

BACKGROUND

NHS Liverpool CCG aims to achieve its overall objectives, ambitions and
maintain its reputation via effective and robust risk management procedures.
As a public body, the CCG has a statutory commitment to manage any risks
that affect the safety of its employees, patients and its commissioned,
financial and business services by adopting a proactive approach to the
management of risk.
The Risk Management & Assurance Strategy 2018/19 is therefore designed
to provide a structured framework for the development and delivery of a
robust risk management system across the CCG over the next twelve
months. The strategy will guide the CCG in its approach to the management
of risk in all its activities and provides clear definitions of
organisational/individual roles and key areas of responsibility.

4.

STRATEGY REFRESH FOR 2018/19

The CCG is required to have a ‘live’ Risk Management Strategy as part of its
internal systems of control. It also forms a key part of the annual risk
management and assurance frameworks benchmarking assessment
conducted by internal audit, which itself contributes to the CCG’s Annual
Governance Statement. As the 2016/18 strategy had passed its expiration
date, the 2018/19 strategy presented to the Governing Body is intended to act
as a ‘transitional’ or temporary live strategy document pending the restructure
of the CCG’s committees and Senior Leadership Team. On completion of
Page 2 of 4
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these revised structures (and revised committee Terms of Reference), a
further Risk Management & Assurance Strategy will be produced to reflect
these new arrangements.
The Risk Management & Assurance Strategy 2018/19 also reflects both the
changing landscape in which the CCG operates in and the continuing
maturity of the organisation’s capacity to handle risk. The revised strategy
contains more expansive definitions of particular areas of risk, describes the
CCG’s most current governance structure and reporting/escalation
arrangements and complies with recommendations arising from the CCG’s
internal audit reports. Amendments are typed in blue font throughout the
document and include the following:
• Specific organisational strategy
management for 2018/19;

objectives

in

relation

to

risk

• Updated roles and responsibilities at corporate level;
• Updated risk management terminology to reflect more commonly
recognised methods of mitigation (i.e. the ‘Four T’s’);
• Further embedding of the Governing Body Assurance Framework
(GBAF) to assure mitigation of risks against the CCG’s strategic
objectives;
• Inclusion of a CCG ‘Issues Log’ to provide an appropriate tool for the
management of events which are already negatively impacting on the
CCG’s operational objectives;
• The inclusion of ‘Cyber-attack/Computer Network Attack (CNA) as a
potential strategic risk;
• Inclusion of a ‘Glossary of Common Risk Management Terms’.
5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

This section is not applicable.
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6.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY

Effective and robust risk management arrangements (and clear mitigation
strategies) support the CCG’s delivery of statutory Financial Duties and the
2018/19 Financial Plan. It is essential that the Governing Body is sighted on
the effectiveness of the CCG’s systems of internal control so that it has
assurance that principal risks are being effectively controlled and managed.
7.

CONCLUSION

The Risk Management & Assurance Strategy 2018/19 identifies and
describes how risks will be reported, escalated and governed within the CCG
through an effective committee structure which ultimately feeds up to the
Governing Body. The refreshed strategy will form key piece of evidence to
support and demonstrate the effectiveness of the CCG’s system of internal
control. If approved, the revised strategy will act as a temporary ‘live’ policy
document until the proposed restructure of the CCG’s Senior Leadership
Team and Governing Body committees is completed, following which a new
strategy will be produced.
There are no inherent legal implications associated with the Risk
Management and Assurance Strategy 2018/19.
Stephen Hendry
Senior Operations and Governance Manager
2nd November 2018
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1. INTRODUCTION
The commissioning of healthcare inevitably carries risks; and in such a diverse and
complex health and care system as Liverpool’s these risks can, and often do require
significant and continuous attention. Risks are inherent in everything we do; from
agreeing our commissioning priorities to extensive partnership working and
determining how we are to challenge the health inequalities we have in this city.
Effective risk management supports NHS Liverpool Clinical Commissioning Group
(hereafter referred to as the CCG) to deliver on its ambitions for a healthier
population with a better quality of life, a reduction in health inequalities and the
creation of a ‘place-based’ system to achieve better health outcomes and tackle high
levels of disadvantage and variation in certain parts of Liverpool.
In addition to these unique challenges, our local health and care system is facing
increasing financial pressures; with the CCG and local providers having to manage
within resource allocations in the face of increasing demand, new treatments,
innovation and increasing costs.
If left unmanaged risks can ultimately impact upon patient care, the wider population
and the achievement of the CCG’s strategic objectives. Additionally, the CCG’s
reputation, finances and other resources and assets could be severely impacted if
these risks are left unchecked. The CCG has a statutory responsibility to ensure
effective systems of control are in place to minimise the impact of all types of risk
which could destabilise the proper functioning of the organisation (and wider
system).
Risk Management is fully embedded in all levels of the CCG and is an integral part of
the organisation’s culture. This Risk Management and Assurance Strategy
represents the CCG’s approach to risk in terms of its management systems,
corporate planning and the setting of strategy and objectives. It sets out the CCG’s
intentions and arrangements for the effective evaluation and management of risk and
provides a comprehensive framework for the continuous identification, assessment,
management and monitoring of all risks; reflecting legislative requirements and
current best practice which not only help ensure goals and objectives are met, but
provide an assurance against compliance with statutory and mandatory
requirements. It is also recognises that inadequately managed risks within
commissioned services have the potential to prevent the CCG from achieving its
objectives and may directly (or indirectly) cause harm to those it cares for, employs
or otherwise affects as well as incurring loss relating to assets, finance, reputation,
goodwill, partnership working or public confidence.
The 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 contained
within the ‘One Liverpool Plan’ 2018-2021 are consistently being identified, managed
and mitigated.

1
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2. LIVERPOOL CCG RISK MANAGEMENT POLICY STATEMENT
The CCG is committed to establishing and encouraging an organisational culture
that ensures risk management is an integral part of everything it does. Risk
management will be embedded into all management systems and corporate
planning as well as the setting of strategy and objectives.
The CCG regards the Risk Management and Assurance Strategy as an essential
mechanism in helping to ensure we achieve our strategic objectives of:
1.
2.
3.
4.
5.

Commissioning for better health outcomes;
Ensuring the delivery of high quality, safe and responsive health services;
Reducing health inequalities;
Ensuring maximum value from available resources;
Making decisions that are evidence based and evaluated for maximum
impact.

Effective risk management improves performance against these objectives by
contributing to decision making (at all levels), reducing the ‘management time’ spent
on problem solving and/or crisis management and providing a greater focus on doing
the right things at the right time.
We recognise that a robust risk management system is a key component of the
CCG’s system of internal control and serves to provide assurance to key internal and
external stakeholders of our capability to deliver the organisation’s objectives. The
CCG’s vigorous approach to risk management ensures that it is incorporated in all
strategic and operational planning processes - at all levels of the organisation. Risk
assessments must therefore be conducted on all new ventures, activities,
programmes, processes and systems to achieve alignment with our objectives and
goals.
In practical terms this means:
•
•
•
•
•
•

Helping staff identify the likelihood and consequences of their activities;
Identifying risks that impact on strategic and operational outcomes;
Making informed decisions about the best way to achieve objectives;
Targeting resources appropriately towards high-rating or severe risks;
Understanding the upside and downside of new activities (Opportunity Risk);
Ensuring all teams, directorates and individuals accept their responsibility for
managing risk at a local level.

The Risk Management and Assurance Strategy provides the necessary tools to
make our internal control arrangements more robust and systematic and thereby
propagating more meaningful results. The principles and processes contained within
this document are therefore to be applied to the management of all areas of risk in
the organisation.

2

359

The CCG is committed to ensuring 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.
3. DEFINITIONS
Throughout this Strategy document the following terms will be used with the stated
meaning:
A Risk is defined as “an uncertain event or set of events that, should it occur, will
have an effect on the achievement of objectives or critical success factors”. A risk is
measured in terms of impact and likelihood and therefore consists of a combination
of the probability of the perceived threat (or opportunity) occurring and the magnitude
of its impact on the objectives.
Risk Management is the framework for the systematic identification, assessment,
treatment and monitoring of risks. The primary purpose is to eliminate or minimise
the possibility of reoccurrence of risks and their associated consequences which
may ultimately have adverse effects on the quality and safety of patient care (both
commissioned and directly provided); staff, visitors, contractors, the financial
management of the CCG and/or the CCG’s reputation. In the broadest terms, Risk
Management encompasses the culture, structure, systems and processes which are
focussed towards the effective management of potential threats and opportunities
which the CCG faces.
Risk Assessment is the process where:
•
•
•

Hazards are identified;
Risks associated with each hazard are analysed / evaluated;
Appropriate ways to eliminate or control the hazard are identified.

Corporate Risk Register (CRR) is 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) – a document which acts as the
key source of evidence that links the CCG’s strategic objectives to risks and
assurances. It is the primary method by which the Governing Body demonstrates it is
discharging its overall responsibility for internal control.
Acceptable Risk may be defined as a potential risk that is either small enough to
have an immaterial effect on the achievement of organisation objectives, or a risk
which is significant but has been successfully mitigated by effective control
measures which limit or eliminate the likelihood of occurrence, or the adverse
consequences should the risk occur.
High Risk risks which if they occur will have a serious impact on the CCG and
threaten the achievement of its objectives. Risks identified as ‘High’ must be
recorded on the CCG’s Corporate Risk Register and escalated to the CCG’s Senior
Leadership Team and the Governing Body.
3
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The Annual Governance Statement is the annual statement approved by the
Governing Body that confirms and assures the actions taken by the organisation
over the preceding twelve months in accordance with NHS England and audit
requirements.
The CCG is committed to ensuring 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.
A full glossary of common risk management terms can be found in Appendix 9.
4. RISK MANAGEMENT OBJECTIVES 2018/19
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 2018/2019 for Liverpool
CCG are summarised below:
Objective
Enhance existing CCG structures and
processes to maintain and ensure a
consistent and effective approach for risk
management is taken across Liverpool
CCG. Reflect the most current best
practice and mitigate risk which will
ultimately enable the CCG to fully meet
a level of ‘risk managed’.

•
•
•

•
•
•
•
•

•

Delivered By:
Ensure all ‘One Liverpool’ scheme proposals
for 2018/19 include and adhere to risk
management methodologies;
Implement and develop a Corporate ‘Issues
Log’ where risks have been realised and
corrective/recovery actions are required;
Incorporate risk management framework into proposed
committee restructuring, ensuring all committees of the
Governing Body have committee level risk registers
which match the format of the Corporate Risk Register;
Ensure mandatory risk management training is available
for all staff and Governing Body members (e-learning
and group based);
Ensure appropriate action is taken where CCG staff fail
to attend training;
Ensure agreed management actions in response
to internal/external audit recommendations
reviews are completed within timescales;
Ensure risk management is embedded into the
CCG Financial Plan 2018-2019;
Ensure clear understanding of CCG
responsibilities under delegated commissioning
arrangements for primary care in regard to antifraud work plans & training;
Promoting active stakeholder involvement in risk
management with particular reference to key strategic
partnerships;
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To embed the Governing Body
Assurance Framework (GBAF) as a
standard annual process.

•
•
•
•

To firmly establish the CCG’s ‘Risk
Appetite’ for 2018/19, ensuring all
Governing Body members, CCG staff
and stakeholders are clear on the
fundamental principles the CCG will
adopt in relation to its approach to risk
management.

•
•

Establish the CCG’s strategic objectives linked to the
‘One Liverpool’ Plan for delivery in 2018-19 – mapping
principal risks to achievement;
Allocate ‘Risk Owners’ for each strategic risk identified
in the GBAF;
Ensure a timely refresh/update schedule of the GBAF
and subsequent presentation to the Governing Body
throughout the financial year;
Commence discussions at Governing Body level to
identify key strategic objectives for 2019/2020 before
the end of the financial year.
Dedicated Governing Body Development Session on
risk appetite to be delivered by Mersey Internal Audit
Agency (MiAA) in September 2018;
Issuing of Governing Body ‘Risk Appetite Statement’
which will define CCG’s overall tolerance. Once
agreed, the statement will be reviewed the Governing
Body as part of the GBAF refresh prior to the
commencement of the 2019/20 financial year.

The CCG will also continue to build upon the achievements of the 2016-2018 Risk
Management and Assurance Strategy by:
•

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

•

Providing evidential assurance and demonstrating to the Governing Body the
CCG’s commitment to the risk management agenda;

•

Continued development and maintaining of the CCG Corporate Risk Register;

•

The design, implementation and development of a ‘Corporate Issues Log’;

•

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

•

Promote and sustain a systematic process for the identification, analysis,
evaluation, treatment and monitoring of risks across all areas of the
organisation;

•

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

•

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

4.1 Risk Management and the Commissioning Process
All risks associated with the commissioning and procurement of services should be
identified, assessed, minimised and, wherever practicable, eliminated (or mitigation
put into place if that it is not possible).
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The design and specification of new services and service re-design should actively
consider potential risks (including clinical, safeguarding and financial risks) and seek
to minimise or eliminate them where possible.
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 and procedures for managing
risk in an effective and safe manner and for capturing learning from incidents, events
and Serious Incidents.
4.3 Statutory and regulatory compliance
In addition to the above objectives, the CCG will continue to:
•

Satisfy all mandatory and statutory duties and undertakings;

•

Satisfy the requirements of the Annual Governance Statement;

•

Achieve and improve performance against all internally and externally
regulated risk management activities, and;

•

Ensure the health and safety of all those who work for or visit the CCG offices
in conjunction with GB Partnerships (the CCG Estates Partner) and the CCG
HQ building owners.

4.4 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 it’s ‘duty to assess
risk’ by drawing from various sources, including the Community Risk Register (the
Merseyside ‘system wide’ risk register) for the development of specific EPRR or
business continuity plans. Risks which are identified locally from an EPRR
perspective will be robustly assessed in line with Local Health Resilience
Partnership (LHRP) best practice and processes. Subsequent mitigation strategies
will form part of the CCG’s EPRR annual work plan which itself is informed by,
consulted on and shared with the CCG’s and relevant partners/stakeholders. The
Governing Body will maintain oversight of EPRR compliance, risks and mitigation
via the Chief Operating Officer’s Directorate. An annual self-assessment against the
National EPRR Standards will be undertaken and submitted to NHS England
following Governing Body scrutiny and approval.

5. ACCOUNTABILITY AND ORGANISATIONAL STRUCTURE
The CCG Membership, Governing Body, Committees and Senior Management
Team are collectively committed to ensuring that risk management is integral to the
organisation’s strategic and operational planning, processes and systems.
6

363

The CCG has well established and effective governance arrangements capable of
taking responsibility and accountability for quality, finance and performance. These
arrangements aim to:
•

Enable maximum probity transparency and accountability within proportionate
and defensible processes;

•

Be robust enough to withstand challenge whilst being flexible enough to
enable local ownership from the clinical community;

•

Not be overly bureaucratic, but sufficiently rigorous to safeguard those
involved in the processes, and;

•

Build on existing best practice aligned to NHS approaches and guidance on
good governance.

The CCG Governing Body is responsible and accountable for ensuring delivery of
the organisation’s aims and objectives and the structures in place to reflect the
organisation’s roles and responsibilities. The structure (including Governing Body
Committees and sub-committees) considers each individual aspect of governance at
an adequate level of detail, but also brings them all together to give the organisation
appropriate assurance. The CCG governance structure is attached at Appendix 2.

6. ROLES AND RESPONSIBILITIES
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. 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.
6.1 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 discharges this duty as follows:
•

Identifies risks to the achievement of its strategic goals;

•

Monitors risks and progress against mitigation via the GBAF and Corporate
Risk Register;

•

Ensures that there is a structure in place for the effective management of risk
throughout the CCG;
7
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•

Receives regular updates and reports from the Senior Leadership Team /
Directorates identifying significant risks and progress on mitigating actions,
and;

•

Demonstrates
management.

leadership,

active

involvement

and

support

for

risk

All individual Governing Body members are responsible for compliance with the Risk
Management and Assurance Strategy and ensuring that they undertake mandatory
and statutory training as appropriate.
6.2 The Audit, Risk & Scrutiny Committee
The Audit, Risk & Scrutiny Committee supports the Governing Body through its
review of the establishment and operation of an effective system of integrated
governance, risk management and internal control across the whole of the CCG’s
activities that supports the achievement of the CCG’s objectives.
The Committee utilises the work of internal audit, external audit and other assurance
functions (but will not be limited to these sources). It will also seek reports and
assurances from members, CCG officers and senior managers as appropriate;
monitoring any emerging themes and potential risks to the CCG’s over-arching
systems of integrated governance, risk management and internal control and their
continued effectiveness.
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 NHS Protect.
The terms of reference of the CCG Audit, Risk & Scrutiny Committee can be found in
Appendix 3.
6.4 The Chief Officer
The Chief Officer has ultimate responsibility and accountability for the management
of risk, ensuring all statutory requirements are met and that NHS England/national
guidance is adhered to. The Chief Officer will:
8
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•

Continually promote and endorse
leadership, involvement and support;

•

Ensure an appropriate committee structure is in place, with regular reporting
to the Governing Body;

•

Ensure that senior officers of the CCG are appointed with managerial
responsibility for risk management, and;

•

Ensure the development of appropriate Policies, Procedures and Guidelines
for the CCG in relation to risk management.

risk

management,

demonstrating

6.5 Lay Member – Audit
The Lay Member for Audit acts in the capacity of Chair of the Audit, Risk & Scrutiny
Committee and is accountable to the CCG Governing Body for the work of the
Committee. Through the delivery of the Committee’s annual work plan, annual
programme of audit and annual report, the Lay Member for Audit will provide
assurance to the Governing Body that adequate arrangements are in place for the
monitoring and scrutiny of internal systems of control and risk management
processes; ensuring that any risks to internal systems of control (including those
highlighted by internal/external audit reviews) are appropriately mitigated.
6.6 Lay Member - Governance
The Lay Member for Governance acts as the Governing Body lead for overseeing
and strengthening governance and internal scrutiny across the CCG. Acting in the
capacity of ‘Conflicts of Interest Guardian’, the Lay Member – Governance has a
lead role in ensuring that the CCG acts with the utmost probity and transparency with
specific remits in ensuring appropriate and effective conflicts of interests and
whistleblowing arrangements are in place and working well. The Lay Member –
Governance also deputises for the Chair of the Audit, Risk & Scrutiny Committee in
their absence or where there are significant conflicts of interest preventing the Chair
from discharging his/her duty.

6.7 Management Lead
The Management Lead has delegated responsibility from the Chief Officer for
corporate governance and operational/strategic risk management; ensuring that
effective and robust systems are in place. Specific responsibilities for risk
management include:
•

Developing and managing the Corporate Risk Register, ensuring all
operational risks are collated, reported and escalated appropriately;

9

366

•

Developing and managing the GBAF, ensuring all strategic risks identified are
being appropriately managed and mitigation actions are evidenced for
assurance.

•

Ensuring appropriate Senior Leadership/Governing Body overview and
scrutiny of the key strategic risks to the CCG’s corporate and strategic
objectives;

•

Arranging the development of relevant policy, procedures and guidelines to
support the delivery of the CCG’s Risk Management and Assurance Strategy;

•

Supporting the Lay Member - Governance in forward planning and scheduling
activity in respect of governance and improving internal systems of controlensuring that all committee members are aware of best practice, national
guidance and other relevant documents whilst facilitating access to
independent advice as appropriate;

•

Supporting the Lay Member - Audit in the continued oversight and scrutiny of
the CCG’s Corporate Risk Register and GBAF;

•

Identifying the risk management training needs of CCG Governing Body,
committee and sub-committee members and staff and ensuring these are met
annually, and;

•

Acting as lead CCG contact for internal/external audits of risk and associated
assurance frameworks and corporate governance.

6.8 Senior Leadership Team
Collectively, the Senior Leadership Team has delegated responsibility from the
Governing Body for oversight and ‘first line’ assurance of the Corporate Risk
Register and associated assurance frameworks; ensuring that all ‘high – extreme’
(amber/red) risks to achieving individual corporate objectives are tracked and that
progress against mitigation/action plans is robustly monitored and challenged where
necessary. The Corporate Risk Register will be presented at team meetings for full
review/assurance on at least a bi-monthly basis, whilst progress against any high
level/Red rated risks will be reported on a monthly basis strictly by exception. The
Senior Leadership Team will act as the ‘Early Warning System’ to enable any issues
which have the potential to pose a significant risk to the CCG to be considered prior
to escalation to the Governing Body and/or Audit, Risk & Scrutiny Committee. The
Senior Leadership Team will also ensure that the Corporate Risk Register is updated
for presentation to the CCG Audit Committee when requested.
Individually, all CCG senior managers should incorporate risk management within all
aspects of their work; assuming responsibility for supporting the delivery of the CCG
Risk Management and Assurance Strategy by:
•

Maintaining individual ‘departmental’ risk registers reflecting their individual
areas of responsibility. These registers must be compiled and maintained in
10
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an agreed format and shared with the Management Lead (or nominated
deputy) in line with the Corporate Risk Register reporting schedule;
•

Fully supporting to the preparation and updating of the Corporate Risk
Register and associated assurances. Where departmental risk is identified as
‘High/Extreme (i.e. ‘Red’) after mitigation, this should be brought immediately
to the attention of the Operational Lead*;

•

Demonstrating personal involvement and support for the promotion of risk
management;

•

Ensuring that staff understand and pursue risk management in their areas of
responsibility;

•

Setting personal & departmental objectives for risk management and
monitoring their achievement;

•

Ensuring risks are identified and managed and mitigating actions implemented
in functions for which they are accountable;

•

Ensuring action plans for risks (including those arising from internal/external
audit recommendations) are prepared, maintained and reviewed on a regular
basis;

•

Ensuring a risk register is established and maintained that relates to their area
of responsibility and to involve staff in this process to promote ownership of
the risks identified, and;

•

Ensuring risks are escalated where they are of a strategic nature or threaten.

6.8 Chief Finance Officer
The Chief Finance Officer (CFO) has responsibility for the system of internal financial
controls ensuring the CCG conducts its business with sound financial governance
and that risk management arrangements are controlled and monitored through
robust accounting mechanisms. The CFO 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 CFO is the professional
executive lead for:
•
•
•

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)

6.9 The Chief Nurse
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The Chief Nurse 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 Chief
Nurse 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).
6.10 Programme Management Office (PMO)
The PMO has a key responsibility in the CCG’s risk management structure and will
ensure oversight of the identification and escalation of risks to programme objectives
and that outcomes/findings from risk assessments are fed into planning and
resource allocations where necessary. Each programme area will be expected to
integrate risk management processes and reporting as part of the programme
planning and delivery cycle. The identification, escalation and monitoring of
programme risks represents an essential component of the ‘One Liverpool’ Plan risk
review and oversight processes.
Programme Leads will be expected to undertake (at a minimum) a monthly review of
risks, action plans and the effectiveness of risk management within their area of
responsibility; ensuring additional control measures are in place to address any gaps
or deficiencies and escalating any significant risks which have been identified to the
attention of the Senior Leadership Team via inclusion on the Corporate Risk
Register.

6.11 Risk Owners
Risk owners will be assigned for each identified risk on the Corporate Risk
Register and GBAF. Risk Owners will have lead responsibility for the management
of a risk; ensuring actions are implemented and updates contain sufficient
narrative to establish assurance levels. In the majority of cases a Risk Owner will
be a member of the Senior Leadership Team.
6.12 All Staff
All CCG staff are responsible for being aware of and complying with the Risk
Management and Assurance Strategy and will assist the risk management process
by:
•

Being aware that they have a duty under legislation to take reasonable care of
their own safety and the safety of others who may be affected by the CCG’s
business and to comply with appropriate organisational procedures and
guidance;

12

369

•

Identifying and reporting risks and incidents to their line manager using the
correct processes and documentation;

•

Communicating all dangerous situations to anyone who could be at risk;

•

Attending mandatory and statutory training as identified for their role;

•

Following CCG policies, strategies and guidance;

•

Comply with incident reporting procedures.

All staff will be required to participate in activities which are proportionate with the
CCG’s risk management arrangements and statutory requirements.
6.12 Other Specialist Expertise
In some cases, the CCG may need to obtain expertise or advice in specific areas of
risk, from both internal and external sources. This will usually be coordinated by the
Head of Operations and Corporate Performance. Sources of expertise can include,
but are not limited to:
•
•
•
•
•
•
•
•
•

NHS England;
Public Health England;
Occupational Health;
NHS Counter Fraud Authority/Local Anti-Fraud Specialist;
NHS Resolution;
Mersey Internal Audit Agency (MiAA)
Health & Safety Executive (HSE);
Local Health Resilience Partnership (LHRP);
Environment Agency

6.13 Commissioned Services, Independent Contractors and their Employees
Whilst there is no obligation for commissioned services, Independent Contractors
and their employees to adopt the CCG Risk Management and Assurance Strategy, it
is essential that they contribute to the reduction of risk across the local health
economy/system as a whole in order to safeguard patient and staff safety. Member
Practices may also wish to adopt the principles and procedures contained within this
strategy to improve quality, safety, complaints handling and reduce litigation.
6.14 Responsibilities of Contractors, agency and locum staff
Contractors, agency and locum staff working for the CCG are bound by the contents
of the Risk Management Strategy and will be expected to comply with all relevant
policies and procedures. Where necessary, information and training will be provided
to enable Contractors, agency and locum staff to fulfil this responsibility. This
expectation will also be extended to all work placement students and vocational
trainees.
13
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7. SYSTEMS AND PROCESSES FOR MANAGING RISK
7.1 Risk Management Process
The CCG’s risk management process is illustrated in the following chart:

Step 1 – Identify Risks

Step 2 – Analyse Risks
Step 5 – Monitor
and Review
Step 3 – Evaluate Risks

Step 4 – Treat Risks

7.2 Identifying Risk
The CCG is exposed to a wide range of potential strategic and operational risks.
Strategic risks can be categorised as:
•

Patient / Public: those associated with the failure to meet the current and
changing health needs and expectations of patients and citizens;

•

Political: those associated with the failure to deliver government or local
membership policy;

•

Economic: those affecting the ability of the CCG to meet its financial targets
or duties;

•

Financial: risks affecting discharge of statutory financial objectives and/or
achievement of business rules;

•

Market: those affecting the ability of the CCG to secure appropriate cost and
quality of provision to deliver its commissioning priorities;

•

Legislative: those associated with current or potential changes in national or
European law or regulation;
14
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•

Social: those relating to the effects of changes in demographic, residential or
socio-economic trends;

•

Technological: those associated with the capacity of the CCG to deal with
the pace or scale of technological change or effectively harness technology to
deliver its objectives;

•

Environmental: those relating to the environmental consequences of
progressing the CCG’s strategic objectives;

•

Reputational: those relating to the reputation of the organisation and its
standing in the local community and health economy, and;

•

Cyber-attack/Computer Network Attack (CNA): those related to malicious
attempts to exploit, disrupt, damage or destroy information networks, systems
and infrastructures.

Operational risks can be categorised as:
•

Clinical: those related to the delivery of commissioned services for the
effective care and treatment of local residents;

•

Contractual: those related to the failure of commissioned providers to deliver
services in accordance with agreed contracts, specifications and associated
standards;

•

Business: those affecting the delivery of the CCG’s operational business
plans;

•

Health and Safety: those related to accident prevention and securing the
safety and welfare of patients, staff and visitors;

•

Financial: those associated with financial management, value for money and
probity;

•

Workforce and recruitment: those related to the ability to attract, develop
and retain required capacity and skills;

•

Legal liability: those related to possible breaches of legislation and/or legal
liabilities, and;

•

Estate and technological: those related to reliance on buildings and
operational equipment.

The CCG identifies risks from a range of external and internal sources.
External identification of risks occurs via various pathways and agencies, including
external assessments and inspections:
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

NHS England;
National reports, inquiries and guidance;
NHS Resolution;
Health and Safety Executive;
External Audit;
NHS Digital
Internal Audit;
Care Quality Commission inspections, reports and notices;
Ombudsmen reports;
Partner agencies;
Commissioned providers;
Coroner reports;
Media and publications;
Medicines and Healthcare Products Regulatory Agency;
Central Alerting System (CAS) from Department of Health;

Internal identification of risks occurs via various internal processes and monitoring
arrangements including:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Strategic and operational planning;
Programme and project management;
Risk assessment;
CCG Committees and sub committees;
CCG Membership;
Staff members;
Staff survey;
Patient Participation Groups;
Patient satisfaction surveys;
Serious Incidents (SIs);
Information Governance breaches;
Incidents and complaints monitoring;
Claims;
Health and Safety, Fire and Environmental audits;
Security Management audits;
Training needs analysis;

The identification of risks is the responsibility of all CCG staff and will be done
proactively e.g. via regular planning and management activities and reactively e.g. in
response to inspections, alerts, incidents and complaints.
7.3 Analysing Risk
Once a risk is identified it should be analysed. Consideration should be given to
whether the risk requires mitigation and action planning. At a local/departmental
level all risks identified should be recorded and escalated appropriately (see 7.5).
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 senior officer and consideration
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given to adding it to the corporate risk register. If operational or project risks are
identified they can be added to the appropriate risk register.
7.4 Assess / Evaluate Risk
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 (example attached at Appendix 4).
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.
7.5 Mitigation
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 impact on the ability to deliver key objectives then escalation of
the risk should take place. The risk identification and escalation process is illustrated
in Appendix 5.
The treatment of risks and responsibility for their management will depend upon the
risk level assessed:
•

EXTREME RISKS (Scoring 15-25) are unacceptable risks and require
immediate intervention. They should be escalated immediately to a member
of the Senior Leadership Team who will determine the appropriate response,
potentially including suspending activities (unless the suspension could trigger
an even higher risk to the CCG). All such risks should be reported
immediately to the Management Lead and/or Chief Officer.

•

HIGH RISKS (Scoring 8-12) should be managed appropriately by the relevant
senior manager. Although ‘high’ risks can be included on the Corporate Risk
Register, sufficient narrative should be provided as to the rationale for
inclusion.

•

MODERATE RISKS (Scoring 4-6) should be managed appropriately by the
relevant service and reported via the relevant departmental risk register.
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•

LOW RISKS (Scoring 1-3) are low priority and will be managed appropriately
by the relevant service and must be included on the individual service,
programme or project risk register.

The process by which the CCG reduces the likelihood of a risk or mitigates
against the impact or effects should they occur is commonly known as the ‘Four
T’S’:
•

Tolerate - where no action is taken to mitigate or reduce the risk. It may be
that the costs of reducing the risk are prohibitive or simply disproportionate to
the low level of risk the organisation is exposed to. Even when these risks are
‘tolerated’ they should always be monitored for any future changes which
would require actions to manage the risk.

•

Treat – controlling the risk through actions that reduce the likelihood of
occurrence or minimise its impact/effect prior to occurrence. Actions would
also include contingent measures that can be developed to reduce the impact
of an event once it has occurred.

•

Transfer – a response whereby a third party takes on responsibility for the
risk (e.g. using various forms of insurance or passing responsibility for the risk
to a contractor).

•

Terminate – put simply, the response to eliminate the risk. This can often be
achieved by changing or altering an inherently risky process or practice to
remove the risk completely. If something presents a risk and can be changed
or moved without it materially affecting business then removing the risk should
be the first option considered rather than attempting to treat, tolerate or
transfer it.

Responsibility for determining the most appropriate options will depend upon the risk
level, as indicated above. Expert advice will be sought as required from within the
organisation, and from external sources such as the CCG legal advisors, Care
Quality Commission, Health & Safety Executive, NHS Resolution, NHS Protect, NHS
Digital, Internal or External Auditors or by sharing best practice and learning from
other organisations.
The responsibility for managing, monitoring and reviewing strategic risks is
delegated as follows:
•

A risk owner (who will normally be a member of the Senior Leadership Team)
will be assigned to each operational/strategic risk - assuming overall
responsibility for the risk and for ensuring actions are implemented;

•

The Senior Leadership Team will review strategic and operational risks bimonthly and may amend scores and assurance ratings as a result of
completed actions prior to submission to the Governing Body;
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•

The CCG Governing Body will review assurance ratings, progress of actions
and will hold risk owners accountable for delivering identified corrective
action.
7.6 Governing Body Assurance Framework (GBAF)
The GBAF is a ‘rolling’ document which sets out how the CCG will manage the
principal risks to deliver of its strategic objectives. The GBAF enables the Governing
Body to corporately ‘assure’ itself (i.e. gain confidence based on evidence) that there
are effective systems of control in place and that the framework appropriately aligns
risks, key controls and assurances alongside each objective and strategic goal. The
GBAF will be subject to a refresh each financial year and will be presented at each
Governing Body meeting to ensure oversight of actions to address gaps or
weaknesses in internal systems of control and that resources are allocated
accordingly.

7.7 Corporate Risk Register
The purpose of the Corporate Risk Register is to provide the Governing Body with a
summary of the principal risks facing the organisation, with a summary of the actions
needed and currently being taken to reduce these risks to an acceptable level. Each
principal risk is scored based on the likelihood and consequence of the risk resulting
in failure to achieve the strategic target.
The information contained in the Corporate Risk Register should be sufficient to
allow the Governing Body to be fully involved in prioritising and managing major
risks. The Corporate Risk Register will be reviewed bi-monthly by the Senior
Leadership Team and presented to the CCG Audit, Risk & Scrutiny Committee. The
Governing Body will conduct a FULL review of the Corporate Risk Register at least
bi-annually.
The CCG Senior Leadership members will identify and monitor risks which require
escalation to the Corporate Risk Register; either due to insufficient controls or where
the risk threatens the operational objectives of the organisation. Operational risks
which have been mitigated to the point where their inclusion on the Corporate Risk
Register is not warranted will be recommended for removal by the individual ‘risk
owner(s)’ with appropriate arrangements for ongoing monitoring or review at
committee or directorate level.
Any risks which have remained static over a period of three reporting periods will be
subjected to a more stringent review by the Governing Body. In these circumstances
‘risk owners’ will be required to provide an extensive narrative (to be included in the
Corporate Risk Register management report) which describes why the risk score has
remained static and provide 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.
7.8 Operational, Programme and Locality Risk Registers
Operational, programme and Locality risk registers will be reviewed at least bimonthly by the relevant Head of Service and/or Senior Programme Lead. Individual
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risk owners are responsible for compliance with this Risk Management Strategy and
for ensuring that remedial action is taken where key risks are identified within their
area of responsibility. This will include monitoring risks, ensuring that on-going
actions are taken to manage and reduce risks as required and routinely updating the
relevant risk register. The Management Lead will ensure that each Directorate,
Committee and Programme uses the standard corporate template for its Risk
Register.
7.9 Issues Log
The purpose of the ‘Issues Log’ is to ensure appropriate ‘demarcation’ of risks (as
events which have not yet happened) and operational ‘issues’ which have already
occurred (e.g. those events which are having a negative impact on the CCG’s ability
to execute operational plans or achieve mandated performance measures). Whilst
the cause of the ‘issue’ may be obvious, the Issues Log will be used to probe and
identify systemic and/or underlying causes and place a greater emphasis on
corrective actions and their prioritisation. The Issues Log will be subject to thorough
review by the Senior Leadership Team prior to submission to the Governing Body to
ensure clear responsibility/accountability for the delivery of recovery or corrective
actions.
7.10 Risk Monitoring and Review
In order to ensure risks are identified and quantified at all levels, the Corporate Risk
Register will provide assurance that the principal risks to the operational objectives
of the organisation have been identified and are being managed effectively, whilst
the Governing Body Assurance Framework (GBAF) will provide assurances that
principal risks to strategic objectives are being managed effectively. The
Management Lead will ensure that Directorates and Committee Chairs conduct
monthly reviews of their respective risk registers and will coordinate the bi-monthly
updating of the Corporate Risk Register for submission to the CCG Governing Body
and Senior Leadership Team.
7.11 Identifying and Managing Risks in Commissioned Services
The CCG has a statutory duty to secure continual improvement in the quality of
services and to assist/support NHS England in relation to its duty to improve the
quality of primary medical services. The CCG is committed to its responsibility to
monitor the safety and quality of services it commissions and taking action where
there are significant concerns (depending on the circumstances, this could be
alongside the relevant regulatory body). The Governing Body will discharge this
function through its committee structure (and the Chief Nurse) by maintaining
oversight of the assurance processes in place for commissioned services with regard
to clinical risk management, including (but not necessarily limited to) the following:
•
•
•
•
•

Safeguarding of adults and children;
Clinical Governance;
Information Governance;
Health & Safety;
Infection Prevention & Control (IPC) and;
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•

Performance management of Serious
commissioned healthcare services.

Incidents

(SI)

reported

by

Where there are concerns that there may be a serious safety or quality failure within
a provider organisation which cannot be dealt with through established
operational/governance systems, the CCG’s Chief Officer may take one or more of
the following actions:
•
•
•

Notify the Care Quality Commission;
Notify NHS England;
Organise a Risk Summit

8. RISK APPETITE
Risk Appetite is determined by the amount of risk that the CCG is prepared to
accept, be exposed to or tolerate at any point in time. ‘Risk tolerances’ reflect the
boundaries within which the CCG is willing to allow the true, day to day risk profile of
the organisation to fluctuate against strategic objectives (in accordance with the
Governing Body’s strategy and risk). Risk appetite involves taking considered risks
where the long-term benefits outweigh any short-term losses (for example, it may be
appropriate to incur a loss if the path taken leads to eventual success).
All staff are expected to reduce risks to the lowest possible level (where this is
reasonably practical). Where risks are unavoidable, every effort will be made to
mitigate the residual risk whilst enabling the CCG to support innovation and diversity
in our commissioning intentions.
The CCG will not, under any circumstances accept any risk which would
potentially/actually result in non-compliance with legislation or statutory
responsibilities. Similarly, risks which threaten patient and/or staff safety will not be
tolerated and the CCG will be consistent in its endeavours to minimise risks of this
type.
Although our appetite for risk is dynamic and an iterative process reflective of a
changing environment, it is directly linked to our capacity for risk (i.e. the amount of
risk the CCG is able to accept without breaching statutory duties and
responsibilities). From 2018/19 the Governing Body will annually set (and review)
boundaries in order to guide staff on the limits of risk they are able to take in the
pursuit of achieving strategic objectives.
NHS Liverpool CCG’s risk appetite and ‘risk limits’ are based on the Good
Governance Institute’s matrix (Appendix 6) which sets out broad levels of risk
appetite for finance, quality/outcomes, regulatory commitments and organisational
reputation.

9. OPEN, FAIR AND POSITIVE CULTURE
NHS Liverpool CCG is committed to supporting an open, fair and positive culture
which places the needs of its staff and the population which it serves as paramount.
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Encouraging openness and honesty when things go wrong is essential in creating a
safety conscious culture and all staff are expected to lead by example by embodying
values which are consistent with those of the CCG’s Constitution and the
professional duty of candour.

10. RISK MANAGEMENT TRAINING
Mandatory training and development, including regular updates will be required to
support the successful and ongoing implementation of the risk management
strategy. This will be reflected in the CCG Organisational Development Plan and in
individual learning and development plans.
All staff will receive mandatory training annually in Risk Management as well as
Health & Safety and Fire Safety (which will incorporate incident reporting). Specific
and ongoing Training Needs Analysis relating to risk assessment and management
will be conducted via the CCG’s corporate learning and development programme.
General awareness raising for staff in relation to this strategy and the CCG’s risk
management processes will also be undertaken through staff briefings, induction
programmes and the CCG’s intranet.

11. MONITORING THE EFFECTIVENESS OF THE STRATEGY
Through the structured reporting process (see Appendix 4) the CCG Governing Body
will monitor the effectiveness of the Risk Management Strategy through the following
mechanisms:
•
•
•
•
•
•
•
•

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

The Audit, Risk & Scrutiny Committee will monitor compliance with the Risk
Management & Assurance Strategy 2018-2019 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.
12. COMMUNICATION
This strategy will be made available to all employees via the CCG’s intranet and
published on NHS Liverpool CCG’s external website. The CCG has an existing wide
range of communications and consultation mechanisms with relevant stakeholders
(both internal and external) and will draw on these to inform or consult on the
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management of any significant risks with which there may be interest (e.g. Health &
Wellbeing Boards, Local Authority, Statutory & voluntary agencies, NHS England).

13. STRATEGY REVIEW ARRANGEMENTS
This strategy will be reviewed on an annual basis by the Audit, Risk & Scrutiny
Committee and amendments recommended to the Governing Body when there are
changes in NHS requirements or revised best practice guidance.
14. EQUALITY & DIVERSITY STATEMENT
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

RISK MATRICES

Table 1 – Likelihood score (L)
What is the likelihood of the risk occurring?
Likelihood score
Descriptor
Frequency

1

2

3

4

5

Rare

Unlikely

Possible

Likely

Almost certain

This will probably
never
happen/recur

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

Might happen or
recur occasionally

Will probably
happen/recur but it
is not a persisting
issue

Will undoubtedly
happen/recur,
possibly frequently

Table 2 - Consequence Score
Consequence Score for the CCG if the event happens
Level
Descriptor
Impact Description
1
Negligible
• None or very minor injury.
• No financial loss or very minor loss up to £100,000.
• Minimal or no service disruption.
• No impact but current systems could be improved.
• Close to achieving target with no impact on external reputation.
2
Minor
• Minor injury or illness requiring first aid treatment e.g. cuts & bruises where liability
would rest with CCG.
• A financial pressure of £100,001 to £500,000.
• Some delay in provision of services or delivery of programme/corporate objectives.
• Possibility of complaint or litigation.
• CCG criticised, but with minimum impact on organisation’s reputation.
3
Moderate
• Moderate injury or illness, requiring medical treatment (e.g. fractures) where liability
would rest with CCG.
• Moderate financial pressure of £500,001 to £1m.
• Moderate delay in provision of services or delivery of programme/corporate
objectives.
• Could result in legal action or prosecution.
• Event leads to adverse local external attention e.g. HSE, media & potential
4
Major
• Individual death / permanent injury/disability due to actions/omissions 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.
• Risk to CCG reputation in the short term with key stakeholders, public & media.
5
Catastrophic
• Multiple deaths due to actions/omissions of CCG.
• Significant financial pressure of above £2m.
• Extended service disruption/closure in commissioned healthcare services CCG is
accountable for.
• Potential litigation or negligence costs over £1,000,000 not covered by NHSLA.
• Long term & severe risk to CCG’s reputation with key stakeholders, public & media.
• Non-achievement of key target(s) or non-delivery of statutory functions which would
place CCG sustainability/continued authorisation at risk.
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Table 3 – Event Grading Matrix
Risk scoring = likelihood x consequence ( L x C )
Likelihood
Consequence
Score

1

2

3

4

5

Rare

Unlikely

Possible

Likely

Almost certain

5 Catastrophic

5

10

15

20

25

4 Major

4

8

12

16

20

3 Moderate

3

6

9

12

15

2 Minor

2

4

6

8

10

1 Negligible

1

2

3

4

5

For grading risk, the scores obtained from the risk matrix are assigned grades as follows:

1–3

Low risk

4–6

Moderate Risk

8 – 12

High Risk

15 – 25

Extreme Risk

2
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Appendix 2

NHS Liverpool Clinical Commissioning Group Committee, Decision Making and Assurance Structure (Sept 2018)
PRACTICE MEMBERSHIP
Vision
Values
Constitution

GOVERNING BODY
Behaviours
Strategy
Clarity of Functions
Reduce inequalities
Performance of Sub-committees
Corporate Governance
Commissioning

Audit, Risk &

Finance,
Procurement and
Contracting
Committee

Scrutiny Committee*

•
•

•
•
•

Oversight of
conflicts of
interest;
Assure
compliance with
statutory &
regulatory duties;
Assurance of risk
management;
Internal & external
audit;
Financial reporting
arrangements

•
•
•
•
•

*Denotes Statutory Committee
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Delivery of
Statutory Financial
Duties;
Contracting &
procurement
decisions
Enabling Choice
QIPP Monitoring &
delivery
Information
Governance
compliance

Quality, Safety and
Outcomes Committee

Primary Care
Commissioning

Remuneration

HR
Committee

Committee*

Committee*
•
•
•
•
•
•
•

Population
outcomes;
Oversight of
provider
performance;
Patient experience
& engagement;
Clinical
Governance;
Safeguarding;
Oversight of
serious incidents;
Ensuring
continuous
improvement

•

•

Collective
decisions on the
review, planning
and procurement
of primary care
medical services
in Liverpool;
Drive the
continuous
improvement of
primary care
across the city

•
•

•

Strategic HR
direction, policies
& reporting;
Monitors
compliance with
corporate
workforce KPIs
Assurance to the
Governing Body
on performance

•

•

•

Recommends

remuneration for
employees and
people who
provide services;
Review the post of
senior team
members and
determining the
annual salary
awards;
Governance of
approach to CCG
workforce
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
AUDIT, RISK AND SCRUTINY COMMITTEE
TERMS OF REFERENCE
1.0

INTRODUCTION

The Audit, Risk and Scrutiny Committee (the Committee) is established in accordance with
NHS Liverpool Clinical Commissioning Group’s (CCG) Constitution, standing orders and
scheme of delegation. These Terms of Reference set out the membership, remit and
responsibilities and reporting arrangements of the Committee and shall have effect as if
incorporated into the Clinical Commissioning Group’s constitution and standing orders.
2.0

COMMITTEE’S PURPOSE

The primary functions of the Audit, Risk and Scrutiny Committee are to:
i.

ii.

iii.

iv.
v.

vi.
vii.

Review the establishment and operation of an effective system of integrated
governance, risk management and internal control across the whole of the CCG’s
activities that support the achievement of the CCG’s objectives;
Provide internal scrutiny of CCG decision making processes, providing assurance
to the CCG Governing Body that decisions are fair, transparent and have properly
considered and managed any real or perceived conflicts of interest;
Ensure that the systems for financial reporting to the CCG, including those of
budgetary control, are subject to review as to completeness and accuracy of the
information provided to the CCG;
Align to the work of other CCG Committees which are established to seek
assurance that all areas of governance are covered;
Ensure there is an effective internal audit function that meets mandatory NHS
Internal Audit Standards and provides appropriate independent assurance to the
Audit, Risk and Scrutiny Committee, Accountable Officer and CCG;
Assure the adequacy of the CCG’s arrangements in place for countering fraud and
any associated counter fraud work programmes;
Act as the CCG’s auditor panel, in line with schedule 4, paragraph 1 of the Local
Audit and Accountability Act 2014. The Terms of Reference specific to the Auditor
Panel are referenced in Appendix A;

The Committee will support the objectives of the CCG and its Governing Body, including
the provision of assurance to the Governing Body on the effectiveness of its internal
systems of control.
3.0

ACCOUNTABILITY

The Committee shall be authorised to decide on proposals and recommendations put to it
within the powers delegated to it by the Governing Body, and as detailed in these Terms of
Reference and NHS Liverpool CCG’s Scheme of Delegation as outlined in NHS Liverpool
CCG’s Constitution. The Chair, advised by the Committee shall determine whether a
4
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matter should be reported in writing to the Governing Body for decision or ratification,
and/or the content of any summary report for the purposes of providing
assurance/oversight to the Governing Body.
The Committee is authorised by the Governing Body to undertake any activity within its
Terms of Reference and is authorised to seek any information it requires from any and all
employees directed to co-operate with any reasonable request made by the Committee.
In line with recognised best practice, the audit committee shall complete an assessment of
their effectiveness each year, including a review of the terms of reference for the
committee. Use of recognised checklists will provide the basis for this review with the
objective of identifying areas of both good practice and improvement.
The work and effectiveness of all other established Committees of the CCG will be
assessed and be subject to regular monitoring by the Audit Risk & Scrutiny Committee,
which shall (as part of its assurance function) undertake at least one formal annual review
of each established Committee including the completion of a committee self-assessment
process
In support of this, the Committee shall also request and review reports and positive
assurances from directors and managers on the overall arrangements for governance, risk
management and internal control.
The Committee may also request specific reports from individual functions or
subcommittees within the Clinical Commissioning Group as they may be appropriate to the
overall arrangements.
The Committee will, at all times, have due regard to the public sector equality duty and the
CCG’s overall equality objectives.
4.0

MEMBERSHIP

The Committee shall be appointed by NHS Liverpool CCG from amongst its Governing
Body Members and Senior Management Team.
The Committee shall comprise of:
•

Lay Member of the Governing Body (with responsibility for Audit);

•

Two further Lay Members of the Governing Body (one of whom shall be the lay
member of the Governing Body with specific responsibility for Governance);

•

2 Clinical Governing Body Members; to be selected from GP Elected Members,
Secondary Care Clinician and Registered Nurse)

The Chair of the Committee will ordinarily be the lay member of the Governing Body with
specific responsibility for Audit. In the absence of the Chair of the Committee, the
Committee will be chaired by the Governing Body Lay Member with responsibility for
Governance.
5

385

The following will attend a meeting of the Committee to provide advice or expertise (if
required), but will not be a voting Member
• Internal Audit Representative;
• External Audit Representative;
• Chief Finance Officer, and;
• Counter Fraud Representative
Representatives from NHS Protect/NHS Counter Fraud Authority (NHSCFA) may be
invited to attend meetings, and will normally attend at least one meeting each year.
Other staff members of NHS Liverpool CCG and/or its partners may be invited to attend as
appropriate to enable the Committee to discharge its functions effectively. The Committee
may also invite other individuals or groups to attend to present information and/or provide
the expertise necessary for the Committee to fulfil its responsibilities.
Regardless of attendance, external audit, internal audit, local counter fraud and security
management (NHS Protect) providers will have full and unrestricted rights of access to the
Audit, Risk and Scrutiny Committee.
The Accountable Officer shall be invited annually to discuss with the Committee the
process for assurance that supports the Annual Governance Statement and to consider
aspects of CCG Annual Accounts Statements.
5.0

DECISION MAKING

Decisions will normally be reached by consensus. The Chair will, in the event of the
Committee being required to vote on an issue, be eligible to cast a single vote. If the vote
is tied, the Chair may cast a second and casting vote. When called upon to act as Chair,
the Committee Vice-Chair will, in the event of the Committee being required to vote on an
issue, be eligible to cast a single vote. If the vote is tied, the Vice-Chair may cast the
Chair’s second and casting vote. Eligibility to vote will be held by those entitled to vote and
present at the time. Voting by proxy is not permitted.

6.0

QUORUM

The quorum shall be three members of the Committee, comprised of the following:
•
•

Two Lay Members (as Chair of the Meeting)
One of the Two Clinical Governing Body Elected Members

Where a quorum cannot be convened from the membership of the meeting, owing to the
arrangements for managing conflicts of interest or potential conflicts of interests, the chair
of the meeting shall consult with the Lay Person (Governance) on the action to be taken
and the Committee will at all times follow NHS Liverpool CCG’s Conflicts of Interest Policy
and associated NHS England statutory guidance to CCGs on the management of conflicts
of interest.
7.0

REMIT AND RESPONSIBILITIES OF THE COMMITTEE

6
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The duties of the committee will be driven by the priorities of the Clinical Commissioning
Group, as identified by the CCG and the associated risks
7.1 Integrated governance, risk management and internal control
In particular, the Committee will review the adequacy and effectiveness of:
i.

All risk and control related disclosure statements (in particular the Annual
Governance Statement), together with any appropriate independent assurances,
prior to endorsement by the CCG;
ii. The underlying assurance processes that indicate the degree of achievement of
Clinical Commissioning Group objectives, the effectiveness of the management of
principal risks and the appropriateness of the above disclosure statements;
iii. The policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements and related reporting and self-certification;
iv. The policies and procedures for all work related to fraud and corruption as set out
in Secretary of State Directions and as required by NHS Protect/NHS Counter
Fraud Authority (NHSCFA);
In addition, the Committee will:
i.

ii.
iii.

iv.

v.

Utilise the work of internal audit, external audit and other assurance functions, but
will not be limited to these sources. It will also seek reports and assurances from
members and senior managers as appropriate, concentrating on the over-arching
systems of integrated governance, risk management and internal control, together
with indicators of their effectiveness;
The Committee will maintain an effective assurance framework to guide its work
and that of the audit and assurance functions that report to it.
Act as the CCG’s auditor panel, in line with schedule 4, paragraph 1 of the Local
Audit and Accountability Act 2014. The terms of reference specific to the Auditor
Panel are referenced in Appendix A.
Seek advice and assurance on any issues which may affect the delivery of its
responsibilities, objectives and/or functions or any of the overall objectives of the
CCG which fall within the remit of the Committee;
Ensure that all conflicts of interest raised are recorded and any actions taken to
mitigate are clearly documented within the minutes.

The Committee shall establish a forward plan for the conduct of its own work across each
financial year, having regard to the Operational Plan and Governing Body strategic
objectives.
7.2

Internal audit

The committee shall ensure that there is an effective internal audit function that meets
mandatory NHS Internal Audit Standards and provides appropriate independent
assurance to the Audit, Risk and Scrutiny Committee, Accountable Officer and CCG. This
will be achieved by:
i.

Consideration of the provision of the internal audit service, the cost of the audit and
any questions of resignation and dismissal.
7
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ii. Review and approval of the internal audit strategy, operational plan and more
detailed programme of work, ensuring that this is consistent with the audit needs of
the organisation as identified in the assurance framework.
iii. Considering the major findings of internal audit work (and management’s
response), and ensuring co-ordination between the internal and external auditors to
optimise audit resources.
iv. Ensuring that the internal audit function is adequately resourced and has
appropriate standing within the Clinical Commissioning Group.
v. An annual review of the effectiveness of internal audit.
7.3

External audit

The committee shall review the work and findings of the external auditors and consider the
implications and management’s responses to their work. This will be achieved by:
i.

Consideration of the performance of the external auditors, as far as the rules
governing the appointment permit;
ii. Discussion and agreement with the external auditors, before the audit commences,
of the nature and scope of the audit as set out in the annual plan, and ensuring coordination, as appropriate, with other external auditors in the local health economy;
iii. Discussion with the external auditors of their local evaluation of audit risks and
assessment of the Clinical Commissioning Group and associated impact on the
audit fee;
iv. Review of all external audit reports, including the report to those charged with
governance, agreement of the annual audit letter before submission to the CCG
and any work undertaken outside the annual audit plan, together with the
appropriateness of management responses;
7.4

Financial reporting
i.

The Audit, Risk and Scrutiny Committee shall monitor the integrity of the financial
statements of the Clinical Commissioning Group and any formal announcements
relating to the Clinical Commissioning Group’s financial performance;
ii. The committee shall ensure that the systems for financial reporting to the CCG,
including those of budgetary control, are subject to review as to completeness and
accuracy of the information provided to the CCG;
iii. The Audit, Risk and Scrutiny Committee shall approve the timetable for preparation
of the annual report and accounts and seek agreement with external auditors as to
the suitability of the proposed timescale;
iv. In accordance with the CCG Constitution, the Audit, Risk and Scrutiny Committee
shall approve the annual report and financial statements on behalf of the governing
body, focusing particularly on:
a) The wording in the Governance Statement and other disclosures relevant to the
terms of reference of the committee;
b) Changes in, and compliance with, accounting policies, practices and estimation
techniques;
c) Unadjusted misstatements in the financial statements;
8
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d)
e)
f)
g)
7.5

Significant judgements in preparing of the financial statements;
Significant adjustments resulting from the audit;
Letter of representation; and
Qualitative aspects of financial reporting.

Other assurance functions
i.

ii.

iii.

iv.

v.

vi.

8.0

The Audit, Risk and Scrutiny Committee shall review the findings of other
significant assurance functions, both internal and external and consider the
implications for the governance of the Clinical Commissioning Group;
These will include, but will not be limited to, any reviews by Department of Health
arm’s length bodies or regulators/inspectors (for example, the Care Quality
Commission, NHS Resolution (NHS Litigation Authority) etc. and professional
bodies with responsibility for the performance of staff or functions (for example,
Royal Colleges, accreditation bodies, etc.);
The Committee shall satisfy itself that the Clinical Commissioning Group has
adequate arrangements in place for countering fraud and shall review the
outcomes of counter fraud work. It shall also approve the counter fraud work
programme;
The Committee shall have a key role providing internal scrutiny of CCG decision
making processes, providing assurance to the Governing Body that decisions are
fair, transparent and take account of any real or perceived conflicts of interest;
The Committee shall request and review reports and positive assurances from
directors and managers on the overall arrangements for governance, risk
management and internal control;
The Committee may also request specific reports from individual functions or
subcommittees within the Clinical Commissioning Group as they may be
appropriate to the overall arrangements;

POLICY AND BEST PRACTICE

The Committee will seek to apply best practice in the decision making processes and will
comply with (but not limited to) the following:
•
•
•
•
•
•
•
9.0

NICE guidance & CQC Reports;
NHS England Planning Guidance
NHS England Statutory Guidance;
The Nolan Principles;
NHS England Conflicts of Interest Statutory Guidance and best practice;
Data Protection Act;
Freedom of Information Act.
FREQUENCY AND NOTICE OF MEETINGS

The Committee will meet at a frequency the Audit, Risk and Scrutiny Committee
determines is appropriate to fulfil its duties, which will not be less than five times during
the financial year. Internal Audit and External Audit may request, via the Chair, a meeting
if they consider one necessary and ordinarily such a meeting would be convened within
fourteen days
9
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Additional meetings may be called by the Chair to address particular issues arising judged
sufficiently urgent that waiting for the next scheduled meeting would potentially
compromise either overall financial performance, the delivery of the Operating Plan or
strategic objectives. If, for any reason, it is not considered necessary to call a full meeting
to consider such urgent issues, the Committee may (without prejudice to the remainder of
these terms of reference including but not limited to provisions on quorum) choose to
convene a ‘virtual meeting’ (e.g. telephone/video conference) or to review and take
decisions via email. Any meetings of this nature will be recorded by the Committee
Secretary and confirmed at the next subsequent committee meeting.
A private Committee meeting involving the Chair, Lay Members, Internal and External
Audit only shall take place at least once a year.
The Clinical Commissioning Group Chair will be invited to attend one Committee meeting
each year in order to form a view on, and understanding of, the committee’s operations.
If an agenda indicates the requirement for a ‘Private and Confidential’ session of the
meeting (part two), then separate agendas and minutes will be produced. The Chair of the
Committee will determine whether any invitees to the meeting may remain in attendance
for the ‘part two’ section. However, the default position will be to restrict the meeting to
committee members only and officers invited to specifically present and discuss the part
two subject matter. Part of the justification for establishing a private and confidential
agenda will be the identification of an appropriate Freedom of Information exemption
together with, where required, an assessment of the public interest test on each agenda
item.
An agenda will be issued five working days prior to the meeting. Requests for items to be
included on the agenda should ordinarily be sent to the supporting PA at least ten days
before the meeting. The Chair of the Committee will exercise discretion for the inclusion of
any items of urgent late business received after the ten-day deadline, as appropriate.
10.0

ADMINISTRATION AND SECRETARY

The Committee will ordinarily be administratively supported by the CCG’s Committee
Secretary, who will be responsible for supporting the Chair in the management of its
business and for drawing the Committee’s attention to best practice, national guidance and
other relevant standards/documents as appropriate.
The duties of the person appointed to fulfil this role shall include:
•
•
•
•
•
•
•

Agreement of agendas with the chairperson;
Preparation, collation and circulation of papers in good time and in line with the
CCG’s current procedures;
Ensuring that those invited to each meeting attend;
Taking the minutes and helping the chairperson to prepare reports to the Governing
Body;
Keeping a record of matters arising and issues to be carried forward
Arranging meetings for the chairperson;
Maintaining records of members’ appointments and renewal dates etc.;
10
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•
•
•

Advising the auditor panel on pertinent issues/areas of interest/ policy
developments;
Ensuring that panel members receive the development and training they need;
Providing appropriate support to the chairperson and panel members;

This administrative support will include minuting of meetings of the Committee. Draft
minutes and action tables will be prepared within 10 working days of the meeting and
shared with all Committee members and presenters of agenda items. Draft minutes will be
submitted for agreement at the next ensuing Committee meeting. No discussion shall take
place upon the minutes except upon their accuracy or where the Chair considers
discussion appropriate. The agreed minutes will be signed by the Chair and will be
conclusive evidence of the events of the meeting.

A register of perceived or actual conflicts of interest will be held and updated at the start of
each meeting (the requirements for declaring interests and their applicability to Committee
Members are outlined in NHS Liverpool CCG’s Constitution and Standing Orders).
11.0

REPORTING ARRANGEMENTS

The Committee will produce summary reports following each meeting, which will include
key issues discussed, recommendations or decisions made and significant risks which will
be presented to the Governing Body to provide assurance on the work undertaken by the
Committee. Exception reports will also be submitted at the request of the Governing Body
or on the recommendation of internal/external auditors.
The approved minutes of the Audit, Risk and Scrutiny Committee will ordinarily be
presented to the next available meeting of the Governing Body. Attention will be given to
ensure that any minutes of ‘part two’ Committee meetings are presented to the private
‘part two’ meeting of the Governing Body.
A summary of all conflicts of interest declared and recorded during meetings will be
reported by way of the approved ‘Committee Reporting Template’ along with details of any
resulting actions taken to manage conflicts of interest.
12.0

REVIEW

The Committee shall establish a forward plan for the conduct of its own work across each
financial year, having regard to the Operational Plan and Governing Body strategic
objectives.
The Committee will present this ‘forward plan’ to the Governing Body, with a schedule of
planned Annual Audit Activity in addition to summary reports of business discussed and
recommendations made by the Committee.
Annually, the Committee shall review its work to ensure it is operating at maximum
effectiveness. It will use this exercise to inform the review of its Terms of Reference and its
annual work plan.
Annually, the Committee will also review the effectiveness of the CCG’s
11
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i. Integrated Performance Report; and
ii. Risk and Assurance Framework, seeking input from other key committees and
making recommendations to the Governing Body for approval.
These Terms of Reference will be reviewed at least annually or in response to changes
imposed by the Governing Body or changes to legislation with the next review date being
inserted into the Terms of Reference.
Any suggested changes to its Terms of Reference shall be represented to Governing Body
for formal approval and adoption.
13.0

CONDUCT

All members are required to make open and honest declarations of their interests at the
commencement of each meeting or to notify the Committee Chair of any actual, potential
or perceived conflict in advance of the meeting.
All members are required to uphold the Nolan Principles and all other relevant NHS Code
of Conduct requirements.

14.0

STATUS OF THESE TERMS OF REFERENCE

Version
Version 8 – first draft

Date
31/08/2017

Date approved by the Governing Body

12/09/2017

Date of next review

12/09/2018

Note: These Terms of Reference are to be reviewed at the next meeting of the Audit, Risk
& Scrutiny Committee to be held on 4th December 2018.
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APPENDICES TO AUDIT COMMITTEE TERMS OF REFERENCE

AUDITOR PANEL
TERMS OF REFERENCE
1.

Introduction

The Governing Body hereby resolves to nominate its Audit, Risk & Scrutiny committee to
act as its auditor panel in line with schedule 4, paragraph 1 of the Local Audit and
Accountability Act 2014 (the 2014 Act). The auditor panel is a non-executive committee of
the Governing Body and has no executive powers, other than those specifically delegated
in these Terms of Reference.
The Governing Body accepts and agrees that the Auditor Panel Chair is independent. The
Governing Body further accepts and agrees that independence requirements of the
Auditor panel have been met in line with the 2014 Act and Regulations made under the
2014 Act.
2.

Purpose

The purpose of the Auditor Panel is to advise the Liverpool CCG’s Governing Body on the
selection and appointment of the external auditor. This includes:
i.

Agreeing and overseeing a robust process for selecting the external auditors in line
with Liverpool CCG’s normal procurement rules and in accordance with the
requirements of the 2014 Act as to eligibility for appointment;
ii. Making a recommendation to the Governing Body as to who should be appointed;
iii. Making a recommendation on the length of the auditor contract awarded, and;
iv. ensuring that any conflicts of interest are dealt with effectively.
3.

Authority and Accountability

The Auditor Panel is authorised by the Governing Body to carry out the functions specified
below and can seek any information it requires from any employees/ relevant third parties.
All employees are directed to cooperate with any request made by the Auditor Panel.
The Auditor Panel is authorised by the Governing Body to obtain outside legal or other
independent professional advice (for example, from procurement specialists) and to
secure the attendance of outsiders with relevant experience and expertise if it considers
this necessary. Any such ‘outside advice’ must be obtained in line with the organisation’s
existing rules.
Any payments made to Auditor Panel members shall be in line with the organisation’s
existing approach to remuneration and allowances.
4.

Membership

The Auditor Panel shall comprise the entire membership of the Audit, Risk and Scrutiny
Committee (ARSC) with no additional appointees.
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This satisfies the requirement that an Auditor Panel must have at least three members with
a majority who are independent and who are non-executive members of the Governing
Body.
The terms of office will follow current constitutional rules on terms of office.
The ARSC chairperson (as a non-executive independent member of the Governing body)
has been appointed by the Governing Body to chair the Auditor Panel.
4.1 Removal/resignation
The Auditor Panel chairperson and/ or members of the panel can be removed in line with
rules agreed by the Governing body and as set out in the Liverpool CCG constitution.
The Chair of the Auditor Panel will automatically resign from this post on resignation as a
Governing Body member, or ARSC Chair.
The Chair of the Auditor Panel may be removed by the Governing body should the
Governing Body feel that independence of the Chair of the Auditor Panel has been
compromised.
5.

Decision Making

The Governing Body accepts and agrees that the Auditor Panel Chair is independent. The
Governing Body further accepts and agrees that independence requirements of the
Auditor panel have been met in line with the 2014 Act and Regulations made under the
2014 Act.
6.

Quorum

In any case, at all times during a meeting of the auditor panel, the quorum is two members
or 50% of the auditor panel’s total membership, whichever is the greater, providing at all
times that the majority of the members present at the meeting are independent members
of the panel.
7.

Remit and Responsibilities of the Panel

The Auditor Panel’s functions are to:
i.
ii.

iii.
iv.

Advise Liverpool CCG’s Governing Body on the maintenance of an independent
relationship with the appointed external auditor;
Advise (if asked) Liverpool CCG’s Governing Body on whether or not any proposal
from the external auditor to enter into a liability limitation agreement as part of the
procurement process is fair and reasonable;
Advise on (and approve) the contents of Liverpool CCG’s policy on the purchase of
non-audit services from the appointed external auditor;
Advise the Liverpool CCG’s Governing Body on any decision about, or process
relating to, the removal or resignation of the external auditor. Following resignation,
the auditor panel will, within the period of three months beginning with the date on
14
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which the resignation takes effect, investigate the circumstances of the resignation,
giving a view on those circumstances and explaining any action it considers is
required of the organisation to address issues raised and provide a statement to
Liverpool CCG’s Governing Body containing the results of its investigation and any
recommendations of the auditor panel as per the Local Audit (Auditor Resignation
and Removal) Regulations 2014
8.

Policy and Best Practice

The auditor panel must have regard to any guidance issued by the Secretary of State in
exercising, or deciding whether to exercise, its functions.
9.

Frequency and Notice of Meetings

The Auditor Panel shall consider the frequency and timing of meetings needed to allow it
to discharge its responsibilities but as a general rule will meet on the same day as the
Audit, Risk and Scrutiny Committee with the same notice period of 10 working days
applied.
Auditor panel business shall be identified clearly and separately on the agenda and ARSC
members shall deal with these matters as Auditor Panel members and not as ARSC
members.
The Auditor Panel’s chairperson shall formally state at the start of each meeting that the
Auditor Panel is meeting in that capacity and not as the ARSC.
10.

Administrative Arrangements

The CCG Chief Operating Officer shall ordinarily be responsible for identifying effective
administrative support to the Auditor Panel. The duties of the person appointed to fulfil this
role shall include:
•
•
•
•
•
•
•
•
•
•
11.

Agreement of agendas with the chairperson;
Preparation, collation and circulation of papers in good time and in line with the
CCG’s current procedures;
Ensuring that those invited to each meeting attend;
Taking the minutes and helping the chairperson to prepare reports to the Governing
Body;
Keeping a record of matters arising and issues to be carried forward
Arranging meetings for the chairperson;
Maintaining records of members’ appointments and renewal dates etc.;
Advising the auditor panel on pertinent issues/areas of interest/ policy
developments;
Ensuring that panel members receive the development and training they need;
Providing appropriate support to the chairperson and panel members;
Reporting Arrangements

The chairperson of the auditor panel must report to the Governing Body on how the
Auditor Panel discharges its responsibilities.
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The approved minutes of the panel’s meetings must be formally recorded and submitted to
the Governing Body by the panel’s chairperson. The chairperson of the Auditor Panel must
draw to the attention of the Governing Body any issues that require disclosure to the
Governing Body, or require executive action.
12.

Review

These Terms of Reference will be reviewed at annually in line with the Audit, Risk &
Scrutiny Committee review schedule or in response to changes to legislation with the next
review date being inserted into the Terms of Reference.
13.

Conduct

All members are required to uphold the Nolan Principles and all other relevant NHS Code
of Conduct requirements.
13.1 Conflicts of Interest
Conflicts of interests must be declared and recorded at the start of each meeting of the
Auditor Panel.
A register of Auditor Panel members’ interests must be maintained by the panel’s
chairperson and submitted to the Governing Body in accordance with the Liverpool CCG’s
existing conflicts of interest policy.
If a conflict of interest arises, the chairperson may require the affected Auditor Panel
member to withdraw at the relevant discussion or voting point.
In the event of a conflict of interest by the chairperson, the remainder of the Auditor Panel
may require the chairperson to withdraw at the relevant discussion or voting point. Those
members will decide amongst themselves who will chair that item of discussion or vote.
14.

Governing Body Responsibilities Pertaining to the Auditor Panel

Liverpool CCG must have regard to any guidance issued by the Secretary of State in
exercising, or deciding whether to exercise, its functions in relation to its Auditor Panel. In
addition to this requirement, the CCG Governing Body must give due regard to:
i.
Publication of advice - The CCG’s Governing Body shall make arrangements for
publication of any advice received by the CCG from its auditor panel in accordance with
the 2014 Act and regulations made under the 2014 Act;
ii.

14.1

Failure to appoint an external auditor - If, for any reason, the Governing Body fails to
appoint an external auditor by the 31 December of the preceding financial year, the
Governing Body will immediately inform NHS England which must subsequently inform
the Secretary of State by 25th March in the preceding financial year.

Following appointment of the Auditor
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Following consultation from the auditor panel and selection and appointment of auditors by
the Governing Body, the Governing Body will ensure that, in line with Part 3, Section 8 of
the 2014 Act;
•
•
•

15.

The Governing Body has taken into account the auditor panel’s advice on the
selection and appointment of the external auditor;
The Liverpool CCG publish a notice within 28 days of appointing the external
auditor stating the appointment has been made, who the auditor is and how long
the appointment is for;
The notice must summarise the advice given by the auditor panel and reasons for
not following it if this is the case; and
The
notice
will
be
published
on
the
Liverpool
CCG’s
website www.liverpoolccg.nhs.uk
Status of these Terms of Reference

Version
Version 7 – first draft

Date
18/08/2017

Date approved by the Governing Body

12/09/2017

Date of next review

Sept 2018

Note: These Terms of Reference are to be reviewed at the next meeting of the Audit, Risk
& Scrutiny Committee to be held on 4th December 2018.
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Appendix 4

LIVERPOOL CCG RISK REPORTING STRUCTURE (SEP 2018)
LIVERPOOL HEALTH &
WELLBEING BOARD

LCCG GOVERNING BODY

Bi-MONTHLY

NORTH MERSEY CCGS
JOINT COMMITTEE
CCG SENIOR
LEADERSHIP TEAM

GBAF

AUDIT, RISK & SCRUTINY COMMITTEE

ARSC review & 1st line
assurance of CRR &
GBAF no less than
FOUR times per year.

CORPORATE
RISK REGISTER

SLT review of CRR &
GBAF risks & actions
no less than six times
per year.

GOVERNING BODY COMMITTEES
Review of risk registers,
risk reporting & escalation
at monthly Committee or
Directorate/Team
meetings

DIRECTORATE & PROGRAMME RISK REGISTERS

CCG
Directorates

Member Practices /
N’hoods

MONTHLY

Programme Leads

Incident Reports
(DATIX)
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Appendix 5
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
clearly. The use of relevant, realistic and recent examples of the types and severity of
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consequences should therefore form part of the assessment, which should in turn improve
the consistency of scoring across the CCG.
4. Key Controls
These should be the factors, systems or processes that are in place to mitigate the
principal risk(s) and assist in securing delivery. Key controls should be robust and specific
and properly match the associated key objective(s). For example; a sub-committee or
committee of the Governing Body which is tasked with monitoring the specific risk or a
specific policy document.
5. Risk Scores
Risk scores are not intended to be precise mathematical measures of risk, but they are
crucial when prioritising the mitigating actions. The guidance below is by no means
prescriptive and it should be noted that the Governing Body is ultimately responsible for
defining the level of acceptable risk:
Low Risk (Green)

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

Moderate Risk (Yellow)

Actions should be implemented as soon as possible,
and no later than the next financial year.

High Risk (Orange)

Actions implemented as soon as possible with
immediate escalation to the Corporate Risk Register.
Mitigating actions & risk treatment should be
reviewed monthly until de-escalation to acceptable
level or when risk is ‘closed’.

Extreme Risk (Red)

Requires urgent action. Governing Body is made
aware by immediate escalation to Corporate Risk
Register. Governing Body implements immediate
corrective action. Continued assurance on actions
and control measures reported to Governing Body
via Corporate Risk Register & Assurance reporting
structure.

6. Reducing Risks to an Acceptable Level
When risks are balanced against the benefits and whether there is a more suitable
alternative to acceptance, it is often difficult to judge the level of risk that can be tolerated.
For example, it is reasonable to accept a level of risk if the risk from all other alternatives
(including doing nothing) is even greater. In general terms, a risk is not acceptable if there
is a reasonable alternative that offers the same benefits but avoids the risk. Inevitably, a
risk may become unacceptable over time or because circumstances change.
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7. Risk Maturity Definitions
Level 5 - Risk enabled
Driven by the Governing Body, staff at all
levels actively consider issues of risk in all
areas of activity and develop control and
assurance processes to manage those risks.
Risk management and internal controls fully
embedded into the operations.

Level 4 – Risk managed
Staff throughout the CCG are aware of the
importance and the organisation’s response
to risk/Enterprise approach to risk
management developed and communicated.

Level 3 – Risk defined
The CCG has considered risk management,
and put in place strategies led from a risk
management team/ Strategy and policies in
place and communicated. Risk appetite
defined.

Level 2 – Risk aware
The CCG is aware of risk management
responsibilities, and needs to embed
systems/ Scattered silo based approach to
risk management.

Level 1 – Risk naïve
The organisation has little or no awareness
of the importance of risk management/ No
formal approach developed for risk
management.
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Appendix 6 – Risk Tolerance & Impact Dimensions
Risk Levels

Financial Risk/VFM

Compliance & Regulatory
Requirements

Quality, patient safety,
innovation, outcomes

Reputation

RISK APPETITE

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

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

Avoid anything which could Would have to be certain
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
ibilit
Very defensive approach to Innovation
always avoided

Limited tolerance for
'putting head above the
trench' and would need to
reasonably sure that CCG
would win any challenge.

Challenge would be
problematic but CCG would
be likely to win - the gain
would outweigh the
adverse consequences.

Chances of losing any
challenge are real and
consequences would be
significant. A win would be
considered as a coup.

Consistently pushing back
on regulatory burden. Belief
that 'front foot' approach
informs better regulation.

Tendency to stick with
status quo; innovations in
practice avoided unless
absolutely necessary.
Decision making generally
rests with SMT.

Innovation supported, with
demonstrative
improvements in
management and control.
Responsibility for 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.

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

objectives - aim to 'maintain
and protect' rather than to
create or innovate. Priority
is for robust controls and
management with
avoidance of risks which
compromise patient
safety/quality despite
opportunities for
innovation.

unless essential or
commonplace elsewhere,
and only if impact on quality
& safety is known. Decision
making authority is held by
SMT. Acceptance only of
essential systems and
technology developments
to protect status quo.

No tolerance for any
decisions which could lead
to external scrutiny of or
attention to the CCG.

Tolerance for risk taking
limited to those events
where there is no chance of
significant repercussion for
the CCG.

Tolerance for taking risks
limited to events where
there is little chance of any
repercussion for the CCG
should there be a failure.
Mitigation plans in place for
any undue interest.

Appetite to take decisions
with potential to expose
the organisation to
additional scrutiny/interest.
Prospective management of
CCG's reputation.

LOW

MODERATE

HIGH

ZERO TOLERANCE

Mature (5)
Confident in setting high
levels of risk appetite
because controls, forward
scanning and system
responses are robust
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.
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Appendix 7 – Sources of Risk
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Appendix 98–‘Insight’ Incident Reporting/Risk Assessment Form (front page)

Form available at https://datix.northstaffs.nhs.uk/datix/live/index.php?form_id=41&module=INC
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APPENDIX 9

GLOSSARY OF COMMON RISK MANAGEMENT TERMS
Accountabililty
Almost certain
Assurance
Assurance gaps
Assurance level
Avoid
Controls
Consequence
Current score
Event
Frequency
Hazard
Incident
Inherent risk
Issue management
Likelihood
Loss
Operational risk
Opportunity
Residual risk
Response
Risk appetite

Risk owner

Risk tolerance
Strategic risk
Target Risk Score

Being required to accept responsibility for the effectiveness of practices
and policies.
Expected to occur in most circumstances. In probability terms this may
mean that it has greater than 80% probability of occurring.
A positive declaration or statement intended to give confidence that
something will happen or something is true.
Where there is no evidence of whether or not risk control measures are
effective.
A measure of the strength of the evidence (e.g. None, Limited, Adequate,
Significant).
A risk response that seeks to eliminate threat by making the situation
certain.
Measures put in place to lessen the impact of the risk should it occur and
reduce the likelihood of it occurring.
The outcome of an event, being a loss, injury, disadvantage or gain in respect
of the physical, emotional, financial, social or credibility status of the individual
or organisation.
The Current (‘residual’) risk score which is the most recent risk
assessment.
An incident or situation occurring in a particular place during a particular
interval of time
A measure of the rate of occurrence of an event expressed as the number of
occurrences of an event in a given time.
A source of potential harm or a situation with the potential to cause loss.
Any unplanned event or circumstance resulting in, or having a potential for,
injury, ill health, complaint, claim, damage or loss.
The initial risk rating in the absence of any controls or actions that might
mitigate, alter or reduce the likelihood or impact of the risk.
The planned process for dealing with or managing an issue if and when it
arises.
A qualitative measure or description of probability or frequency.
Any negative consequence, financial or otherwise.
Failure to achieve business/organisational objectives due to human error,
system failures and/or inadequate procedures and controls.
An uncertain event that would have a favourable impact on objectives or
benefits if it occurred.
The risk remaining after the risk response has been successfully applied.
The action taken to mitigate the risk (mitigate, accept, transfer or close).
The level of risk that an organisation is prepared to accept in relation to an
event/situation It represents the balance between the potential benefits of
innovation and the threats that change inevitably brings.
A role or individual responsible for the management and control of all
aspects of individual risks (including the implementation of the measures in
respect of each risk).
The level of risk that an organisation can effectively deal with. (Institute of
Risk Management).
Risk concerned with the organisation’s direction, strategies and
sustainability.
The desired level of risk that the organisation belives is optimal to meet its
objectives. The target score should include a date of when this level of risk
is anticipated to be achieved.
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TRAVEL EXPENSES POLICY

1.

PURPOSE
This paper provides the Governing Body with an updated Travel
Expenses Policy following discussion and agreed action at the HR
Committee on 26th June 2018 and recommended for approval at
the HR Committee on 16th October 2018.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Recommends the approval of the updated policy.

3.

BACKGROUND
During the HR Committee meeting on 26th June 2018, a draft
Travel Expenses Policy was presented. Committee members felt
that the tax references in the policy were out dated and more
generally that any references which could be considered as tax
advice should be avoided.
It was agreed that Helen Dearden, Lay Governing Body Member
for Governance, and Gillian Roberts, Senior HR Business Partner
for Midlands and Lancashire CSU, would meet to amend the policy.
Helen Dearden and Gillian Roberts met in August 2018 and
updated the draft policy. Appendix A is the updated Travel
Expenses Policy which was presented to the HR Committee on 16th
October 2018 and recommended for approval to the Governing
Body.

4.

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

If no explain why
Page 2 of 3
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ii.

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

4.2 Does the public sector equality duty apply? Yes/no.
i.
If no please state why
ii.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.
4.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
4.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

5.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
The processes and controls contained within HR policies can
support financial sustainability.

6.

CONCLUSION
A draft Travel Expenses Policy was considered by HR Committee
in June 2018. Recommendations were made and a further review
took place with subsequent changes made to the draft. Attached in
Appendix A is the updated policy which was recommended for
approval at the HR Committee on 16th October 2018.
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Version:

V1

Ratified by:

HR Committee – TBC

Noted by:

Governing Body – TBC

Name of originator/author:

Gillian Roberts, MLCSU

Name of Lead:

Chief Operating Officer

Date issued:

TBC

Review date:

TBC

Target audience:

Organisation wide

Any changes made to this policy should be outlined in the below Review and Amendment Log.
In the event of any changes to relevant legislation or statutory procedures this policy will be
automatically updated to ensure compliance without consultation. Such changes will be
communicated.
Version No

Type of Change

V1

N/A
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1.

Introduction
Travel is an integral part of the work of many of the Clinical Commissioning Group (CCG)
staff and it is right that expenses incurred in travelling should be reimbursed. This policy
outlines the rules set out by the CCG for the re-imbursement of travel and expenses that
are necessarily incurred by an individual engaged on business approved by the CCG.

2.

Scope
This policy applies equally to all CCG staff including any persons undertaking work on
behalf of CCG where an agreement is in place to meet expenses.

3.

Policy Statement
Sections 17 and 18 of the NHS Terms and Conditions of Service Handbook provides for
the reimbursement of staff for mileage allowances and subsistence cost. The purpose of
this policy and procedure is to outline the rules set out by the CCG for the reimbursement
of travel and expenses that are necessarily incurred by any individual engaged on
business approved by the organisation.
The primary purpose of travel and subsistence allowances is to reimburse the necessary
costs of meals, accommodation and travel arising as a result of official duties away from
normal place of work. The rates and conditions are, where appropriate those set out in
the relevant section of the Agenda for Change Terms and Conditions Handbook, or
otherwise agreed by the organisation.
All staff should ensure they use the most cost/time effective mode of transport. Home to
work travel will not normally be reimbursed.
Any abuse of this policy will be investigated and may result in disciplinary action being
taken.

4.

Responsibilities

4.1

Responsibilities of the CCG
•

Ensure that the Travel and Expenses Policy is fairly and consistently applied to all
staff. In applying this policy, the Organisation will have due regard for the need to
eliminate unlawful discrimination, promote equality of opportunity, and provide for
good relations between people of diverse groups, in particular on the grounds of the
following characteristics protected by the Equality Act (2010); age, disability, gender,
gender reassignment, marriage and civil partnership, pregnancy and maternity, race,
religion or belief, and sexual orientation, in addition to offending background, trade
union membership, or any other personal characteristic.

•

Keep staff informed via appropriate communication mechanisms about any changes
to terms and conditions relating to travel and associated expenses, (mileage rates in
particular).
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4.2

Responsibilities of Managers
•

Ensure that any change of base (for travel expenses purposes) are appropriately
reported to Human Resources.

•

Ensure that they are registered as an authorised signatory for the signing off of expenses
for team members and identify a substitute manager who can sign off expenses in their
absence.

•

Check travel expenses for accuracy before approval and submission to payroll.

•

Check on an annual basis as a minimum that staff have a valid driving licence, up to date
insurance documentation which covers business travel and MOT certificate, (where
applicable).

4.3

Responsibilities of Employees
•

Read and understand the travel and expenses policy prior to making any claim.

•

Check travel expenses for accuracy before approval and submission to line manager.

•

Ensure the manager is notified of any change in personal details as soon as practically
possible.

•

Ensure they possess a valid driving licence, motor insurance which covers business
travel and MOT certificate (where applicable).

•

Ensure they are fit to drive, that they drive safely and obey the relevant laws.

•

Ensure that they inform their manager, at the earliest available opportunity of any
change in driving status, e.g. driving ban.

•

Ensure that all claims for expenses should be submitted the month after they have
occurred but at the very latest must be submitted within three months of the claim
period (e.g. claims for June must be submitted by the end of September.)

4.4

Responsibilities of Human Resources
•

5.

Provide advice and guidance to managers and staff on the correct application of the
Travel and Expenses Policy.
Allowances/Mileage rates
Rates are reviewed nationally twice a year April/ May (to match release of AA Guides)
and again in November. Sections 17 of the Agenda for Change NHS Terms & Conditions
of Service Handbook provides the current rate for the reimbursement of staff for mileage
allowances. Please use the following URL link to access the correct web page:
http://www.nhsemployers.org/your-workforce/pay-and-reward/nhs-terms-andconditions/nhs-terms-and-conditions-of-service-handbook/mileage-allowances
The nationally agreed allowances/mileage rates for staff travelling on CCG business are
Page 5
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categorised as follows –
•
•
•
•
•
•

Standard rate
Reserve rate
Motor cycle
Pedal cycle
Passenger allowance
Carrying heavy or bulky equipment

5.1

Eligible Miles
Normally the miles eligible for reimbursement are those travelled from the agreed work base and
back. However, when the journey reimbursed starts at a location other than the agreed work base,
e.g. home, the mileage eligible for reimbursement will be set out in the example in Appendix 1 - Table
1. Staff will be reimbursed for miles travelled in the performance of their duties which are in excess of
the home to agreed work base return journey.

5.2

Standard Rate
The standard rate for mileage allowances will be paid to staff who use their own vehicles
for official journeys i.e. meetings, training courses or conferences at the CCG’s instigation
and who travel less than 3,500 eligible miles per year.

5.3

Reserve Rate and Travel Excess
This will apply to staff using their own vehicle for business purposes in the
following situations:
•

If a member of staff unreasonably declines the employers’ offer of a lease vehicle.

•

When a member of staff is required to return to work (e.g. on call) or work overtime
and incur additional travel to work expenses on that day. This provision will apply if
the member of staff chooses to be paid for the extra hours or takes time off in lieu
(TOIL).

•

If a member of staff uses their own vehicle when suitable public transport is
available and appropriate in the circumstances (subject to a maximum of the public
transport cost which would have been incurred) and the rules on eligible mileage
applied.

•

Subject to prior agreement of the employer, travel costs incurred when staff attend
training courses, conferences or events, in circumstances when the attendance is
not mandatory by the employer, will be reimbursed at the reserve rate instead of
business mileage in line with the rules on eligible mileage.

•

Where a claim for excess mileage is made in situations where there is a compulsory
change of base, either permanent or temporary, resulting in additional daily travelling
expenses. The period of payment is currently a maximum of 4 years from the date of
transfer and does not include any additional parking costs incurred. (For those using
public transport see 5.8 below).
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•

The excess will be calculated on the basis of the bus fares or standard rail travel or,
if the member of staff travels by private motor vehicle, on the basis of the reserve
rate.
Example of calculation:
Home to New Base
=
Home to Old Base
=
Excess Claimable
=

6 miles
2 miles
4 miles

Excess Mileage is paid at the reserve rate and may be taxable depending on
personal circumstances therefore you should seek advice. NB This excess will
reduce if a member of staff moves nearer to their new base and the benefit does not
increase if a member of staff moves further away from their new base after the date
of transfer. This arrangement does not apply to staff who change their work base at
their own instigation (e.g. application for a post located elsewhere, including
secondments).
•

Staff who are required by their employer to carry out temporary duties at a place
other than their permanent place of employment and who travel daily to their
temporary headquarters whilst continuing to live near their permanent headquarters,
will be reimbursed their excess travelling expenses. If a member of staff changes
post whilst eligible to claim excess mileage and the change is of a temporary nature
(including secondment), the entitlement to excess mileage will cease. The
entitlement is regained when the member of staff returns to their original post under
the same terms and conditions and for the original time period.

Claims for expenses shall not be paid where no additional expenditure has occurred e.g.
where a member of staff has a season travel ticket or where time lapse between two
periods is sufficiently short to be considered reasonable for the member of staff to remain
at or near place of employment.

5.4

Motorcycles / Pedal Cycles
The term ‘motor cycles’ includes motor cycle combinations, motor scooters and motorbicycles. The rate for mileage allowances will be paid to staff who use their own motor
cycle for official journeys i.e. meetings, visits, clinics or training courses and conferences
at the employer’s instigation for all eligible miles travelled.

5.5

Pedal Cycles
Staff who use pedal cycles to make journeys in the performance of their duties will be
reimbursed for eligible miles travelled at the rate in force.

5.6

Passenger Allowance
With the exception of lease or hire car users and taxi journeys, where other staff or
members of an NHS organisation are conveyed in the same vehicle on NHS business and
their fares would otherwise be payable by the employer, passenger allowance will apply
Page 7

417

and be payable to the vehicle driver. The name of the passenger(s) should be noted on
the Travel Expenses Claim Form.
5.7

Transporting Equipment
Staff who use their vehicles in the performance of their duties may be required to take
equipment with them. Employers have a duty of care under the Health & Safety at Work
Act 1974 and related legislation, to ensure this does not cause a risk to the health and
safety of staff members. Staff should not be allowed to carry heavy equipment unless a
risk assessment has been carried out beforehand. When, after the necessary
assessment has demonstrated it is safe to carry equipment, an allowance shall be paid for
all eligible miles for which the equipment is carried, provided that either:
•
•

5.8

The equipment exceeds a weight that could reasonably be carried by hand
The equipment cannot be carried in the boot of the vehicle and is so bulky as to
reduce the seating capacity of the vehicle

Public Transport
If a member of staff uses public transport for business purposes, the cost of bus fares and
standard rail fares will be reimbursed for eligible miles travelled. Where there is a
compulsory change of base, either permanent or temporary, resulting in extra public
transport costs for staff, these extra costs will be reimbursed, subject to a maximum of 4
years from the date of transfer.

5.9

Other Travel Expenses
Staff who necessarily incur charges in the performance of their duties, in relation to
parking, garage costs, tolls and ferries shall be refunded these expenses on production
of receipts, whenever these are available. This does not include the reimbursement of
parking charges incurred as a result of attendance at the normal place of work.
Charges for overnight garaging or parking shall not be reimbursed unless the member of
staff is entitled to night subsistence allowance for overnight absence.

5.10 “Out of Pocket” Expenses
This only applies to staff for whom regular travel in a motor vehicle is an essential part of
their duties. During a period when the staff member’s vehicle is temporarily ‘off the road’
for repairs, ‘out of pocket’ expenses in respect of business travel by other appropriate
forms of travel, in agreement with their manager, should be reimbursed subject to the rule
on eligible mileage.
6.

Transport

6.1

Train Travel for Staff
Budget holders should always look to obtain best value for money before deciding which
ticket to purchase. Whenever possible advantage should always be taken of best prices
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available, special offers and rail cards. Managers need to approve the purchase of train
tickets. The proposed journey times and dates can be obtained from the train company,
over the internet.
6.2

Air Travel for Staff
Travel by air is not permitted unless it can be demonstrated that this is cheaper than
appropriate train travel costs or alternatives are not suitable or that, taking into account
the respective journey times and overall cost of the trip, better value for money can be
obtained by flying.

6.3

Taxis / Hire Cars for Staff
Taxis / Hire Cars may only be used where it can be demonstrated that it is more
economical, taking into account the overall cost of the trip, than the normal car mileage
claim.
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7.

Claims Procedure
All claims for expenses should be submitted the month after they have occurred but at the
very latest must be submitted within three months of the claim period (e.g. claims for June
must be submitted by the end of September.) This is to ensure accurate reporting of
expenditure and to ensure effective budget management occurs in the year the expense
is incurred.
Receipts for individual items should be shown to the manager when they are authorising
the travel expenses form and then kept for a period of 6 years in line with the HMRC rules.
Receipts should be submitted with the travel claim and copies should be retained locally
should they need to be referred to at a later date.
If for any reason a claim is received which is more than 3 months, this will require
authorisation by the Chief Finance Officer or their deputy.
The travel expenses form can be accessed on the CCG’s intranet
at http://nww.liverpoolccg.nhs.uk/ccg-employee-area/payroll/ A business travel
form must also be submitted before an employee makes their first claim and this
can also be found on the intranet.
Please contact HR should you have any questions.

7.1

Accessing Journey Mileage
Directions and mileage are available on the internet under appropriate sites e.g. route
finder www.theaa.com/travelwatch/planner_main.jsp. However the CCG cannot be
responsible for incorrect information given out on internet sites.

8.

Staff Subsistence Allowance

8.1

Subsistence Allowances
Subsistence allowance is to reimburse staff for the necessary extra costs of meals,
accommodation and travel arising as a result of official duties away from home. Business
expenses which may arise, such as the cost of a fax or official telephone call, may be
reimbursed with certified proof of expenditure which must be submitted with the expense
claim, (for rates of reimbursement – refer to NHS Terms and Condition, Part 3, Section
18).

8.2

Staff Night Subsistence
The NHS Terms and Conditions Handbook (Annex 14) states the maximum
reclaimable cost for a hotel room and can be found at the following link;
http://www.nhsemployers.org/employershandbook/afc_tc_of_service_handbook_fb.pdf
It may not always be possible to achieve the maximum reclaimable cost (subject to the
provisions of paragraph 18.3 if this is exceeded for genuine business reasons).Where
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a hotel cannot be booked in advance by the CCG the actual cost of hotel
accommodation will be refunded but this must be agreed with the manager prior to the
booking and every attempt should be made to keep costs to a minimum.
The CCG will reimburse staff the actual receipted cost of all meals in each complete 24
hour period up to the maximum limit set out in NHS Terms and Conditions Handbook.
Part periods of less than 24 hours will be reimbursed at Day Subsistence rates. The
CCG will not reimburse the purchase of alcoholic drinks at any time.
Where the maximum limit is exceeded for genuine business reasons [e.g. the choice of
the hotel was not within the member of staff’s control such as staying at a conference
hotel or cheaper hotels were fully booked] additional assistance may be granted at the
discretion of the Chief Finance Officer. Otherwise where staff stay overnight in
accommodation costing more than the maximum limit, the member of staff will pay the
excess cost.
8.3

Staff in Non-Commercial Accommodation
Where staff stay overnight with friends or relatives or other non-commercial
accommodation then a flat rate sum set out in the NHS Terms and Conditions Handbook
will be payable for each complete 24-hour period. Evidence of such a stay will be
required. Part periods of less than 24 hours will be reimbursed at Day Subsistence rates
as outlined in the NHS Terms and Conditions of Employment.
Staff staying in accommodation provided by the employer or host organisation shall be
entitled to claim the actual receipted cost of all meals that are not provided free of charge
in each complete 24 hour period up to the maximum limit set out in the NHS Terms and
Conditions Handbook. Part periods of less than 24 hours will be reimbursed at Day
Subsistence rates as set out below.
Where accommodation and meals are provided without charge to the member of staff,
i.e., on a residential training course, no allowances will be payable.

8.4

Staff Day Subsistence
A meal allowance is payable when a member of staff is necessarily absent from the
normal place of work on official business and more than five miles from their base by the
shortest route and spends more on meals than would have been spent at their normal
place of work.
A single meal allowance will be payable if the member of staff is away from their base or
other CCG premises for more than five hours including the lunch period of 12 noon to 2
pm. The actual receipted cost of the meal up to the maximum limit set out in the NHS
Terms and Conditions Handbook can be claimed.
A multiple meal allowance will be payable if the member of staff is away from their base or
other CCG premises for more than ten hours and necessarily leaves their base or home
before 5 am, or is unable to return to their base or home before 7pm, or both.
The CCG will provide reimbursement of the actual receipted cost of all meals up to the
maximum limit set out in the NHS Terms and Conditions Handbook.
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The CCG recognises that there are times when receipts may not be available, i.e., when
meals are purchased from vending machines. In these circumstances a full list of items
purchased (with costs) is required to be submitted with the claim. The maximum
allowance payable is set out in the NHS Terms and Conditions Handbook.
9.

Fraud
Fraud in the context of travel and mileage claims can take the form of false, exaggerated
or duplicate claims. Suspicions of fraudulent activity or any collusion to falsify claim forms
will be reported to the Local Counter Fraud Specialist and investigations may result in
civil, criminal or disciplinary sanctions being applied.
Deliberately giving false information on a claim form may constitute the offence of fraud.

10.

Monitoring
The fair application of this policy will be monitored by Human Resources. The policy will
be reviewed every three years unless changes to employment legislation require a review
to take place sooner.

11.

Associated Documents
The following documents are associated with this policy and can be referenced:
•
•
•
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Disciplinary Policy
Whistleblowing Policy – Freedom to Speak Up
NHS Terms & Conditions Handbook
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APPENDIX 1
As the rates of reimbursement are reviewed every May and November, using the latest
information on motoring costs, in line with business motoring costs, the reimbursement rate is
not included in this policy. For the reimbursement rate please visit:
http://www.nhsemployers.org/your-workforce/pay-and-reward/nhs-terms-and-conditions/nhsterms-and-conditions-of-service-handbook/mileage-allowances
Table 1 – Eligible mileage
In this example the distance from the employer’s home to the agreed base is 15 miles
Journey (outward)

Distance

Eligible miles

Home to base

15 miles

None

Home to first call

Less than 15 miles

Eligible miles starts after 15
miles have been travelled

Home to first call

More than 15 miles

Eligible miles starts from
home, less 15 miles

Journey (return)
Last call to base

Eligible mileage ends at
base

Last call to home

Less than 15 miles

Eligible miles ends 15
miles from home

Last call to home

More than 15 miles

Eligible miles ends 15
miles from home

HMRC AMAP rates

Type of vehicle

Tax year

Cars up to 10,000 miles

45p per mile

Cars over 10,000 miles

25p per mile

Motorcycle

24p per mile

Bicycle

20p per mile
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Report no: GB 75-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 13TH NOVEMBER 2018
Title of Report

Feedback from Committees

Lead Governor

Dr Fiona Lemmens, Chair

Senior Management
Team Lead

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

Report Author(s)

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

Summary

The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions
agreed at the following committees:
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Remuneration Committee – 13th September 2018
Finance Procurement & Contracting Committee
- 25th September and 30th October 2018
Audit Risk & Scrutiny Committee – 25th
September 2018
Quality Safety & Outcomes Committee – 2nd
October & 6th November 2018
Committees In Common – 12th October 2018
Primary Care Commissioning Committee –
16th October 2018
HR Committee – 16th October 2018
North Mersey Joint Committee –
24th October 2018
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This will ensure that the Governing Body is fully
engaged with the work of committees, and reflects
sound governance and decision making arrangements
for the CCG.

Recommendation

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

Relevant Standards
or targets
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HS LIVERPOOL CLINICAL COMMISSIONING GROUP
REMUNERATION COMMITTEE MEETING
In Confidence
THURSDAY 13TH SEPTEMBER 2018 – 10.30AM
GOVERNING BODY MEETING ROOM 2
LIVERPOOL CCG, 4TH FLOOR, THE DEPARTMENT
2 RENSHAW ST, LIVERPOOL L1 2SA
GPs/CLINICIANS EXCLUDED FROM THE MEETING DUE TO CONFLICT OF INTEREST
AGENDA
Section 1: Standing Items
1.1 Welcome and Introductions
Apologies:

All

1.2 Declaration of Interests

All

1.3 Minutes and Actions from Previous Meeting:
10th July 2018 (GPs/Clinicians Excluded)

All

1.4 Matters Arising:

All

Section 2: Items for Decision
2.1

HMRC Inquiry – GP GB Members

REM 07-18
Mark Bakewell

2.2

Liverpool CCG – GP Pay & Pension Issues

REM 08-18
Mark Bakewell

2.3

Clinical Leadership and Lay Member Remuneration REM 09-18
Framework
Mark Bakewell

2.4

Other GP Update

REM 10-18
Mark Bakewell

Section 3: Items for Discussion
Section 4: Items for Information
5.
6.

Any Other Business
Date and time of next meeting: to be confirmed.
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Remuneration Committee –
GPs/Practice Staff Excluded
Key issues:

Risks Identified:

1. GP Pay & Pension
Issues.

•

•

2. Remuneration
Framework.

•

3. Other GP
Remuneration
Issues.

•
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Meeting Date: 13th September 2018

HMRC enquiry regarding
payment methodology for
Governing Body members
in 2013/14 and 2014/15
financial years. Potential
for backdated liabilities and
application of penalties for
lack of compliance with
regulations.
Corrections required to a
number of individuals
regarding correction of
affected pensionable/
taxable pay figures and
resulting taxation , national
insurance and pension
contributions (GP SOLO)
Development of a robust
remuneration framework as
per review
recommendations, ensuring
a legal and consistent basis
for engagement with
relevant individuals
Ongoing discussions with
BMA representatives
regarding resolution of
outstanding issues

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

Chair: Helen Dearden

Mitigating Actions:

•

Final position agreed with HMRC including the
acceptance of ‘SMART’ condition regarding treatment
of office holders

•

Ongoing discussions with individual GP’s (with
support from BMA as appropriate) to resolve
outstanding issues. Re-payment arrangements
agreed for the majority of individuals affected

•

Engagement with CCG legal advisors (Hill
Dickinson’s) with regards to the framework, including
development of supporting agreements / contracts on
the basis of proposed approach for each of the
relevant roles.

•

Engagement with CCG legal advisors (Hill
Dickinson’s) with regards to the potential resolution of
outstanding issues
Benchmarking of remuneration arrangements to

•
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inform future approach (to be included within
remuneration framework)
Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
Yes
2. Were any conflicts of interests identified or declared?
If Yes please state the nature of the conflict and how it was
resolved: For relevant items regarding GP Pay & Pension issues, Remuneration Framework and Other GP Remuneration issues all
GP members were excluded from the meeting and received no papers. In order to be quorate an independent member, Graham
Morris, Lay Member from South Sefton CCG was present.
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 25TH SEPTEMBER 2018 AT 10AM
ROOM 2, THE DEPARTMENT, LEWIS’S BUILDING
RENSHAW STREET L1 2SA
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
on 28th August 2018

Attached
All

1.3

Matters Arising

All

Part 2:

Updates

No items
Part 3:
3.1

Performance

Finance Update August 2018 – Month 05 18/19

Part 4:

Report no: FPCC 44-18
Mark Bakewell

Strategy and Commissioning

4.1

Contract Update September 2018 - Month 4 2018/19

Report no: FPCC 45-18
Alison Picton

4.2

NHS Liverpool CCG Procurement Plan

Report no: FPCC 46-18
Alison Picton

4.3

Better Care Fund Q1 Performance Report

Report no: FPCC 47-18
Mark Bakewell

430

Page 6 of 33

Part 5:

Governance

5.1

Information Governance – Standing Item
Information Governance Steering Group

Verbal
Mark Bakewell

5.2

Finance, Contracting & Business Intelligence Risk
Register – August 2018

Verbal
Mark Bakewell

5.3

Review of FPCC Effectiveness and Workplan

Verbal
Mark Bakewell

5.4

CCG incentive Scheme 2018-19

Report no: FPCC 48-18
Mark Bakewell

6.

Date and time of next meeting:
Tuesday 30th October 2018 Room 2 at 2pm, The Department, Lewis’s Building, L1
2SA.

For Noting:
Information Governance Steering Group Notes from 25th July 2018
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance Procurement &
Contracting Committee

Key issues:

Meeting Date: 25th September 2018

Risks Identified:

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

1. Financial Monitoring of • As identified within committee 2018 – C078
Year to Date / Forecast
paper – potential impact of
Expenditure update as per
variation away from planned
M5 reporting (August) with
expenditure levels and required
regards to delivery of NHS
delivery of Cash Releasing
England Business Rules
Efficiency
Saving
(CRES)
including required Cash
measures.
Releasing
Efficiency
Saving (CRES) measures
of £8.8m
2. Contract Monitoring Update
(based on month 4 activity
information)

3. CCG Procurement Plan
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• Variation away from planned No
levels of contracted activity
resulting increased levels of
expenditure, mitigated in part by
the Acting As one contract
agreement
• Lack of effectiveness of planned No
procurement approach resulting
in ‘pressured’ decision making
processes
• Lack of internal capacity /
resources to support required
procurement approach

Chair: Gerry Gray

Mitigating Actions:

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

• Continued monitoring of demand
management / commissioning scheme
activities (in line with CRES
assumptions)
• Enhancements to procurement planning
process supported by longer term
horizon scanning of likely procurement
requirements
• Resources to planned as part of
development of longer term
organisational structure / capacity
requirements
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4. Better Care Fund Quarter
One Performance

• Q1 performance against national
indicators

5. CCG Incentive Scheme

• None due to provider agreement
of expenditure profile, enables
access
to
proportion
of
cumulative
surplus
through
allowable draw-down in 19-20
financial year

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
/No
2. Were any conflicts of interests identified or declared?
resolved:
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• Continued Monitoring of commissioning
scheme activities and review of
operational plan performance
• 19/20 planning regarding BCF schemes
and prioritisation activities
• Additional non-recurrent investment
opportunity in 19-20 financial year

If Yes please state the nature of the conflict and how it was
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 30TH OCTOBER 2018 AT 2PM
ROOM 2, THE DEPARTMENT, LEWIS’S BUILDING
RENSHAW STREET L1 2SA
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
on 25th September 2018

Attached
All

1.3

Matters Arising

All

Part 2:

Updates

No items
Part 3:
3.2

Finance Update August 2018 – Month 06 18/19

Part 4:

4.4

Performance

Strategy and Commissioning

NHS Liverpool CCG Procurement Plan

Part 5:

Report no: FPCC 49-18
Mark Bakewell

Report no: FPCC 50-18
Derek Rothwell

Governance

5.5

Information Governance – Standing Item
Information Governance Steering Group

Verbal
Mark Bakewell

5.6

Finance, Contracting & Business Intelligence Risk
Register

Verbal
Mark Bakewell
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5.7

Finance, Procurement and Contracting Committee
Effectiveness Review and Work Plan

Report no: FPCC 51-18
Mark Bakewell

5.8

Scheme of Delegation – Operational Limits update
2018/19

Report no: FPCC 52-18
Mark Bakewell

6.

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

For Noting:
Information Governance Steering Group Notes from 2nd October 2018
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance Procurement &
Contracting Committee

Key issues:

Meeting Date: 30th October 2018

Risks Identified:

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

1. Financial Monitoring of • As identified within committee 2018 – C078
Year to Date / Forecast
paper – potential impact of
Expenditure update as per
variation away from planned
M6 reporting (September)
expenditure levels and required
with regards to delivery of
delivery of Cash Releasing
NHS England Business
Efficiency
Saving
(CRES)
Rules including required
measures.
Cash Releasing Efficiency
Saving (CRES) measures
of £8.8m
2. Review of CCG
Procurement Plan activities
and related issues

• Ensuring a robust approach No
towards
the
organisations
procurement activities, reducing
the chances of potential legal
challenge and that appropriate
resources are identified to
support the implementation

3. Review of committee
effectiveness and work
plan

• Review of current FPCC ‘Terms No
of Reference’ identified a small
number of small tasks not
covered by the committees
workplan in accordance with
established requirements
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Chair: Gerry Gray

Mitigating Actions:

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

• Robust procurement approach based
on recognised best practice at each of
the relevant stages of planning,
exercise and mobilization stages.
• Regular monitoring of planned activities
by committee to include exception
reports of material issues for escalation
and resolution
• Development of committee work plan to
include omitted items and to be kept
under review by the committee chair
• Further work to be undertaken to review
effectiveness of committee during
quarter 4 of financial year.
Page 12 of 33

• Further work to be undertaken
by the committee with regards to
effectiveness as part of ongoing
development of committee once
membership is complete and as
part
of
wider
committee
structure review.
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
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AUDIT, RISK AND SCRUTINY COMMITTEE (ARSC)
TUESDAY 25th SEPTEMBER 2018 1:00PM – 4PM
BOARDROOM, THE DEPARTMENT, LEWIS’S BUILDING
AGENDA
A = Approval

N = Noting

I = For Information

PRIVATE MEETING (excluding Internal and External Audit) 1pm – 2pm
1

Approach to Internal Audit Meeting - the
Role of Internal / External Audit

Committee Members
and MB/ID/SH/JL

Main Meeting to commencing 2pm – 4pm
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

ALL

1.2

Minutes and Actions from the previous
Audit, Risk & Scrutiny Committee meeting
held on 24th July 2018

ALL

1.3

Matters Arising

ALL

Part 2:

Updates

2.1

Anti-Fraud Staff Survey Update (N)

Verbal Update
Michelle Moss –CF-MIAA

2.2

Primary Medical Care Commissioning
and Contracting Update (N)

Report No: ARSC 33-18
Mark Bakewell

Part 3:

Performance

3.1

External Audit Progress & Sector Update (N)

Report no: ARSC 34-18
Mike Thomas / Georgia Jones –
Grant Thornton *** (dialling in)

3.2

Liverpool CCG Loss and Special Payments (I)

Verbal
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Mark Bakewell
3.3

Internal Audit Progress Report including update
on the outstanding recommendations action (N)
(Additional information to follow)

3.4

Anti-Fraud Progress Report (N)

Part 4:
4.1

Report no: ARSC 35-18
Maria McMahon - MIAA

Report no: ARSC 36-18
Michelle Moss – CF-MIAA

Strategy and Commissioning

No Updates

Part 5:

Governance

5.1

Review the process and procedures that develop
the Governing Body Assurance Framework

Report no: ARSC 37-18
Ian Davies / Stephen Hendry

5.2

Revised Risk Management and Assurance
Strategy 2018/2020 (N)

Report no: ARSC 38-18
Ian Davies / Stephen Hendry

5.2

Register of Interest Updates (I)
(To follow)

Report no: ARSC 39-18
Ian Davies / Stephen
Hendry

5.3

Register of Gifts and Hospitality (I)

Report no: ARSC 40-18
Ian Davies / Stephen
Hendry

5.4

NHS Counter Fraud Authority Updates (I)

Report no: ARSC 41-18
Mark Bakewell

Date of Next Meetings

#Private meeting with Auditors and Committee Members
Tuesday 4 December 2018 10am – 10:30am #
Main Meeting
Tuesday 4 December 2018 10:30am – 1pm
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Audit, Risk and Scrutiny
Committee

Meeting Date: 25 September 2018

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

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

Key issues:

Risks Identified:

1.

New NHSE requirement
for internal audit review
of Primary Care
Commissioning and
Contracting.

•

The new audit work is
required by NHSE but may
divert internal audit resource
from other areas identified as
needing review.

No

•

Discussion of revised internal audit plan
by Chair of Audit, CCG officers and
internal auditors. Lowest priority work
deferred to 2019/20 plan.

2.

Internal audit and antifraud progress reports.

•

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

No

•

ARSC receives regular reports on the
work of the auditors and on best
practice.
ARSC agreed that anti-fraud training
would be added to the mandatory
training requirements for all staff.

Inappropriate processes for
GBAF and risk registers
mean that risks to the CCG’s
objectives are not identified
and that identified risks are
not properly mitigated.

No

3.

Revised Risk
Management and
Assurance Strategy and
GBAF processes.

•

Mitigating Actions:

•

•

Review of strategy process and
procedures by ARSC. Lay Members for
Governance and Audit comment on
strategy and process and regularly
meet officers to discuss GBAF and
CRR. Strategy and process to be
updated when new committee structure
in place.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared? Yes. If Yes please state the nature of the conflict and how it was
resolved: Dr. Steve Sutcliffe declared an interest in item 2.2 the new NHSE requirement for internal audit review of Primary
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Care Commissioning and Contracting. The decision to be made was re the reallocation of internal audit resource as
suggested by internal audit ; the declared interest was not relevant to this.
3. A recurrent theme in internal audit reports on conflicts of interest is the failure to comply with the 28 day deadline for the
declaration of new or changed conflicts of interest and receipt of gifts and hospitality. GB members are reminded of this
deadline and the need to ensure that they comply.
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 2ND OCTOBER 2018 3PM TO 5PM
BOARDROOM THE DEPARTMENT
AGENDA
Part 1: Introduction & Apologies
1.1

Welcome & Introductions

ALL

1.2

Declaration of Interests

ALL

1.3

Minutes and Actions from 4th September 2018

Chair

1.4

Matters Arising

Part 2: Updates
2.1

Chief Nurse’s Report

QSOC 62-18
Jane Lunt

2.2

Safeguarding Q1 Update

QSOC 63-18
Helen Smith

Part 3: Strategy & Commissioning
3.1

Engagement Plans

QSOC 64-18
Sarah Dewar

3.2

Liverpool Children in Care Health Team – Overview
Report 2017/18

QSOC 65-18
Carlene Baines

3.3

Serious Incident Reporting and Management Policy

QSOC 66-18
Jan Lloyd
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Part 4: Performance
4.1

Early Warning Dashboard

QSOC 67-18
Jan Lloyd

4.2

North Mersey Health Economy Gram Negative Blood
QSOC 68-18
Stream Infection Reduction Steering Group Update Paper Barbara Harding
September 2018

Part 5: Governance
5.1

Risk Register

QSOC 69-18
Julia Burrows

5.2

Safeguarding Annual Report 2017/18

QSOC 70-18
Helen Smith

6.

Any Other Business

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

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality Safety & Outcomes (‘QSOC’)
Meeting Date: 2.10.18
Is the risk
Key issues:
Risks Identified:

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

1.

Children In Care Health
Team Update Report
highlights poor progress in
resolving identified issues.

•

Poor service in terms of
Health Assessments and
Health Reviews for Children
and Young People being
taken into Care.

QSOC RR

Chair: Ken Perry
Mitigating Actions:

•
•
•

2. Revised Serious Incident
reporting and Management
Policy Approved.

•

CCG and wider system not
adhering to national policy
and associated timescales.

•
•
•

3. CCG Safeguarding Annual
Report approved.

•

CCG demonstrates lack of
awareness and
understanding of how it
meets its statutory duties re
safeguarding.

•
•
•

Director of Children’s Services made aware
of slow progress and that the corporate
Parenting Board was not meeting regularly.
Matter escalated to Safeguarding Children
Board.
Form 1 completed to support further service
improvement, for CCG consideration.
Update to next meeting.
New policy shared with providers via the
Clinical Quality & Performance Groups
(‘CQPG’) for their knowledge and use
Training to be undertaken internally to
ensure staff were aware and able to utilize
policy.
Annual Report approved and will go to the
Governing Body.
To be incorporated into the CCG Annual
Report in future years.
Report to be disseminated within CCG and
across partners.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared? /Yes
If Yes please state the nature of the conflict and how it was
resolved:
KP declared that he had an interest in Mersey Care as the company of which he was a director, Do-Well, was retained to work
with the Chair and Senior Management Team of Mersey Care. This was in relation to any reporting on quality performance on the
agenda where Mersey Care was referenced, however as no decisions on commissioning of services or which had financial
implications were being taken, this interest did not represent a conflict.
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Dr Imran Vardak was in attendance at the meeting in respect of his role as Designated Doctor for Safeguarding. As a
Paediatrician at Alder Hey he had an interest in item 4.1 Early Warning Dashboard, item 2.2 Safeguarding Quarter One and item
3.2 report on Children In Care, however the reports being made were factual and the information already known by the Alder Hey
with no decision to be made so Dr Vardak was not conflicted and was able to remain in the meeting.
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 6TH NOVEMBER 2018 3PM TO 5PM
BOARDROOM THE DEPARTMENT
AGENDA
Part 1: Introduction & Apologies
1.5

Welcome & Introductions

ALL

1.6

Declaration of Interests

ALL

1.7

Minutes and Actions from 2nd October 2018

Chair

1.8

Matters Arising

1.4.1 Developments relating to community rehabilitation for
brain injury patients

QSOC 71-18
Jane Lunt

Part 2: Updates
2.3

Chief Nurse’s Report

QSOC 72-18
Jane Lunt

Part 3: Strategy & Commissioning

3.4

NHS Continuing Healthcare (CHC) Bi-annual Report

QSOC 73-18
Chris Clay

3.5

Engagement Plans

QSOC 74-18
Ken Perry/
Sarah Dewar

3.6

Safeguarding Care Home Standard Operating Procedure QSOC 75-18
(2017) Progress Report
Carmel Hale

3.7

Primary Care Connect (PCC) Everton Road and Primary QSOC 76-18
Care Connect Anfield Health Care Quality Commission Helen Smith
(‘CQC’) Reports
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3.8

Serious Incident Overview, Quarter 2 2018/19

QSOC 77-18
Barbara Harding/
Julia Burrows

Part 4: Performance
4.2

Complaints, Subject Access Requests, Freedom of
Information Requests and MP Enquiries Report April to
September 2018

QSOC 78-18
Sallyanne Hunter

Part 5: Governance
5.3

Risk Register

7.

Any Other Business

QSOC 79-18
Julia Burrows

Date & Time of next meeting
Scheduled for Tuesday 4th December 2018 3pm to 5pm Boardroom, The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality Safety & Outcomes (‘QSOC’)
Meeting Date: 6.11.18
Is the risk
Key issues:
Risks Identified:

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

1. Continuing Healthcare (‘CHC’)
Bi-annual Report re
performance highlighted the
challenges in meeting the
national target of full CHC
assessments completed in 28
days in quarter 2.

•

2. Progress report on
effectiveness of Standard
Operating Procedure related
to Care Homes highlights
improved performance in
response to Section 42
Safeguarding Investigations.

•

3. Recent Care Quality
Commission (‘CQC’)
publication of two reports
highlight 2 Liverpool practices
need to improve services.

•

Poor experience for
individuals and families due
to delayed assessment and
meeting care needs
appropriately and safely.

No

Current improved
performance trajectory falters
leading to delays in
investigations and
implementing outcomes from
the investigations.

No

Chair: Ken Perry
Mitigating Actions:

•
•
•

•

•
•
Patients’ experience of
primary care services
through these practices is
not as safe, responsive or
effective as it should be.

No

•

•
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Action Plan in place to improve completion
of assessments in a timely manner.
Liaison with NHS England to highlight
improvement work.
Consideration of options in terms of
improving the fragmented delivery of CHC
assessments which contributes to the delay.
More cohesive work across the system
maintained by close working between
colleagues in the CCG, Mersey Care Trust
and Liverpool City Council via regular
meetings and via formal working through the
Quality Assurance Group (‘QAG’).
Links to Care Home Network established.
Review of effectiveness via the CCG
Safeguarding meeting.
Liverpool CCG has established a task and
finish group with members from the
practices, Quality Team, Primary Care
Contracts to work with practices to develop
bespoke action plans to address
improvements required.
Consideration to be given as to how the
CCG gains assurance of quality of general
practice and how this is embedded in future
developments.
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Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared? No/
resolved:
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If Yes please state the nature of the conflict and how it was
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HEALTHY LIVERPOOL PROGRAMME
RE-ALIGNING HOSPITAL BASED CARE
COMMITTEE(S) IN COMMON (CIC)
KNOWSLEY, LIVERPOOL, SOUTH SEFTON AND SOUTHPORT & FORMBY CCGS
FRIDAY 12TH OCTOBER 2018
Boardroom , Liverpool CCG
th
4 Floor The Department, Lewis’s Building, 2 Renshaw Street,
L1 2SA
Time 1pm – 2.30/3pm
AGENDA
1. Welcome, Introductions and Apologies

Dr Fiona Lemmens

2. Declarations of interest

ALL

3. Notes and actions from the 8th June 2018
meeting

ALL

4.

Merger of the Royal Liverpool and Aintree
Hospitals

Presentation
Dr Fiona Lemmens

5.

Orthopaedic & Trauma Service Business Case
Update

Report No: CIC 05-18
Carole Hill

6.

North Mersey Urgent Treatment Centres

Report No: CIC 06-18
Ian Davies

7.

North Mersey Joint Committee Inaugural
meeting

Verbal
Jan Ledward

8. Any other business
9. Date and time of next meeting: Friday, 14th December 2018, 12pm to 2pm,
Boardroom, Liverpool CCG

450
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Committees in Common

Meeting Date: 12th October 2018

Key issues:

Risks Identified:

1.

•

2.

Merger of the Royal and
Aintree Hospitals, and
single service
programme

Proposal for a single
service for Orthopaedics.

•

To deliver a service change
process which meets
statutory requirements.

•

To ensure services are
improved and equitable

.

3.

Urgent Care Review

Need to ensure that service
change proposals meet the
needs of our population and
to engage in the merger
transaction.

•

To design an Urgent Care
System which is equitable
and meets needs.

•

Manage dependencies
across North Mersey.

CO18

CO18
CO56

CO56
CO59

Mitigating Actions:

•

Programme of engagement involving
North Mersey CCG Governing Bodies.

•

Executive representative on the
Transaction Programme Steering
Group.

•

CCGs will be consultees in the
transaction process.
Decision delegated to North Mersey
Joint Committee.

•
•

Assurance from NHS England
confirmed.

•

Committee(s) In Common overseeing
process and recommendations.
Review approach as part of One
Liverpool Plan.

•
•

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

Chair: Dr Fiona Lemmens

Committee(s) In Common to oversee
collaborative programme across North
Mersey.

If Yes please state the nature of the conflict and how it was
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PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 16TH OCTOBER 2018 AT 10AM TO 12PM
BOARDROOM THE DEPARTMENT
AGENDA
Part 1: Introductions and Apologies
1.1

Declarations of Interest

All

1.2

Minutes and actions from previous meeting on
21st August 2018

All

1.3

Matters Arising:

Part 2: Updates
2.1

NHS England Update

Verbal
Tom Knight

Part 3: Strategy & Commissioning
3.1

Primary Care Enhanced Access update

Verbal
Dr Rosie Kaur

3.2

Inadequate Care Quality Commission Rating and
New Patient Registrations

PCCC 17-18
Scott Aldridge

Part 4: Performance
4.1

Reporting Framework for Primary Care

Presentation (attached)
Peter Johnstone

Part 5: Governance
5.1

Internal Audit Framework For Primary
Medical Care Commissioning And Contracting

Verbal
Peter Johnstone

6.

Any Other Business

ALL

7.

Date and time of next meeting:
Tuesday 18th December 2018
Formal Meeting, Boardroom, The Department

452
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Primary Care Commissioning Cttee

Meeting Date: 16th October 2018

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

Chair: Ken Perry

Key issues:

Risks Identified:

1.

Risk management
following CQC
inspections

•

No process in place to
support the closing of a
practice list if judged
inadequate, with safety
concerns, by CQC.

•

Development of a template to inform a
decision by the PCCC on the impact to
patients and practices of closing a list

2.

Oversight of contract
responsibilities and
quality improvement

•

Currently no means to
triangulate data to identify
and monitor quality and safety
issues in general practice.

•

3.

Enhanced access.

•

Delivery sites do not allow
equitable access for all
patients

•

The primary care team and other
stakeholders are working on the first
annual Performance report which
reviews data from multiple sources and
identifies risks and trends – to be
reported to the December formal PCCC.
The Contract Monitoring Group are in
discussion with the service provider to
establish more sites across the city.

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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Mitigating Actions:

If Yes please state the nature of the conflict and how it was
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
HR COMMITTEE
TUESDAY 16TH OCTOBER 2018 AT 12.30PM
GOVERNING BODY MEETING ROOM 1, 4TH FLOOR, LEWIS’ BUILDING
AGENDA
Section 1: Standing Items
1.1

Welcome and Introductions

All

1.2

Declaration of Interests

All

1.3

Minutes and actions from the previous meeting
held on 26th June 2018

Helen Dearden

Section 2: Items for Decision

2.1

Travel Expenses Policy

Section 3:
3.1

HR 06-18
Lisa Mao

Items for Discussion

Workforce Profile

HR 07-18
Lisa Mao

Section 4: Items for Information
4.1

Managing Sickness Policy

5.

Date and time of next meeting – TBC

454

Verbal
Lisa Mao
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES
Meeting Date: 16th October 2018

Committee: Human Resources

Key issues:

1.

Risks Identified:

The Committee received, and •
recommended for adoption by the
Governing
Body
The
Travel
Expenses Policy.

455

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

Failure to have and maintain up No
to date and effective HR
policies, can lead to grievances
and ET claims which could have
a detrimental impact upon the
organisation and/or employees.

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:

Chair: Helen Dearden

Mitigating Actions:

•

An
organisational
policy
schedule
provides
a
framework for policy review
and updating.

If Yes please state the nature of the conflict and how it was
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NORTH MERSEY JOINT COMMITTEE
KNOWSLEY, LIVERPOOL, SOUTH SEFTON AND SOUTHPORT & FORMBY CCGS
INAUGURAL MEETING – HELD IN PRIVATE
WEDNESDAY 24TH OCTOBER 2018
Boardroom , Liverpool CCG
th
4 Floor The Department, 2 Renshaw Street,
L1 2SA
Time 3.30pm –5pm
AGENDA
10. Welcome, Introductions and Apologies
11. Declarations of interest
12. Adoption of Terms of Reference & Work
Programme

13. Election of Chair
14. Joint Committee Protocols

15. Any other business

Jan Ledward
ALL
ALL
Report No: NMJC 01-18

ALL
ALL
Jan Ledward
ALL

16. Date and time of next meeting: Wednesday, 28th November 2018, 9.30am
to 11.30am, Room to be confirmed, Liverpool CCG

456
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: North Mersey Joint Committee

Meeting Date: 24th October 2018

Key issues:

Risks Identified:

1.

•

2.

Governance

Single service for
Orthopaedic surgery
proposal

.

•

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

.

To ensure that the
Committee is properly
constituted

The Joint Committee will
ensure it makes
commissioning decisions on
only for those programmes
delegated by the four North
Mersey CCGs

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

457

Chair: Graham Morris, Lay Member,
South Sefton CCG

Mitigating Actions:

•

Terms of reference drafted by the North
Mersey Committees in Common and
approved by the Joint Committee.

•

Lay chair elected. Role to rotate every 6
months.

•

Joint Committee reviewed the work
programme.

•

The Joint Committee will receive a
proposal for a decision regarding the
future model for a single service for
orthopaedic surgery at the meeting on
28th November, to be held in public

If Yes please state the nature of the conflict and how it was
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HEALTHY LIVERPOOL PROGRAMME
HOSPITAL BASED SERVICES
COMMITTEE(S) IN COMMON
KNOWSLEY, LIVERPOOL, SOUTH SEFTON CCGS AND
SOUTHPORT & FORMBY CCGS
BOARDROOM LIVERPOOL CCG
FRIDAY 8TH JUNE 2018
PRESENT:
Fiona Lemmens (FL)

Clinical Vice Chair

Jan Ledward (JLe)
Mark Bakewell (MB)
Carole Hill (CH)

Chief Officer
Acting Chief Finance Officer
Healthy Liverpool Integrated
Programme Director
Chief Officer

Fiona Taylor (FT)

Debbie Fagan (DF)
John Doyle (JD)
Paula Jones (PJ)

APOLOGIES:
Rob Caudwell (RC)
Andy Mimnagh (AM)
Graham Morris (GM)
Ian Davies (ID)
Ian Moncur (IM)
Dianne Johnson (DJ)
Donal O’Donoghue
(DOD)
Martin McDowell
(MMcD)
Andy Pryce (AP)

Lead Nurse
Chief Finance Officer
Committee Secretary/minute
taker

Chair

NHS Liverpool CCG (In
the Chair)
NHS Liverpool CCG
NHS Liverpool CCG
NHS Liverpool CCG
NHS South Sefton CCG/
NHS Southport &
Formby CCG
NHS South Sefton CCG
NHS Knowsley CCG
NHS Liverpool CCG

Chief Officer
Secondary Care Clinician

NHS Southport & Formby
CCG
NHS South Sefton CCG
NHS South Sefton CCG
NHS Liverpool CCG
Sefton Council
NHS Knowsley CCG
NHS Liverpool CCG

Chief Finance Officer

NHS South Sefton CCG

Chair

Knowsley CCG

Chair
Deputy Chair
Chief Operating Officer
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Dyanne Aspinall
(DAsp)
Andrew Bibby (AB)

Interim Director of Adult Health
& Social Care
Assistant Regional Director of
Specialist Commissioning

Liverpool City Council
NHS England

1.0 Welcome, Introductions and apologies:
1.1 It was agreed by those present for Dr Fiona Lemmens to assume the role
of Chair of the meeting now that Dr Simon Bowers was no longer a
Liverpool CCG Governing Body member. The Chair then welcomed all to
the meeting and introductions were made.
As there was no member from NHS England Specialised Commissioning
present the meeting under the existing terms of reference was not
quorate. However, there were no items on the agenda that required a
recommendation to Governing Bodies or the joint Committee.
2.0 Declaration of Interest:
2.1 There were no declarations of interest made specific to the agenda.
3.0 Minutes & Actions of the previous meeting: 13th April 2018
3.1 The minutes of the 13th April 2018 meeting were agreed as an accurate
record of the meeting.
3.2

• Actions from item 3 Minutes and Actions of the previous meeting on
9th February 2018:
 Establishing a North Mersey Joint Committee – Action: FT
agreed to follow up on obtaining confirmation in writing
from West Lancashire CCG that they had declined to be a
member.
 Update on Liverpool Women’s Hospital Assurance Process – FT
updated that she had not yet met with Margaret Carney Chief
Executive Officer at Sefton Council – she would do and would
share a very high level brief. CH updated on the process that
Richard Barker and Andrew Gibson were visiting LWH on 12th
June 2018, the Chairs of the Overview & Scrutiny Committees
were being kept up to date. FL noted that after the visit an
official briefing could be prepared and CH would keep FT
informed re her meeting with Sefton Council on 18th June 2018.
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Action: CH to provide a briefing to FT for her to share with
Sefton Council on 18th June 2018.
• Actions from item 4 Establishing a North Mersey Joint Committee of
Clinical Commissioning Groups – Terms of Reference:
 CH confirmed that all the requested changes had been made to
the Joint Committee Terms of Reference and shared.
 FT confirmed that both South Sefton and Southport & Formby
CCGs had approved the Terms of Reference at their Governing
Body/Membership meetings as appropriate. They had added
only that the decision around the workplan and changes would
have to be approved by the membership (not Governing Body)
for South Sefton CCG only. Knowsley CCG were to put the
Terms of Reference for approval the following week.
 There was a discussion about which roles were required in the
membership to be approved by constituent CCG Governing
Bodies/membership as each CCG would have different
requirements. Action: roles to be included in the
membership of the North Mersey Joint Committee to come
back to the next meeting FT/DJ/JLe.
 FT confirmed that the action for her to speak to IM about local
authority involvement in the Committee(s) In Common would be
picked up during her discussion with Margaret Carney. Action:
FT to refer to IM and his role in the CIC in her discussion
with Margaret Carney.
 CH confirmed that the role of NHS England Specialist
Commissioning in the North Mersey Joint Committee had been
clarified and the Terms of Reference had been amended
accordingly.
• Actions from item 5 Acting As One – Shared Care Priorities:
 It was noted that DJ had not been informed that she had been
allocated a leadership role for one of the priority areas and JD
agreed that he would inform her. Action: JD to speak to DJ to
clarify she had been allocated a leadership role for one of
the shared care priority areas.
4.0 Joint Committee Proposals Feedback – Verbal – Carole Hill
4.1

 This had already been discussed under matters arising and the CIC
agreed that there was nothing more to add.
The Committees in Common:
 Noted the Verbal Update.
Page 3 of 6

463

5.0 Orthopaedic & Trauma Service Business Case – Report No: CIC 0418 – Carole Hill
5.1

 The decision would be delegated to the new North Mersey Joint
Committee.
 The CIC would continue to meet as a place where detail could be
worked through with scrutiny and challenge, and recommendations
made.
 The orthopaedic Business Case which had been circulated had only
been received on Monday 4th June 2018.
 MMcD had emailed his comments to the CIC in particular:
o Would like more work on benchmarking activity
o Access issues for certain areas of the population such as South
Sefton and Knowsley re Patient Choice and elective care, would
the restructure change behaviour? CH commented that flexibility
of daily list scheduling for elective procedures was being looked
at to mitigate travel time issues. For elective care length of stay
was very short so should not impact in visiting.
 JD referred to 6% increase in elective care 2018/19 and asked
about the impact of this on service redesign. CH agreed to take this
back. Action: CH to look into issue of increased elective care.
 FT made a comment around the need to move forward with the
redesign whilst bearing in mind potential impact on hospitals other
than Aintree/Royal/Broadgreen where T&O services were also
provided. This was the same for all regional decisions. JLe noted
that the concept was agreed as right at the time, the risks to not
moving forward were greater.
 CH noted that this was clinically driven, and been to the Boards of
the Trusts involved in private business, the next stage was to get
commissioner review and then to go to NHS England for final
assurance. After this the Joint Committee would make a decision
and then the proposal would go to the Joint Overview & Scrutiny
Committee. Now that the new Royal was delayed there was more
time available.
 Action: CH to feedback virtually to the CIC members by 22nd
June 2018.
 As the meeting was not quorate with required representation from
NHS England Specialised Commissioning there was a discussion
around the requirement for them to be present to ensure a quorum,
given that the Committee(s) in Common remit had changed and it
was making recommendations to constituent CCGs/North Mersey
Joint Committee. It was agreed that CH would look at amending
the quorum for the Terms of Reference. Action: CH to review and
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amend Terms of Reference for the CIC re the requirement for
NHS England Specialised Commissioning to be present for
quorum purposes.
The Committees in Common:
 Recommended the proposal for the establishment of a single
service to be delivered over two sites to the North Mersey Joint
Committee (when established).
 Further comments from CCGs on the Business Case to be
forwarded to CH
6.0 Update on Royal and Aintree Merger Process – Verbal – Carole Hill
6.1

 CH tabled the Transaction Programme Board Key milestones
documents.
 Deep dives had been held into selected services to show the patient
benefit case for the transaction.
This was different to a
reconfiguration process and therefore did not require NHS England
assurance.
The IPT areas were: Trauma & Orthopaedics,
haematology,
ENT,
General
Surgery,
nephrology,
gastroenterology/endoscopy and radiology.
 Three IPT workshops would be held involving clinicians (Early stage
public engagement) for each IPT speciality.
 JLe asked what the commissioning benefit of the merger would be
and have a clear view of the benefits we were expecting. CH
suggested asking the Royal and Aintree Medical Directors to
present. FT suggested bring the four CIC Governing Bodies
together to have this discussion before further engagement with the
Trusts.
 The risks around quality and delivery of services from Aintree were
discussed, it was noted that this was a risk on the Liverpool CCG
Corporate Risk Register. JD suggested that we should share our
Corporate Risk Register.
Action: It was agreed that CH would write up a detailed narrative on
the work already done and put together a presentation for a
collective Governing Body discussion. CH also to check whether
the key milestones document had been shared with the Trust
Boards.
The Committees in Common:
 Noted the Verbal Update.
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7.0 Liverpool Women’s Hospital Update – Verbal – Fiona Lemmens
7.1 This matter had already been discussed under the actions from the
previous meeting. It was noted that North Mersey partners were
signatories to a letter of support to Andrew Gibson.
Action: an update to be brought to the next meeting - FL
The Committees in Common:
 Noted the Verbal Update.
8.0 Any Other Business
8.1 It was noted that, subject to approval from Knowsley CCG, the North
Mersey Joint Committee could be formed. Given the need to
accommodate clinicians dates would be found which were acceptable to
all members. Action: PJ to email out to the member CCGs to
canvass for suitable dates.
9.0 Date of next meeting
9.1 Friday 10th August 2018, 12pm to 2pm Boardroom, Liverpool CCG.
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
HR COMMITTEE
Minutes of meeting held on Tuesday 26th June 2018 at 2pm
Governing Body Meeting room 1, 4th Floor, Liverpool CCG, The
Department, Lewis’s Building
PRESENT:
Helen Dearden (HD)
Dr Shamim Rose (SR)
Dr Maurice Smith
IN ATTENDANCE:
Ian Davies (ID)
Gillian Roberts (GR)
Andrew Woods (AW)
Sallyanne Hunter
Paula Jones

APOLOGIES:
Jan Ledward (JLe)
Ken Perry (KP)

1.1

Lay Member for Governance - Chair
Governing Body Member – GP
Governing Body Member – GP

Chief Operating Officer
Senior HR Business Partner, Midlands &
Lancashire Commissioning Support Unit
Senior Governance Manager
(Merseyside Equality & Inclusion Service)
Customer Services Manager/Unison
Representative
Committee Secretary - Minutes

Interim Chief Officer
Lay Member for Patient & Public
Involvement

WELCOME & INTRODUCTIONS
The Chair welcomed everyone to the meeting.

1.2

DECLARATIONS OF INTEREST
No declarations of interest were noted specific to items on the agenda.
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1.3

MINUTES OF PREVIOUS MEETING HELD ON TUESDAY 30TH
JANUARY 2018
The minutes of the previous meeting held on 30th January 2018 were
previously circulated and agreed as a correct record of the discussions
which had taken place subject to the following amendment:
• AW asked for page 5 section 2.2 Liverpool CCG Workforce
Equality & Diversity Update, first bullet to be amended to remove
the reference to and Equality Impact Assessment to be carried
out prior to the April 2018 HR Committee to be removed.

1.4

MATTERS ARISING NOT ALREADY ON THE AGENDA

1.4.1 Action Point One – ID updated the HR Committee that the Policy
on Policy approval, as part of the wider governance work, would
be brought back to the HR Committee in September 2018
(dependent upon progress in reviewing the CCG Committee
structure).
1.4.2 Action Point Two – as per Action Point One the refreshed
Organisational Development Plan could only come back to the
HR Committee when the wider governance work was complete,
envisaged for September 2018.
1.4.3 Action Point Three – it was noted that Transgender Employment
Policy was on the agenda.
1.4.4 Action Point Four – it was noted that HR Policies approved at the
last HR Committee meeting had been presented to the March
2018 Liverpool CCG Governing Body and were approved.
1.4.5 Action Point Five – it was noted that the remaining 8 HR Policies
were on the agenda for today’s meeting for approval.
1.4.6 Action Point Six – AW updated the HR Committee that he had
spoken to NHS England who had informed him that guidance
around leadership and board election re equality & diversity was
not available and so the action around BME representation on
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the Governing Body was on hold until this guidance was
available. The Liverpool CCG Governing Body elections had
been in May 2018 and so it had not been possible to complete
the action in time for this round of elections. ID commented that
the next elections would be in two years’ time for three members.
AW agreed to include the matter on the Workforce Race Equality
(‘WRES’) Action Plan.
1.4.7 Action Points Seven, Eight and Nine – it was noted that the
Liverpool CCG Equality & Diversity Policy and Health & Safety
Policies discussed at the last meeting had been amended as
requested and submitted to the March 2018 Liverpool CCG
Governing Body where they were approved.
Section 2: Items for Decision
2.1

HR POLICIES - HR 04-18
GR explained that 13 policies had been approved at the last meeting
of the HR Committee which left 8 to be approved today and
recommended to the Governing Body for approval. In addition a
decision needed to be taken on the future drafting of the Managing
Sickness Absence Policy for Liverpool CCG. She presented the
policies as follows:
• 4 policies required only very minor changes to take on board
legislative changes and these were contained in Appendix B:
o Flexible Working Policy
o Maternity Guidance
o Secondment Policy
o Annual Leave Policy
• The Disciplinary Policy required fundamental amendments and
was contained in Appendix C
• The Grievance Policy and Whistleblowing Policy were contained
in Appendix E, these were essentially completely new policies as
they had been completely overhauled and had been shared with
the Senior Management Team and Staff Listening Group, along
with the Travel Expenses Policy which was completely new.
Page 3 of 7

469

• Managing Sickness Absence Policy – the Commissioning Support
Unit’s Cheshire and Merseyside CCG policy was attached for
consideration along with the existing Liverpool CCG Policy. The
main differences between the policies were discussed- an additional
informal stage; the term ‘stage’ not ‘warning’; and varying ‘triggers
points’.

The options available to the CCG were:
•

Option 1 – roll forward the existing policy allowing
management discretion, a formal stage 1 process with HR in
attendance and the issuing of ‘warnings’ affording appeal at
each stage.

•

Option 2 – make amendments to the existing policy to
address the concerns of the first stage formal and requiring
HR presence, this would require a further stage to be added.
Remove the reference to warnings to avoid appeal at each
stage and make clear when a warning should be issued with
the additional trigger added.

•

Option 3 – adopt the Cheshire and Merseyside CCG policy
in totality.

NB All options require a level of management training to
ensure a consistent approach to absence management.
Option 2 and 3 would require a complete change of approach
which will require agreement from SMT and consultation with
staff and their representatives.
After discussion the HR Committee decided that Option 3, adopt the
Cheshire and Merseyside CCG policy in totality, was the approved
option. It was agreed that GR would prepare this for circulation to the
Senior Management Team, Staff Listening Group and then bring
formally back to the HR Committee, a training plan for staff and
managers would also be produced. It would be submitted virtually to
the HR Committee for approval so as not to delay implementation.
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The HR Committee approved the minor amendments to the policies
contained in Appendix B.
Appendix C Disciplinary Policy:
The changes to this policy were fundamental. HD requested clarity
over informal and formal processes and the use of the words ‘may’ and
‘will’ in order to stop the policy being open to interpretation on page 5.
It was agreed that for the informal section the last sentence should be
amended to “ … should conduct fail to improve or further instances of
this misconduct occur, formal disciplinary action will be instigated,
depending on the circumstances.” The addition of “depending on the
circumstances” would provide a clearer instruction.
HD and SR referred to page 7 of the Policy around investigations
being conducted about employees who had left the organisation in
their absence and felt that they should have the right to be invited to
attend. GR responded that this was in accordance with employment
law, they could provide a written statement. She agreed to explore this
further.
HD referred to the Appeals process on page 9 and asked for the word
“reasonable” to be removed around grounds for appeal as including
this appeared to be pre-judging the appeal. ID confirmed that the
appeal was not merely to appeal the decision, it needed to include new
information. GR confirmed that any new grounds would be heard.

Subject to the above changes the policy was agreed for submission to
the Governing Body for approval.
HD felt that guidance was required on when to use the Grievance
Policy and when to use the Whistleblowing Policy. GR added that the
Bulling & Harassment Policy was also linked to these.
Appendix D Grievance Policy:
• HD pointed out a typographical error in the Policy on page 8 3rd
paragraph which should read “The outcome of the meeting
wherever possible should be provided verbally to the employee
at the end of the meeting ….”
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• HD asked for the word “reasonable” to be removed from page 8
Stage 2 Appeal first paragraph.
• ID felt the policy was very clear and had good timescales.
Appendix E Whistleblowing Policy:
ID commented on blue typeface which referred to hyperlinks which
should be made clearer.
Appendix F Travel Expenses Policy:
HD commented that the tax references in the policy were out of date
and felt that giving tax advice in the policy should be avoided as it was
dependent on the personal circumstances of those involved and tax
legislation was constantly changing. It was agreed that GR and HD
would meet outside of the meeting to look into this further.
HD raised the issue of value for money which should be made more
explicit in the policy around the mode of travel chosen and claimed for.

The Liverpool CCG HR Committee:
 Approved the listed policies with amendments
 Approved the new policies to be introduced and implemented
with the exception of the Travel Expenses Policy
 Decided the future approach for the Managing Sickness
Absence Policy
 Agreed that the new Managing Sickness Absence Policy and
the Revised Travel Expenses Policy would be brought back to
the HR Committee. The Managing Sickness Absence Policy to
be circulated virtually by end of July 2018, the Travel
Expenses Policy to come back to the next meeting )September
2018 meeting.
Section 3: Items for Discussion
3.1 TRANSGENDER EMPLOYMENT POLICY - HR 05-18
AW presented the new Liverpool CCG Transgender Employment
Policy to the HR Committee for recommendation to the Governing
Body for final approval. Transgender was a protected characteristic
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under the Equality Act and the Gender Identity Act and represented a
small community, however discrimination in the workplace was
widespread nationally. This was a very simple policy dealing with
transitioning staff who were protected and had a Transition Plan. In
response to a query from SR he commented that the policy had been
adopted from those already in existence with many NHS providers and
drafted in accordance with the issues identified by Hill Dickinson
Solicitors at a presentation at a seminar they ran on this subject. The
policy was therefore driven by the NHS and legal advice.
SR raised the issue that doctors had around medical information and
patient history being linked from previous identity/name to new one.
There was also a potential issue of individuals trying to “lose” historic
records in the case of something like a disciplinary hearing and a way
needed to found around these issues. AW acknowledged these issues
which were not contained in the detail of the policy itself which was
around supporting individuals in their transition.
The Gender
Recognition Act 2004 however was poorly written, all
checks/disclosures as appropriate were covered in the policy.
HD referred to a number of typographical errors which needed tidying
up and clarity required around provision and commissioning section 2.
(i) page 5 of the policy which AW agreed to amend. HD also raised the
issue around potential fraud which was missing from the policy and
AW agreed to revise this in detail.
The Liverpool CCG HR Committee:
 Recommended the attached policy to the Governing Body for
final approval and ratification.
Section 4: Items for Information
NONE

5.

DATE AND TIME OF NEXT MEETING
To be confirmed
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AUDIT, RISK AND SCRUTINY COMMITTEE (ARSC)
TUESDAY 24th JULY 2018 2PM – 4PM
FINAL MINUTES
A = Approval

N = Noting

Members
Sally Houghton (SHo)
Helen Dearden (HD)
Ken Perry (KP)
Donal O’Donaghue(DOD)
IN ATTENDANCE
Mark Bakewell (MB)

I = For Information

Audit Chair – Lay Member Audit and Financial
Management - Governing Body Member
Liverpool CCG Vice-Chair – Lay Member for
Governance – Governing Body Member
Lay Member for Patient Engagement & Involvement –
Governing Body Member
Secondary Care Doctor – Governing Body Member

Ian Davies (ID)
Stephen Hendry (SH)
Mike Thomas (MT)
Gary Baines (GB)
Maria McMahon (MMc)

Acting Chief Finance Officer – Governing Body
Member
Chief Nurse/Head of Quality – Governing Body
Member
Chief Operating Officer
Senior Operations and Governance Manager
Director - Grant Thornton
Director – Mersey Internal Audit Agency (MIAA)
Senior Audit Manager – MIAA

Lynne HiIl (LH)

PA/Minute Taker

Apologies
Stephen Sutcliffe (SS)
Michelle Moss (MM)

GP Governing Body Members
Counter Fraud Specialist – MIAA

Jane Lunt (JL)

Part 1:
1.1

Introductions and Apologies

DECLARATIONS OF INTEREST

There were no new declarations of interest reported.
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1.2a MINUTES AND ACTIONS FROM THE PREVIOUS AUDIT, RISK AND
SCRUTINY COMMITTEE MEETING HELD ON 20 APRIL 2018
The minutes were agreed as an accurate record of the discussions that took place
on 20th April 2018 with the following minor amendment:
• Page 15; Should read - MB agreed to consider the details outside of the
meeting and evaluate whether a lower percentage would add value to the
report in terms of % expenditure completeness but did not include all areas.
 The Audit Risk and Scrutiny Committee:
 agreed the minutes of the previous meeting held on 20 April 2018

1.2b MINUTES AND ACTIONS FROM THE PREVIOUS AUDIT, RISK AND
SCRUTINY COMMITTEE MEETING HELD ON 20 APRIL 2018
All actions have been completed.

1.3

MATTERS ARISING

There were no matters arising not on the agenda.

Part 2:
2.1

Updates

INTRODUCTION TO AUDIT COMMITTEE PRESENTATION
REPORT NO: ARSC24-18

Gary Baines (GB) presented the “Introduction to Audit Committee” and the
presentation was circulated to the Committee following the meeting. GB highlighted
the statutory requirements of a CCG to ensure they have an Audit Committee as
part of their governance arrangements. GB outlined the following;
•
•
•
•

The role of the Audit Committee
Key challenges for the Audit Committee
Focus for the future
Task - Building a development plan

The Audit Committee play a key role in supporting the Governing Body by critically
reviewing and reporting on the relevance and robustness of the governance
structures and assurance processes on which the Governing Body places reliance.
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This requires the audit committee to understand and scrutinise the organisation’s
overarching framework of governance, risk and control. At the corporate level, this
includes risk management and performance management systems underpinned by
the assurance framework.
The Audit Committee priorities are;
• Staying Focused – Update and regularly review Terms of Reference
• Ensure the Audit Committee has the right skills and support
• Ensuring high quality content and effective information flows
• Reinforce audit quality and set clear expectations for Internal and External
Audit
• Understand the CCG’s significant risks and how they are being managed
and assurance provided
• Audit Committee members induction
• Review of performance/effectiveness
There were no questions from the Committee.
 Action:

Audit Committee Effectiveness Review to be undertaken
in September or December 2018

 Action:

External Audit to present ‘Role of the Audit Committee’
in December 2018

 The Audit Risk and Scrutiny Committee:
 noted the MIAA presentation on the Introduction to Audit
Committee.

2.2

ANTI-FRAUD STAFF SURVEY (I)

REPORT NO: ARSC 25-18

Mark Bakewell (MB) presented the Anti-Fraud Staff Survey that had recently been
released. This is an annual anti-fraud survey that is undertaken within Liverpool
CCG and most of the responses are in line with what would be expected and some
positive aspects from the survey. MB has asked Michelle Moss (Counter Fraud
Specialist - MIAA) to develop an Action Plan to look at any areas of weaknesses
and low response rates.
MB drew the Committees attention to the areas of concern which should result in
positive 0% or 100% response rates, for example ‘respondents who had no
knowledge or felt unsure as to who to tell within the CCG if they had a concern that
they felt had a potential conflict of interest’ was recorded at 7.69% and the aim
should be 0% and that all respondents should know who to inform.
3

477

The initial recommendations are detailed in Appendix A: Action Plan. Michelle Moss
(MM) will be in attendance at the September 2018 Audit, Risk and Scrutiny
Committee.
The Committee queried why only 62.96% of staff had completed the training when
this is mandatory. Ian Davies (ID) agreed to clarify the statistics and current
position.
 Action: ID to check on the mandatory training statistics.
 Action: ID to ask the Staff Listening Group to gain an understanding and
perception of why staff are choosing not to complete surveys.
 Action: Counter Fraud Staff Survey discussion to be an Agenda item for
September 2018.
 The Audit Risk and Scrutiny Committee:
 noted the Anti-Fraud Staff Survey.

Part 3:
3.1

Performance

LIVERPOOL CCG LOSS AND SPECIAL PAYMENTS

Mark Bakewell (MB) confirmed there have been no Loss and Special Payments
during quarter 1.
 The Audit Risk and Scrutiny Committee:
 noted the Loss and Special payments update.

3.2

RECEIVE THE EXTERNAL
REPORT NO: ARSC 26-18

AUDITORS

ANNUAL

AUDIT

LETTER

Mike Thomas (MT) presented the Grant Thornton External Auditors Annual Audit
Letter and confirmed that an unqualified regularity opinion was given on Liverpool
CCG Annual Final Accounts. Consistency of accounts consolidation template had
been met and Grant Thornton did not identify any matters which required them to
exercise the statutory powers. MT stated that the Annual Audit Letter should be
displayed on the Liverpool CCG website.
It was noted that the NHS Directions for Liverpool CCG will be lifted on 22 August
2018.
 The Audit Risk and Scrutiny Committee:
 noted the final Annual Audit Letter and the requirement to display
on Liverpool CCG website.
4
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3.3

REVIEW RISK AND CONTROLS AROUND FINANCIAL MANAGEMENT
*SELF ASSESSMENT REPORT
REPORT NO: ARSC 27-18

MB presented the Review of Risk and Controls Around Financial Management
report which details the review of risk and controls around financial management.
The paper details the control mechanisms Liverpool CCG deploys to deliver the
financial statutory duties and the segregation of duties. MB stated that there is a
well-developed and structured process in place in relation to the national shared
ledger.
The report detailed the following areas of controls:
• Expenditure controls as per the CCG Constitution
• Allotments as per the CCG Constitution
• Prime Financial Policies
o The Prime Financial Policies are built around the 3 pillars of financial
management
 Planning
 Monitoring
 Reporting
• Further controls such as
o Scheme of Delegation
o General Ledge Hierarchy
o Business Case Approvals for new Investments
o Virements
o Variance Analysis and Investigation
The CCG gains assurance that it has the relevant controls in place using the
expertise and knowledge of both its internal and external auditors to assess risk and
test on a substantive basis the control measures in place.
The assurance mapping provides evidence to the Audit Risk and Scrutiny
Committee of the finance management controls in place within the CCG.
MB drew the Committees attention to the area highlighted on page 52 of the report
‘Capita Business Services Ltd/PCSE’ has received a qualified opinion except for
control objectives for 1,14 and limitation of scope on control objective 12. This has
been identified on the corporate risk register and the CCG are working with NHS
England to rectify the issues. MB stated that the CCG continues to implement the
recommendations on improving systems and processes.
HD queried if Liverpool CCG have an agreed Value for Money definition. MB
explained that there is no standard definition or technique that Liverpool CCG use.
External Audit have an approach on the Value for Money Opinion, but this is
different to how we approach on spending money with its providers it is subjective
and also depends on the issues that arise, for example disinvestment / investment in
5
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services or service redesign. MB referred to the corporate dashboard, Improvement
and Assurance Framework (IAF) ratings and programme budgeting and
benchmarking against other organisations.
Ken Perry(KP) discussed the housing association and social value Value for Money
definition and he suggested that this may be something to look at for the CCG
learning and development. MB stated that Value for Money / Social Value may
need to be explored in the prioritisation work and decisions that the Governing Body
will need to make on investment and disinvestment during the next 12 months.


3.4

The Audit Risk and Scrutiny Committee:
 noted the Review Risk and Controls Around Financial Management
report.

INTERNAL AUDIT PROGRESS REPORT

REPORT NO: ARSC 28-18

Maria McMahon (MMc) presented the Internal Audit Progress report and highlighted;
• Heathcare Associate Infections (HCAIs) - field work has been completed
and the draft report will be available in the next few days
• Data Quality - field work is in progress
MMc highlighted the Composite follow up report for Quarter 1 and stated the full
report is detailed on page 64 of the pack. MMc reported that progress is being
made on the recommendations and additional information has been received for
Personal Health Budgets (PHB). Those recommendations outstanding sit mainly
with Continuing Health Care (CHC) and there are external factors that impact on
implementing them and there are some issues with the CSU and the ADAM system.
Regular meetings are taking place with MB, SH, Beverley Bird and Internal Audit
and a system is in place to assess and report on the recommendations and
progress is taking place. However, it was acknowledged that there are some delays
that are outside the remit of the CCG.
Jane Lunt (JL) reported that further evidence has been received for the
recommendations in relation to the Assurance on Quality of Services Commissioned
and the CSU. Progress has been made and this will be evidenced at the next
update. JL reported that the number of HCAI cases have reduced significantly.
SHo highlighted 6 recommendations for Healthy Liverpool which are marked as
‘superseded’ and stated that some of the recommendations have a more general
scope and do not just relate to Healthy Liverpool. Officers are to review the
recommendations and reinstate those with a broader scope. SHo also stressed that
some of the recommendations appear old and the Audit Committee may not be
receiving appropriate assurances that internal audit recommendations are taken
6
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seriously and progressed. SHo requested that the recommendations should include
a revised deadline if the original deadline is not achieved and the reason it is not
achieved, even if this is outside of the CCGs control.
KP suggested that any legacy recommendations should be clearly identified and any
individual Audit Tracker should be presented to the appropriate Committee (ie
Quality, Safety and Outcomes Committee) as an agenda item for those Committees.
 Action:
MMc/MB/SH agreed to review the Healthy Liverpool
recommendations marked as superseded and update appropriately.
Actions where the deadline has not been met should have revised
deadline dates and reason for delay.
 Action: ID/MB/SH to consider the Audit Tracker being presented to the
appropriate CCG Committees.
 Action: SH/MB Updated Audit Tracker to be presented to the September
2018 Audit, Risk and Scrutiny Committee.
MMc highlighted the audit work on ‘Contracting and Arrangements with Clinical
Leads’ and sought agreement from the Committee for this work to be deferred to
Quarter 3 alongside the Remuneration work. This was agreed.
SHo highlighted the new NHSE requirement for internal audit work for Primary
Care Commissioning to be taken in to consideration when planning work. MMc
confirmed that a 6 month stock take of planned audit work is undertaken and any
priority work will be included and brought forward.


3.5

The Audit Risk and Scrutiny Committee:
 approved the deferral of the ‘Contracting and Arrangements with
Clinical Leads’ to Quarter 3.
 noted the update Internal Audit Progress Report.
MIAA INSIGHT / BENCHMARKING REPORT AUDIT COMMITTEE UPDATE
(JULY 2018) COI BENCHMARKING 2017/18 REPORT NO: ARSC 29-18

MMc presented the MIAA Insight/Benchmarking reports; Audit Committee Update
and Conflicts of Interest (COI) Benchmarking 2017/18.
The Committee was asked to note the Overall Profile of Compliance for Liverpool
CCG (CCG1) on page 118. It was noted that the amber rating for Governance
arrangements relates to number of Lay Members in post and the CCG is now
compliant.
 Action: MMc agreed to forward a full assurance framework to Sally
Houghton.
7

481



Part 4:
4.1

Strategy and Commissioning

No further updates

Part 5:
5.1

The Audit Risk and Scrutiny Committee:
 noted the updates.

Governance

REVIEW CHANGES TO STANDING ORDERS, FINANCIAL INSTRUCTIONS
/ PRIME FINANCIAL POLICIES AND CHANGES TO ACCOUNTING
POLICIES

MB reported there are no changes to the Standing Orders/SFI. It was noted that
there is a NHS consultation currently being undertaken on IFRS16 which relates to
leases and accounting standards and treatment in the NHS. From a CCG
perspective it is low impact, however, may change accounting manual for the next
financial year. MT confirmed that training will be put in place for IFRS16 when
implemented.
MB highlighted the relationship with NHS Property Services and Community Health
Partners and current financial arrangements for primary care that needs to be
included in the consultation process.
 The Audit Risk and Scrutiny Committee:
 noted the verbal update on standing orders, financial instructions /
prime financial policies and changes to accounting policies.
5.2

NHS COUNTER FRAUD AUTHORITY UPDATES REPORT NO: ARSC 3018

MB stated he is working on the series of counter fraud issues with Michelle Moss, ie
staff briefings, updates, yammer, proactive work
 The Audit Risk and Scrutiny Committee:
 noted the NHS Counter Fraud Authority Updates.
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5.3

REGISTER OF INTEREST UPDATES

Report No: ARSC 31-18

ID stated that the register has been update with recent new declaration and we
are undertaking a yearly refresh on Declarations of Interest for CCG staff
 The Audit Risk and Scrutiny Committee:
 noted the Register of Interest Updates.

Date of Next Meetings (Please note revised arrangements * and # )
*Tuesday 25 September 2018

1pm – 2pm Approach to the Role of
Internal / External Audit (by invitation only)
Main Meeting

#Tuesday 4 December 2018

2pm – 4pm

10.00am – 10:30am – Private Meeting of
Committee Members and Internal and
External Audit Only
Main Meeting

10:30am – 1pm

9
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
Minutes of meeting held on Tuesday 21ST AUGUST 2018 at 10AM
BOARDROOM, THE DEPARTMENT
Present:
Voting Members:
Ken Perry (KP)
Helen Dearden (HD)
Paula Finnerty (PF)
Steve Sutcliffe (SS)
Mark Bakewell (MB)
Jane Lunt (JL)
In attendance:
Rob Barnett (RB)
Colette Morris (CMo)
Peter Johnstone (PJ)
Jacqui Waterhouse (JW)
Ben Kennedy (BH)
Sharon Poll (SP)
Scott Aldridge (SA)
Lynn Jones (LJ)
Tina Atkins (TA)
Sarah Thwaites (ST)
Sandra Davies (SD)
Paul Fitzpatrick (PFi)

Louise Halloran (LH)

Richard Houghton (RH)
Alison Picton (AP)
Paula Jones

Governing Body Lay Member – Patient &
Public Involvement (Chair)
Governing Body Lay Member for Governance
GP – North Locality Chair
GP
Acting Chief Finance Officer
Chief Nurse/Head of Quality

LMC Secretary
Primary Care Development Manager
Head of Primary Care Delivery
Primary Care Development Manager
Senior Finance Manager (VH Maternity Leave
cover)
Primary Care Nurse Transformation &
Workforce Lead
Contracts Manager
Primary Care Quality Manager
Governing Body Practice Manager Member
Healthwatch
Director of Public Health
Liverpool CCG Estates and Facilities Workstream Lead
Director of Estates & Facilities Aintree
University Hospital (up to and including item
3.2 only)
Estates
Implementation
Manager,
GB
Partnerships (up to and including item 3.2
only)
Senior Project Manager, Primary Care
Senior Contracts Manager
Committee Secretary

Apologies:
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Jan Ledward (JLe)
Cheryl Mould (CM)
Dr Rosie Kaur (RK)
Dr Adit Jain (AJ)
Tom Knight (TK)

Chief Officer
Primary Care Programme Director
GP, Primary Care Lead
Out of Area GP Advisor
Head of Primary Care – Direct Commissioning
NHS England

Public: 2

PART 1:

INTRODUCTIONS & APOLOGIES

The Chair welcomed everyone to the meeting and introductions were
made.
1.1

DECLARATIONS OF INTEREST
It was noted that all GPs had an interest in items 3.1 Access
Review results from Healthwatch re general practice and also 3.2
Neighbourhood Review Report re Estates. The Director of
Estates and Facilities at Aintree Hospital was the presenter of the
Neighbourhood Review Report as he worked across Aintree
Hospital and Liverpool CCG in an estates role. There was no
decision to be made on either item and GP input was beneficial.

1.2

MINUTES AND ACTIONS FROM PREVIOUS MEETING ON
19TH JUNE 2018
The minutes of the 19th June 2018 were approved as an accurate
record of the discussions which had taken place subject to the
correction of some typographical errors to be supplied to Paula
Jones by HD, including the change of JLe’s title to Chief Officer
from Interim Chief Officer.

1.3

MATTERS ARISING NOT ALREADY ON THE AGENDA –
Verbal

1.3.1

Action Point One: it was noted that feedback via
presentation from Healthwatch on access review results
was on the agenda.

1.3.2

Action Point Two: it was noted that more detail around the
Medicines Optimisation Committee’s position on
commercial sponsorship was to be on the agenda for the
October 2018 meeting.
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1.3.3

Action Point Three: It was noted that feedback on the
identification of vulnerable patients re the Direct Patient
Ordering process was being brought to the December
2018 meeting.

1.3.4

Action Point Four: it was noted that the September 2018
Primary Care Commissioning Committee Strategic
Development Session would include a discussion of
workforce issues.

1.3.5

Action Point Five: it was noted that the action from KP
around the more appropriate use of committee meetings
re the model of change was ongoing.

The Primary Care Commissioning Committee:
 Noted the issues raised under matters arising.

PART 2:
2.1

UPDATES

NHS ENGLAND UPDATE – VERBAL
As TK had sent his apologies to the meeting there was no update
from NHS England.

The Primary Care Commissioning Committee:
 Noted that there was no verbal update.

PART 3:
3.1

STRATEGY & COMMISSIONG

ACCESS REVIEW
PRESENTATION

RESULTS

FROM

HEALTHWATCH

–

ST gave a presentation to the Primary Care Commissioning
Committee on the recent Healthwatch Survey of GP practices in
Liverpool. She highlighted:
• Most patients surveyed were satisfied. There were areas of
exceptions e.g. patients using translation services were less
satisfied with staff attitudes as “pleasantries” and personal
interaction would be lost in the translation process.
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• The areas where patients were most dissatisfied were around
making appointments, and there were mixed feelings around
open access clinics.
• Telephone access was the area of least satisfaction, given that
online access for appointments was very low most patients
were using the telephone. However, there was dissatisfaction
around “bottlenecks” at the times appointments were released
which caused stress for patients.
• Most patients who failed to obtain appointments did not go
elsewhere. Those who did went to Walk-In Centres as opposed
to community pharmacies, and not many used the GP Out of
Hours service.
• Some patients who did not see the person of their choice felt
that continuity of care was lacking.
• There were mixed feelings about Extended Access.
• Patients were extremely loyal to the NHS so we needed to
ensure that we did not spoil this relationship.

The Primary Care Commissioning Committee responded as follows:
• The feedback from the survey was extremely useful. PJ noted
that this would be helpful in informing the Access Strategy that
was being put together, and also the Extended Access
implementation. The key issue was for us to educate patients
to ensure they were able to navigate the 2018 health system as
the person most appropriate to see them might not be the
person they wanted to see. Swap this phrase around
• KP asked if practices published service standards which could
then be used to judge if any complaint received was valid and
the response was that they did not. ST commented that
practices would struggle to meet any set service standards at
peak times such as first thing in the morning. HD added her
concern to KP’s around the fact that there were no published
standards.
• SS felt that it would be good to make poor practice and good
practice public knowledge and this could be used as a lever.
He also commented on the lack of use of the GP Out of Hours
(UC 24) and that an automatic divert from the practice
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telephone rather than a recorded message asked patients to
hang up and redial NHS 111. He commented also that many
practices were constrained by their premises around telephony
and we needed to look more at supporting practices to improve
rather than imposing requirements on them. It was noted that
there was no Walk-In Centre in the North of the city which
dictated behaviour.
• RB was happy with the review and commented that an underfunded Primary Care system was managing to deliver good
quality of care. He commented that the challenge was to work
with patient expectations, not to increase health inequalities
and recognise that online access would only work for some–
this was a huge challenge. The standards referred to should be
quality of health care received from health professionals and
the move towards a call centre type access was not the way to
proceed.
• It was noted that geography heavily influenced the use of A&E.
• KP asked how we could respond to the findings of the survey
and noted that for some patients who were shift workers/zero
hour contracts/call centre style employees conventional
daytime access would be insufficient to meet their needs.
Rather than put in standards we should listen to patients and
upscale patient engagement. ST advised that the report would
be uploaded to the Healthwatch website however as
participation in the survey was anonymous it was not possible
to communicate back to the participants.
• It was noted that extended access was to be rolled out in
October 2018 and was nationally mandated. CMo added that
this was a starting position and would be subject to review as
we engaged with patients and practices during the early days.
In summary KP noted that response to the access survey lay
within his portfolio of work and that he and the Chair of the CCG
were looking at engagement as a whole. He would include the
findings of the survey and discussions held today in that
conversation so that the CCG could respond better.
The Primary Care Commissioning Committee:
 Noted the presentation and ensuing discussion and that
the Chair of the Primary Care Commissioning Committee
and the Chair of the CCG were working together on
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engagement as a whole and would incorporate the findings
of the Healthwatch survey and comments from the Primary
Care Commissioning Committee.

3.2

NEIGHBOURHOOD REVIEW REPORT – REPORT NO: PCCC 1518 & PRESENTATION
PJ introduced the Neighbourhood Review Report by explaining that
twelve months ago a review of Primary Care Estates in the city had
been requested. The report today provided an update on this and
would be used to help the local teams develop an in depth
understanding and inform the development of a Liverpool CCG
Estates Strategy implementation plan in the context of the GP Five
Year Forward View. It would subsequently inform the Liverpool Place
and wider Cheshire & Merseyside STP Estate plan by September
2018
PFi noted that as mentioned not only did all the GPs present have an
interest in the paper but that as previously mentioned so did he via
his role at Aintree Hospital. There were no decisions as such to be
made today and all input was valuable. He highlighted:
• All requests for capital bids had now been submitted. The
report had been finished in time to inform the bids submitted
and the ensuing engagement had not changed the outcome.
• Liverpool currently had a dispersed delivery model with many
practices smaller than the national average list size. Practices
were also consistently below the 4,000 patient list size set out in
the Five Year Forward View which had an optimum size of
8,000 to 10,000.
• SHAPE mapping had been carried out on a Neighbourhood by
Neighbourhood basis to identify gaps and suggest groupings of
practices to achieve the desired list size. The next step would
be to look at access routes/journey times. It was noted that the
projects suggested were based on geography rather than any
practice networks established.
• There were 32 projects involving 52 buildings (18 projects
referred to better utilisation of existing buildings and 14 referred
to other developments). On the basis of an average list size of
7,000, Primary Care locations would reduce from 78 to 39.
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• There was no money to achieve this, and everything needed to
be funded from existing reserves apart from the capital bids
submitted in the summer for five projects.
• Engagement and buy-in at locality level was required and there
would be system-wide engagement with South Sefton and
Southport & Formby CCGs on projects.
The Primary Care Commissioning Committee commented as follows:
• KP observed that although the actual paper, in the
recommendations, asked for approval from the Primary Care
Commissioning Committee this was in fact merely for noting.
• RB welcomed the proposals as a strategic plan, although he
highlighted some of the difficulties experienced by practices as
tenants of Community Health Partnerships /NHS Property
Services.
• PFi referred to release of void costs which was a key element.
Local Improvement Finance Trust (‘LIFT’) developments were
still an option, but had flaws, and there were other ways to
deliver projects and receive government funding. There would
not be a lack of interested parties.
• SS agreed with the strategy but was concerned at the level of
void space in the current estates. We needed to get the use of
the current estate right before we started any new building
work.
• ST commented that LIFT buildings were very expensive.
• SA added that practices were coming to the CCG and
requesting approval for various long term lease requests and
there was a log of issues raised around premises but we were
unable to progress as there was no budget available or process
to agree requests.
• MB summarised that there was a consensus from the Primary
Care Commissioning Committee around the Estates Review
and we could start to look at rooms already available and how
to use better and take a joined up approach. TA responded
that there was an issue with LIFT saying 30% of the available
space in Ropewalks was utilised but Brownlow Practice had
requested extra space and been told it was not available. PFi
agreed to look into this.
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• KP highlighted the issue around complexity of patient lifestyle
and place, one place could have less health issues than
another and asked if this had been taken into account in the
modelling carried out. The response was that the modelling
had been carried out on the basis of list size alone. KP was
concerned for a broader view of estates to be taken, looking at
other organisations such as housing associations re where their
stock was located, and also their own office building space
which might be convertible. He commented that it was good to
have a strategic view and that should be picked up in the
Governing Body Strategic Development Session, and we
required detailed information on how much this would cost and
return on investment targets.
The Primary Care Commissioning Committee:
 Received the paper.
 Noted the content of the paper, including the next steps in
assessing and developing any prioritised projects.
PART 4:

PERFORMANCE

No items
PART 5: GOVERNANCE
5.1

INTERNAL AUDIT FRAMEWORK FOR PRIMARY MEDICAL CARE
COMMISSIONING AND CONTRACTING – REPORT NO: PCCC 1618
PJ presented the Internal Audit Framework from NHS England for
delegated CCGs and the process to meet the requirements of the
framework to the Primary Care Commissioning Committee. The
Framework set out the expectations for delegated CCGs to audit
primary medical care commissioning arrangements for 2018/19. A
detailed report would be brought to the October 2018 Primary Care
Commissioning Committee. It was noted that the framework itself
had not been circulated with the papers and would be circulated
immediately after the meeting.
The Primary Care Commissioning Committee:
 Noted the content of the Internal Audit Framework.
 Would receive a full report on the CCG’s process to
implement the framework at the October meeting.
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6.

ANY OTHER BUSINESS
None

7.

DATE AND TIME OF NEXT MEETING
Tuesday 16th October 2018 Formal Meeting - 10am
LCCG

Boardroom
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
FINANCE PROCUREMENT AND CONTRACTING COMMITTEE
MINUTES OF MEETING HELD ON TUESDAY 28TH AUGUST 2018
10AM TO 12PM
ROOM 2, LIVERPOOL CCG, THE DEPARTMENT, LIVERPOOL, L1
2SA
Present
Gerry Gray (GG)
Helen Dearden (HD)
Mark Bakewell (MB)
Maurice Smith (MS)
In Attendance
Tina Atkins (TA)
Ian Davies (ID)
Peter Johnstone (PJ)
Alison Picton (AP)
Paula Jones

Lay Member for Financial
Management/Chair
Lay Member for Governance
Acting Chief Finance Officer
GP Governing Body Member

Governing Body Practice Manager
Representative
Chief Operating Officer
Head of Primary Care Delivery up to and
including item 4.4)
Senior Contracts Manager
Committee Secretary (Minutes)

Apologies
Jan Ledward (JLe)
Derek Rothwell (DR)

Chief Officer
Head of Contracts, Procurement &
Business Intelligence

Part 1: Introductions and Apologies
The Chair welcomed everyone to the meeting. It was agreed that item
4.4 Cardiology Prescribing Redesign would be taken first in part 4 of the
agenda to allow PJ to leave in time to attend another meeting.
1.1

Declarations of Interest

It was noted that with regards to item 4.5 Primary Care Translation
Services, there was no direct concern or conflict of interest but as MS
and TA were potential users of the service this would be taken into
account by the Chair when considering contributions and it was decided
that they would not be excluded from the agenda item.
Page 1 of 14
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1.2

Minutes and action points from the meeting on 24th July 2018.
The minutes of the meeting on 24th July 2018 were approved as an
accurate record of the discussions which had taken place subject
to the following amendments:

1.3

•

HD asked for some minor typographical errors to be corrected
which she supplied.

•

MS referred to item 3.1 Finance Update Month 2 2018/18, page
5 3rd bullet and asked for the sentence to be strengthened to
clarify that it was agreed by the Finance Procurement &
Contracting Committee that prescribing would be one of the
first “deep dives” rather than MS.

Matters Arising Not already on the Agenda
1.3.1

Action Point One – it was noted that a verbal update on the
Acting As One Action Plan was on the agenda .

1.3.2

Action Point Two – it was noted that there was a paper on
Liverpool City Council Fee Rates 2018/19 on the agenda.

1.3.3

Action Point Three – it was noted that MB had amended
future Supplementary Finance Monthly Update reports as
requested for items included under Corporate Services.

1.3.4

Action Point Four – MB updated the Finance Procurement
& Contracting Committee that no feedback had been
received as yet from NHS England on the CCG Financial
Control, Planning and Governance Self-Assessment but
that it was planned to have this to take to the Governing
Body in September 2018. MB agreed to ensure the
Finance Procurement & Contracting Committee was
updated.

1.3.5

Action Point Five – it was noted that the action to assess
via the Committee(s) In Common any appetite for Any
Qualified Provider Contracts to have a Pan Mersey
approach would need to be taken to the October 2018
Committee(s) In Common as the August 2018
Committee(s) In Common meeting had been cancelled.
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1.3.6

Part 2:

It was noted that the new format Risk Register was on the
agenda.
Updates

No items
Part 3:
3.1

Performance

Finance Update July 2018 – Month 04 18/19 – Report No:
FPCC 38-18
MB presented the Month 4 2018/19 financial performance report to
the Finance Procurement & Contracting Committee and
highlighted:
• The CCG was still forecasting compliance with NHS England
Business Rules and achievement of the forecast outturn
position.
• Month 4 was showing a forecast outturn overspend of £360k
across ‘programme expenditure’ areas for the year but this
was offset by underspends on ‘running costs’ by an
equivalent amount and the position also assumes full
utilisation of available contingency to offset operational
pressures.
• Business Rules indicators were all Green.
• Operating Cost Statement – variances were broadly in line
with the previous month and had been as a result of number
of issues as highlighted within the report, including prior year
contract position, personal health budgets expenditure,
primary care and prescribing variances.
• Further analysis information was provided with regards to the
analysis of variances and with regards to the forecast outturn
position in the form of a ‘Bridge Analysis’ as an illustration of
the various movements away from planned expenditure
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• It was noted that the proposed rate changes referred to in
item 4.1 later on the agenda, Provider Fee Rates 2018-19,
would amend the assumptions stated in the bridge analysis if
approved.
• MB described the further work being undertaken to address
operational variances and the various workstreams as
highlighted within the report.
• With regards to Cash Releasing Efficiency Savings (‘CRES’)
position, the year to date position reflected some elements of
non-delivery in particular regarding the Better Care Fund,
with work ongoing with Liverpool City Council to clarify the
savings of £0.5m to be delivered out of the total funding
• Some additional CRES savings had been identified in order
to offset overall shortfalls.
• Financial Risks – Agenda for Change allocations were
broadly in line with costs, fortunately, so this was not as great
a risk as anticipated and would be removed in future month
• Statement of Financial Position – cash balances were slightly
higher than the previous month but well within tolerance.
• Better Payments Practice Code – performance was strong
and above the 95% tolerance.
Further information was provided on the financial contributions
within the Better Care Fund
• Fixed contribution except for jointly funded packages of care
which were demand led and split 50/50.
• The CCG was compliant with NHS England Guidance
around minimum contributions to the Better Care Fund.
Further information regarding prescribing issues would be included
next month:
The Finance Procurement & Contracting Committee commented
as follows:
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MS queried the level of risk to the CCG required position. MB
responded that he was comfortable with current position and that
at the moment the level of contingency held offsets the current
level of risks and the CCG has a level of confidence due to the
stability provided via the Acting As One Contract agreements. The
progression through the financial year will inevitably bring a
number of issues but based on known assumption the CCG is on
track with regards to its required delivery position.
If the CCG were not able to agree a similar approach for future
years in line with Acting as One then the level of the contingency
would not be high enough so as part of the future years’ financial
planning this might be increased.
MS queried risks regarding Continuing Healthcare and Personal
Health Budgets as stated
MB responded that with regards to Continuing Healthcare, there
remain issues with regards to ‘ADAM’ data quality and impact on
forecasting position which the CCG are working on with
Commissioning Support Unit colleagues. MS queried whether the
Governing Body item around retrospective claims was a further
risk. MB responded that due to potential timelines it was unlikely
that this would impact on the current financial year, but would need
to be considered as part of 2019/20 planning assumptions.
With regards to Personal Health Budgets, reviews had highlighted
a number of operational issues and the CCG was seeing an
increase in the numbers and value of PHB’s and weren’t
necessarily offset by prior CHC costs incurred by the organisation.
The CCG would need to be mindful regarding national direction of
travel regarding Personal Health Budget Policy, as per national
direction and ensure it has robust arrangements in place.
Warrington CCG was deemed to be an exemplar in this area and
so we could learn from them.
MS queried what were the Non-Acting As One Demand Led CRES
savings?
MB responded that a number of schemes had rolled over from the
last year in terms of the full year effect impact. There was further
work being undertaken to see if there were any contractual levers
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for Non Acting As One contracts or savings opportunities (e.g. the
use of biosimilars) that would increase the level of savings.
MS queried what the CCG contribution above the minimum level
was in relation to the Better Care Fund?
MB responded The Better Care Fund minimum contribution from
Liverpool CCG was £41.4m and we were actually contributing
£43.8m.
GG asked if CRES targets could be amended if there were
additional risks coming to light in the year. MB responded that the
CCG continues to explore where further opportunities are available
but given ‘acting as one’ and previous savings had already been
targeted at the more ‘obvious’ savings opportunities therefore an
increase from 1% to 2% savings target would require wider system
change. There needed to be a balanced discussion around the
planning for next year.
HD referred to the vacancies in Corporate Services – ID
responded that there were vacant posts following staff gaining
employment elsewhere and given that the restructure of the Senior
Leadership Team would then impact further down on team
structures, these had not been filled. This would need to be
addressed. There were some cases of long term sickness so the
sickness figures were misleading, but both short term and long
term sickness were reported to the HR Committee.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


Part 4:
4.1

Noted the current financial position and risks associated
with delivery of the forecast outturn position.
Strategy & Commissioning

Provider Fee Rates 2018-19– Report No: FPCC 39-18
MB presented a paper to the Finance Procurement & Contracting
Committee regarding price uplifts to be applied on its provider fee
rates for 2018/19
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The uplifts would match Liverpool City Council’s Cabinet approved
rate increases as approved in June 2018 and ensure consistency
between commissioners and to stop providers being able to
potentially “play off” health and social care placements to the
highest bidder. If approved by the Finance Procurement &
Contracting Committee it would then need to go to the Governing
Body for final approval.
The CCG had set aside an amount of £1.1m in its planning
assumptions in relation to these fee uplifts and was within
acceptable levels re total cost of £909k
Further clarity of approach was required for providers outside of
the proposed rates structure, particularly for those who currently
charge higher / lower rates.
For those with higher fees the CCG proposed not to apply an uplift,
this meant that of the 1,632 packages of care reviewed, 291 (18%)
would not be applicable for an uplift in 2018/19.
GG queried whether there were any reasons why the CCG should
not approve on this basis. MB responded that the CCG had been
sighted on the proposals and that there was definite advantages in
having both health and social care on the same rates, so he did
not believe that there were any real alternatives.
ID asked if the impact had been assessed for those packages of
care that would not receive any additional increase.
MB
responded that this had been and further detail would be included
in the report to the Governing Body for the September 2018
meeting.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:



Noted the uplift rates as described and are recommended
for approval by the CCG Governing Body at the next
available opportunity.
Noted that further engagement / impact analysis is
required for providers who are ‘out of scope’ of this
agreement in order to reach an agreement on fee uplift.
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4.2

Commissioning Support Services – Contract Variation –
Report No: FPCC 40-18
AP presented a paper to the Finance Procurement & Contracting
Committee setting out the current position in relation
commissioning support services provided by NHS Midland and
Lancashire Commissioning Support Unit linked to NHS England’s
Lead Provider Framework.
The proposal as set out was for a one month and one year
extension from 1st March 2019 to 31st March 2020 in respect of
services currently commissioned. The Finance Procurement &
Contracting Committee were asked to approve this and to approve
the delegation of any minor changes in the future to the Chief
Officer (JLe).
ID commented that the list of services supplied to the CCG was
not completely accurate i.e. they did not supply Liverpool CCG
with HR Services (only maternity cover) and agreed to liaise with
AP to devise an accurate list and it was also worth referencing that
the ‘CHC’ service was being reviewed in terms of desired future
delivery model
MB added that other local CCGs had different models of utilising
with the Commissioning Support Unit and that they were perhaps
looking to change this which would impact on the stability of the
Commissioning Support Unit and that there was a risk of larger
users of the Commissioning Support Service subsidising other
across some areas of commissioned services.
HD asked if it was the Consumer Price Index which should be
used in the variation rather than the Retail Price Index. This would
be reviewed as part of discussions with the Commissioning
Support Unit.
ID made the Committee aware that item 7.1.3 of the report referred
to an increase in contract value referred to in 5.2 but there was no
section 5.2. AP agreed to double check this.
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The NHS Liverpool CCG Finance Procurement & Contracting
Committee:

4.3



Noted and approved the proposed four contract
variations attached at Appendix A due to the total annual
value being £1,610,171



Delegated authority to the Chief Executive to approve
minor changes to the variations during the review and
sign-off process by each of the participating CCGs
subsequent to FPCC approval.

Acting As One Update – Action Plan Timing - Verbal
MB updated the Finance Procurement & Contracting Committee
regarding Acting As One discussion. Based on the workplan
previously shared, discussions were progressing but it is unlikely
that planning guidance would be received before November /
December 2018.
Early discussions had been held with the Royal Liverpool &
Broadgreen Hospital, Walton Centre, Clatterbridge, Alder Hey and
Aintree Hospital (including the Royal and South Sefton CCG) and
in general terms most providers were signalling an intent to
continue with a similar approach but further work to establish the
baseline and contracting detail would be required in the coming
months and particularly given the challenging financial positions of
both the Royal and Aintree may impact upon this.
TA asked if there was any mechanism to bring providers currently
outside of Acting As One in to the process. MB responded that
talks were being held with Clatterbridge who were interested but
Liverpool was only a small relative percentage of their income.
There had been conversations with St Helen’s Hospital but it was
felt that they would decline. JLe and MB had met with the Chief
Officers of South Sefton/Southport & Formby and Knowsley CCGs
re future approaches.
MS raised the matter of the transformational aspect of Acting As
One which had not necessarily been delivered as intended and
how to set the baseline correctly to deliver this going forward.
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MB responded that it was important to assess future plans that
were appropriate concerning commissioning the right levels of
activity in respect of performance targets such as RTT and
diagnostics, but certainly one of the recognised issues in the
current window is the lack of real transformation given the stability
in place through the current agreement.
There were other issues such as the impact of new approach
towards the Provider Sustainability Fund (‘PSF’) and how this may
be reflected through tariff.
MB asked the committee to noted that discussions would continue
and more detailed negotiations would start to take place over the
next few weeks. However, contracts will not be able to be finalised
until the Planning Guidance was received, but the CCG’s view is
that it was better to start discussions now rather than in
January/February next year.
HD asked what levers could be employed against non-delivery.
MB responded that in the past we have had very little in the way of
“teeth”, so we would need to define very precisely what we wanted
to happen if non-delivery occurred.
TA asked about “invest to save” opportunities, MB responded that
it had been very difficult over the last few years to do this as we
had been trying to save money, if we were able to deliver the
stated savings at the start there would be opportunities for “invest
to save”. TA asked how we could change provider attitudes. MS
noted that the GP Networks were evolving and there might be a
margin for separate Acting As One Contracts for projects from this
Group. MB responded that Acting As One in the future needed to
focus on how we managed cost in the system. Strategic
commissioning would explore new frameworks and incentivebased schemes to move forward.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the Verbal Update.
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4.4

Cardiology Prescribing Redesign – Report No: FPCC 41-18
PJ presented a paper to the Finance Procurement & Contracting
Committee which set out how the CVD programme would like to
test a new way of managing a section of the prescribing budget
and to seek authorisation to proceed. Three drugs were coming
off licence which would reduce cost which would normally be used
to offset against the cost of new drugs coming on to the market.
However, there was a new heart failure drug with a potential cost
of £1m (£3.4m for North Mersey) which could reduce number of
bed days etc thus potentially worth the expense but this would
have a knock on effect on the balance of budget remaining for
regular services. MB added that this was not merely a question of
cost but also about demonstrating leadership of commissioners
and was a test case for future engagement.
The committee were in favour of the proposal, MB noted that the
North Mersey Directors of Finance had discussed this and that
before anything could happen the Provider Group Alliance and the
financial networks would set up a Group to test assumptions. This
was a “leap of faith” and there needed to be robust governance
and monitoring, it could be a regular item on the agenda to monitor
progress and to inform other commissioning approaches.
HD asked how the benefits of one year’s worth of investment could
be monitored to which PJ responded that the Business Intelligence
Team had particular population information.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the work progressed to date and the principles of
the approach
 Agreed for the proposal to proceed
 Viewed this as a test bed opportunity for the organisation
to explore similar approaches in other areas.

4.5

Translation Services – Report No: FPCC 42-18
AP presented a paper to the Finance Procurement & Contracting
Committee to consider the options available around the provision
of translation services for primary care and to approve a
procurement waiver for these translation services until October
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2020 whilst a Merseyside internal review and public consultation
was completed. There were currently three translation services
commissioned to support Primary Care in Liverpool:
• Face to Face – provided by Global Accent
• Telephone – provided by Language Line
• Translation Services for deaf and hard of hearing patients –
provided by Action on Hearing.
The current contracts expired November 2018, if any procurement
was to be carried out we would need to extend but within the
National Framework there were two provider frameworks available:
SBS framework and Crown Commercial Framework. It was made
clear that there were no quality issues with the current providers.
There had been a Deaf Community Liaison event held in May
2018.
The CCG and the Trusts should work together in
commissioning a translation service for the deaf to ensure
continuity for patients.
The forecast spend for this services was £300k against a budget of
£350k, such a small level of service cost did not really justify the
cost of a full procurement and the recommendation in the paper
was to approve a procurement waiver for existing services for a
maximum of two years to allow Liverpool CCG to review and
consult across the wider Merseyside footprint.
GG asked why there appeared to be a pattern of the CCG was
asking for extensions or waivers given the lack of time to
undertake a full procurement. AP responded that there was to be
a discussion under Any Other Business on procurement planning
timetable, the question of this procurement should have been
raised in April 2018 but then the outcome of the Deaf Community
Engagement Event would not have been available. In response to
GG’s query about why two years’ extension was required she
responded that this allowed time for engagement with the public.
MS commented that the cost of the service was very low and felt
comfortable with the decision.
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The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Considered the options available around the provision of
translation services for primary care and approved a
procurement waiver for these translation services until
October 2020, whilst a Merseyside internal review and
public consultation was completed.
Part 5:
5.1

Governance

Information Governance – Standing Item – Information
Governance Steering Group – Verbal
MB noted that the Information Governance Steering Group had
met on 25th July 2018 – the notes would be available for the
Finance Procurement & Contracting Committee in due course.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the Verbal Update.

5.2

Finance, Contracting & Business Intelligence Risk Register
August 2018 - Report No: FPCC 43-18
MB presented the Finance Procurement & Contracting Committee
Risk Register which had been updated to reflect the format of the
Corporate Risk Register. Updates were noted in blue and target
scores and actions were on the right hand side.
HD commented that she still found it very difficult to see what the
risks were and the impact of those risks which was lost in
narrative. She also noted that some risks did not change their
scoring. It was agreed that she, ID and MB would meet outside of
the committee to discuss this and the link between the Corporate
Risk Register and the Governing Body Assurance Framework as
soon as possible. MB felt that the queries raised by HD had
already been incorporated into the Risk Register.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
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6.

Noted the risks for 2018-19 financial year and relevant
updates as at August 2018
Agreed relevant additions / removals from the risk
register based on factors as described within the paper.

Any Other Business
AP referred to the draft Procurement Plan which had been
circulated prior to the meeting to address the concerns raised by
GG about the procurement process timescales/being aware of
contract expiry dates and acting in advance. HD felt that it was
good to have control sheet with everything in one place, MS felt
this was a good starting point but needed to be turned into a
workplan. It was agreed that this matter would be brought back to
the next meeting in more detail.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


7.

Noted the Procurement Plan and looked forward to
receiving more detail at the next meeting.

Date and time of next meeting
Tuesday 25th September 2018 Room 2 10am The Department
Lewis’s Building L1 2SA
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
FINANCE PROCUREMENT AND CONTRACTING COMMITTEE
MINUTES OF MEETING HELD ON TUESDAY 25TH SEPTEMBER 2018
10AM TO 12PM
ROOM 2, LIVERPOOL CCG, THE DEPARTMENT, LIVERPOOL, L1
2SA
Present
Helen Dearden (HD)
Mark Bakewell (MB)
Maurice Smith (MS)
In Attendance
Ian Davies (ID)
Alison Picton (AP)
Tom Fairclough (TF)
Ian Pawson (IP)
Paula Jones

Lay Member for Governance (In the Chair)
Chief Finance & Contracting Officer
GP Governing Body Member

Chief Operating Officer
Senior Contracts Manager
Contracts Manager (up to an including item
4.2 only)
Governing Body GP Member
Committee Secretary (Minutes)

Apologies
Gerry Gray (GG)
Jan Ledward (JLe)
Derek Rothwell (DR)
Tina Atkins (TA)

Lay Member for Financial
Management/Chair
Chief Officer
Head of Contracts, Procurement &
Business Intelligence
Governing Body Practice Manager
Representative

Part 1: Introductions and Apologies
HD welcomed everyone to the meeting and in particular Dr Ian Pawson,
Governing Body GP, who was in attendance as part of developing his
understanding of the CCG’s governance arrangements. As GG had
sent his apologies HD was Chairing and had received comments from
GG on the papers via email.
1.1

Declarations of Interest

It was noted by MS that there was reference in the Finance Report item
3.1 to Primary Care and GP Pay Awards, as a GP he declared an
interest in this. Also the Cash Releasing Efficiency Savings section of
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the report referred to savings of £150k in this area. MB confirmed that
this referred to Clinical Leads roles historically and so MS was not
conflicted.
1.2

Minutes and action points from the meeting on 28th August
2018.
The minutes of the meeting on 28th August 2018 were approved as
an accurate record of the discussions which had taken place
subject to the following amendments:
•

•
•

•
1.3

Page 5 item 3.1 Finance Update Month 4 first paragraph there
was a word missing and should read “…the CCG has a level of
confidence….”. Also the third paragraph from the bottom
needed to have the words “had been implemented” removed.
Page 7 item 4.1 Provider Fee Rates 2018/19 first paragraph
needed to have the word “ate” deleted.
Page 8 item 4.2 Commissioning Support Services Contract
Variation 4th paragraph should refer to the Consumer Price
Index needing to be used rather than the Retail Price Index
which had been used.
Page 10 item 4.4 Cardiology Prescribing Redesign second
paragraph should read “in favour of the proposal..”

Matters Arising Not already on the Agenda
1.3.1

Action Point One – MB updated the committee that the
CCG Financial Control, Planning and Governance SelfAssessment had been taken to the Governing Body in
September 2018 and NHS England feedback received and
included in the Governing Body report. The feedback from
NHS England had been very positive and due to the
strength of the assessment, the CCG would not be
required to submit on a quarterly basis although action
plans had been requested to be shared for the areas of
improvement. The committee discussed that some of
these would be difficult to improve significantly during the
year, an example being given regarding the financial
performance position at the Royal Liverpool Hospital giving
rise to a red rating in the relevant category that was
unlikely to change in the short term.
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1.3.2

Action Point Two – MB noted that the report on Provider
Fee Rates 2018/19 had been sent to the Governing Body
in September 2018 and we were now writing to all
providers to inform them of the Governing Body decision.
A press release from Care England who were representing
a number of providers had been sent who were
highlighting some potential issues to the CCG. This would
be picked up at the CCG’s Senior Management Team.

1.3.3

Action Point Three – it was noted that the “required by”
date for the action for ID to liaise with AP for an accurate
list of services provided by the Commissioning Support
Unit to Liverpool CCG needed to be set for two weeks’
time, due to annual leave this had not yet been completed.

1.3.4

Action Point Four – the update/clarification from the
Contracting Team on references in the Commissioning
Support Services Contract Variation paper had been
included in the actions log, namely that the reference to
increased costs was as per 3.4 and not 5.2.

1.3.5

Action Point Five – it was noted that actions from the
recent ‘risk register’ meeting involving HD, MB and ID
would be picked up by MB as soon as possible.

1.3.6

It was noted that the NHS Liverpool CCG Procurement
Plan was on the agenda.

Part 2:

Updates

No items
Part 3:
3.1

Performance

Finance Update August 2018 – Month 05 18/19 – Report No:
FPCC 44-18
MB presented the Month 5 2018/19 financial performance report to
the Finance Procurement & Contracting Committee and
highlighted:
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• The CCG was still forecasting compliance with NHS England
Business Rules and achievement of a ‘break-even’ forecast
outturn position.
• Month 5 was showing a forecast outturn overspend of £295k
across ‘programme expenditure’ areas for the year compared
with £208k as at month 4 (forecast outturn overspend of
£379k) but this was offset by underspends on ‘running costs’
by an equivalent amount but it was important to note that the
position also assumed full utilisation of available contingency
to offset operational pressures.
• Cash Releasing Efficiency Savings (‘CRES’) were broadly on
track, further work was planned to ensure delivery of planned
savings.
• Self-assessment of financial performance indicators - were
all currently green.
• The waterfall chart showed forecast outturn variance bridge
analysis with red showing a negative variance against plan,
green a positive variance and brown representing
contingency.
• Two financial Risks were to be removed in future months as
they had now crystallised (APMS Transitional costs and NHS
Review Body Pay Award 2018/19) and further reviews were
taking place on the impact of NCSO prescribing pressures
(No Cheaper Stock Obtainable) given that planning guidance
had suggested cost pressures would be cost neutral over the
course of the year. Current estimates by the CCG indicated
that it could result in an additional cost pressure of around
£500k based on current information.
• Statement of Financial Position – performance was positive
regarding cash management and also regarding Better
Payment Practice Code.
• The Supplementary Detail Pack remained under
development but provided further information on the detailed
expenditure areas.
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• MB highlighted the Prescribing Spend Appendix and a
number of pieces of information regarding spend breakdown,
areas of variation within the Finance Update as part of a
series of “Deep Dives” into specific areas of CCG
expenditure and potential financial risk.
The Finance Procurement & Contracting Committee commented
as follows:
• HD made the committee aware of comments emailed to her
by GG. GG had raised a concern about the fact that the
contingency for the year was already fully utilised. MB
responded that this was not absolutely the case, in that the
current forecast suggested that the contingency appeared
that it would be fully utilised by the end of the financial year
but the respective value included within the year to date
position was in line with that profiled amount and supported
the case for being on track at this stage of the financial year.
• MB highlighted that a number of risks were already included
within the ‘call’ placed on the contingency and as the CCG
progressed through the year the likelihood of further material
risks would reduce to support the current forecast position
and delivery of business rules target.
• With regards to forecast CRES delivery, this was the level
required to deliver the required position and that in order to
increase the level of CRES (in percentage terms) this would
mean that as a result of ’acting as one’ approach the CCG
would need to stop commissioning some existing services
and that would not be able to be achieved without some
impact and it would need to be minded that the CCG’s goal
was to generate a credible and balanced financial plan and
to learn the lessons from previous financial savings
programmes.
• MB reiterated previous conversations that this did not mean
that the CCG was not continuing to explore other areas of
opportunity but if the CCG had been in financial deficit / not
delivering its control total then the required approach would
have been very different. The relative stability provided by
the ‘Acting As One’ contract needed to be taken into account
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when considering further efficiencies and this needed to be
taken into consideration for planning purposes going forward.
• The committee commented that there was no label on the
Pie Chart for one of the largest areas of prescribing and MB
was confirmed that this related to endocrine prescribing and
must have been ‘corrupted’ when transferred into the PDF
file.
• With regard to the “Deep Dive” on prescribing spend, MS
welcomed the additional information provided but queried
how it was intended to be utilised and the ‘so what’ question.
MB responded to say that the provision of the information
was for a number of purposes including sharing further
information on key areas of CCG expenditure that don’t
necessarily get reported on a monthly basis and also to look
at the information in different ways to include benchmarking
analysis and patterns of variation that the CCG might be able
to realise some of the opportunities as presented.
• MB stated that this information would give wider context for
financial planning discussions later in the year and to help
the committee to understand how and where the CCG
allocation money was being spent.
• ID referred to the Neighbourhood profiles presented at the
CCG Floor meeting and that there was a need to understand
better Neighbourhood profiles and draw useful and
constructive analysis from the data.
• HD asked what the next areas of focus would be to which
MB responded that the agreed areas were Continuing
Healthcare, Personal Health Budgets, Joint Packages of
Care and High Cost Drugs/Devices. It was agreed that there
should be a workplan outlining when these would come to
the committee. MB agreed to provide this as part of the
committee workplan update and based upon the availability
of information.
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The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


Part 4:
4.1

Noted the current financial position and risks associated
with delivery of the forecast outturn position.
Strategy & Commissioning

Contract Update September 2018 – Month 4 2018/19 – Report
No: FPCC 45-18
AP presented the Contracts Report to the Finance Procurement &
Contracting Committee and highlighted:
• Before the Acting As One adjustment there was overperformance of £7.9m which reduced to £2.1m after the
Acting As One Contract adjustment was applied.
• There was some non Acting As One under-performance from
St Helens and Spire.
• Over-performance is driven by Urgent Care.
• Liverpool Women’s Hospital were under-performing in all
areas.
• High Cost Drugs/Devices were excluded from Acting As One
so needed to be looked at in more detail. HD asked if all
clinicians used biosimilars, AP responded that they did not all
immediately adopt them. It was agreed that there should be
a whole system approach.
• All four main providers other than Alder Hey were underperforming in planned care and all four main providers other
than Alder Hey and St Helens and Knowsley were overperforming in Urgent Care. For Alder Hey there had been an
increase in the prices for bespoke prosthesis and activity
from St Helens and Warrington.
AP highlighted by provider:
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• Royal Liverpool Hospital was 2.5% above plan before Acting
As One, Planned Care was under plan and Urgent Care
above Plan. It was noted that some of this might well be due
to changes in coding whilst acknowledging that emergency
admissions in Liverpool were flat compared to the national
rising trend. AP agreed that for the next report they would try
to show activity and finance comparison incrementally over
the next few months i.e. cost of admissions, then for Aintree
if possible depending on how long it would take the Business
Intelligence Team to turn this around. MB made reference to
the committee structure which was being looked at, that it
would be good to think about how to get the “one version of
the truth” set of numbers. ID asked how it was possible have
on over-spend on CQUIN and it was explained by AP that
the CQUIN was 2.5% of the contract spend therefore there
was an impact on the bottom line.
• Aintree Hospital – similar with under-performance in Planned
Care and over-performance in Urgent Care.
• Liverpool Women’s Hospital were under-performing in all
areas therefore had gained from the Acting As One contract.
For Planned Care there were consultant vacancies and
unexpected illness/two resignations and they were trying to
recruit.
• Alder Hey was the opposite position with over-performance
in Planned Care and under-performance in Urgent Care,
although there had been a spike in urgent care when the
new hospital opened. However ID felt that the Urgent Care
admissions were still higher than they should be, Primary
Care Streaming was beneficial and now the Urgent Care
Treatment Centres would include specialist paediatrics and
would address the gap for paediatric urgent care in the North
of the City and ensure equitable access. HD noted that GG
had emailed her to raise the variance between Planned Care
and Urgent Care activity.
• St Helens and Knowsley Hospitals – activity for the first time
was down having risen constantly over the last few years,
however other CCGs were seeing over-performance in every
area. St Helens were coding up to 24 co-morbidities and also
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zero lengths of stay were being audited by Mersey Internal
Audit Agency.
• Spire was under-performing (in line with the national
position). They had the same issues as the Royal Liverpool
Hospital re ophthalmology with no available consultants and
the same issues as Liverpool Women’s Hospital re
gynaecologists. They were still in active discussions with the
Royal for waiting list transfer for a number of specialties.
• Liverpool Heart & Chest Hospital – Planned Care activity
was down and Urgent Care increased, due to changes in the
Urgent Care pathway with more patients being taken straight
to the trust by the North West Ambulance Service (‘NWAS’)
which was in patients’ best interests.
• Clatterbridge – there was over-performance in Urgent Care.
• Mersey Care (Mental Health) had a block contract, there
were data quality issues with the new clinical system.
• Improving Access to Psychological Therapies – the national
recovery rate targets were being delivered so performance
was good and we would continue to invest in the services.
• Mersey Care (Community) – there were no issues.
• RLBUHT Anticoagulation Services had reduced activity, due
to the change to Direct-Acting Oral Anticoagulants (‘DOACs’)
leading to changes in clinical pathways.
• Liverpool Diabetes Partnership - Mersey Care were to set up
a meeting with the Diabetes Partnership to discuss their subcontract.
• One to One Midwifery were 10% over plan, Wirral CCG led
on this contract.
• Spa Medica (cataracts) had tried to do work to support the
Royal Liverpool Hospital but they had been declined.
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• North West Ambulance Service (‘NWAS’) – there was overperformance but the 50% marginal rate so impact of this was
reduced to £161k with activity 14% over plan.
• Under Acting As One CQUIN monies were reinvested.
Without Acting As One the CCG could have charged contract
penalties of £2.5m.
The Finance Procurement & Contracting Committee commented
as follows:
• HD observed that the comment about the penalties which
could have been charged if we did not have the Acting As
One Contracts in place showed the importance of the
renegotiation of Acting As One. AP noted that the power to
apply certain penalties was removed if the provider signed
up to a control total.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:



4.2

Noted the month 4 reported forecast contractual position
Supported the on-going investigation of contract issues
by officers of the CCG.

NHS Liverpool CCG Procurement Plan – Report No: FPCC 4618
TF presented the Finance Procurement & Contracting Committee
with an update in relation to planned procurements and associated
issues. The CCG could waive a formal procurement in the
following circumstances:
1.

2.
3.

In very exceptional circumstances where it was decided that
formal tendering procedures would not be practicable or the
estimated expenditure or income would not warrant formal
tendering procedures, and the circumstances are detailed in
an appropriate Trust record;
where the requirement was covered by an existing contract;
where a national agreement was in place and had been
approved;
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4.

5.

6.
7.

8.

9.

10.

where a consortium arrangement was in place and a lead
organisation had been appointed to carry out tendering
activity on behalf of the consortium members;
where the timescale genuinely precluded competitive
tendering but failure to plan the work properly would not be
regarded as a justification for a single tender;
where specialist expertise was required and was available
from only one source;
when the task was essential to complete the project, and
arose as a consequence of a recently completed assignment
and engaging different consultants for the new task would be
inappropriate;
there was a clear benefit to be gained from maintaining
continuity with an earlier project. However in such cases the
benefits of such continuity must outweigh any potential
financial advantage to be gained by competitive tendering;
for the provision of legal advice and services providing that
any legal firm or partnership commissioned by the Trust was
regulated by the Law Society for England and Wales for the
conduct of their business (or by the Bar Council for England
and Wales in relation to the obtaining of Counsel’s opinion)
and were generally recognised as having sufficient expertise
in the area of work for which they were commissioned. The
Director of Finance would ensure that any fees paid were
reasonable and within commonly accepted rates for the
costing of such work.
where allowed and provided for in the Capital Investment
Manual.

The requirement to obtain a certain number of competitive quotes
might be waived in the following circumstances:
1. the supply of proprietary or other goods of a special
character and the rendering of services of a special
character, for which it was not, in the opinion of the
responsible officer, possible or desirable to obtain
competitive quotations;
2. the supply of goods or manufactured articles of any kind
which were required quickly and are not obtainable under
existing contracts;
3. miscellaneous services, supplies and disposals.
When considering decisions in relation to Procurement the CCG
should consider all of the above factors and balance the benefits
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from procurement against the necessary resource requirements,
associated costs and risks before making a decision about which
procurement route that might be adopted. Procurement exercises,
if they were to be undertaken effectively and with the appropriate
care and attention required to ensure risk of challenge was
minimised, require significant resource input across the CCG.
Given the scarce resources available the CCG needed to prioritise
such resources to ensure it undertook its functions duties both in
line with procurement regulations but also in the interest of patients
and with a view to the effective use of public money.
Challenges to procurement processes, and associated costs and
delays, most usually arose where insufficient appropriate and
skilled resource was in place to ensure effective planning and
design or when the process followed deviated from the principles
of fair and transparent procurement. In order to minimise such
risk careful consideration needed to be given to the timescales
available to procurement and the prioritisation of such processes
over other CCG business, where possible.
Further challenges did exist where procurements were joint with
other CCGs or the Local Authority requiring more complex
governance and decision making processes.
A normal full
procurement was likely to take a year from planning to service
mobilisation but this might be longer if more complex and
engagement processes were lengthy. Complexity might be
compounded where there were related service issues outside the
specific service requirements or there were procurement exercises
planned which had shared implications, such recent examples
included the process relating to GP extended access and related
services such as NHS111 and GP Out of Hours provision.
HD asked how many challenges the CCG received around
procurements. AP responded that the CCG received many
Freedom of Information requests from businesses and TF added
that Liverpool CCG was very “visible” in its procurement activity,
we needed to be robust in our procurement process when
undertaken but also be wise in use of resources.
MS asked for the Procurement Plan circulated to be turned into a
schedule with monthly priorities and recommendation from the
Procurement Team as to why a procurement would be undertaken
or waived due to circumstances/practicality. HD agreed and
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confirmed that this was also the recommendation from GG. ID
confirmed that this should be done with a column added for the
recommendation to the Finance Procurement & Contracting
Committee.
MB asked for the resources to support the
procurement to be added. It was noted that DR had the expertise
for this and MB would brief him on his return from annual leave.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


4.3

Noted the contents of the report and the implications for
the CCG.

Better Care Fund Quarter 1 Performance Report – Report No:
FPCC 47-18
MB presented a paper to the Finance Procurement & Contracting
Committee to update on the Quarter 1 2018/19 performance on
the national Key Performance Indicators associated with the Better
Care Fund.
The highlighted performance position against the 4 nationally
mandated areas were as follows.
1. Non Elective Admissions – quarter one performance was
above planned levels but it was important to note that this was
a symptom of wider system performance and not just the
effectiveness of the better care fund.
2. Delayed Discharge – rated as ‘red’ against the indicator but
there had been some improvement in quarter one.
3. Re-ablement – performance was above the target and rated as
‘green’.
4. Permanent admissions to care homes – performance was
good and rated as ‘green’.
The Finance Procurement & Contracting Committee commented
as follows:
• MS asked how the data was being used and noted that it
was important that the paper was clear on the ‘so what’
question as it did not really do that in its current form. MB
responded that further information was included within the
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narrative regarding actions being taken to address
performance issues but agreed with MS that it was important
for the CCG to be able to be clearer on the outcomes it
wanted to see for the joint £90m investment from the Better
Care Fund.
• HD queried if there were additional key performance
indicators to the four set nationally and that the role of the
Committee should be to gain assurance that the Better Care
Fund was doing what it had been set out to do and if not
what needed to be done to turn that around?
• MB stated that there were only four national indicators but
referred to previous response that there were lots of
connected issues related to these four measures. The
aspiration was to develop a wider set of indicators to
measure wider system performance.
• MS referred to the increase in Non-Elective Admissions at
both Aintree and the Royal and increased length of stay. ID
responded that the overall length of stay had increased at
Aintree but the Royal was reporting increases in zero length
of stay. National indicators did not necessarily differentiate
between zero and other lengths of stay and again needed to
be reflected in wider system reporting pack as referenced.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:

Part 5:
5.1

Noted the current performance against targets.
Governance

Information Governance – Standing Item – Information
Governance Steering Group – Verbal
MB noted that there had been no meeting of the Information
Governance Steering Group since 25th July 2018 (notes attached
for noting). All required actions were on track with no exceptional
issues to report.
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The NHS Liverpool CCG Finance Procurement & Contracting
Committee:
 Noted the Verbal Update.
5.2

Finance, Contracting & Business Intelligence Risk Register
August 2018 - Verbal
MB updated the Finance Procurement & Contracting Committee
that he, ID and HD were meeting to discuss the structure and
format of the Risk Register, which would also impact on the
Corporate Risk Register and the Governing Body Assurance
Framework. There had already been discussions held at the
Governing Body Strategic Development Session. A refreshed
version of the Risk Register would be brought to future meetings in
line with agreed approach.
HD added that she felt that currently the Risk Register was being
used to manage issues rather than risks.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


5.3

Noted the verbal update.

Review of Finance Procurement & Contracting Committee
Effectiveness and Workplan - Verbal
MB explained that given that the Chair had sent apologies to the
meeting it would be difficult to discuss the committee effectiveness
and workplan but this work was progressing in the background and
should be available for review by the next meeting.
It was noted that any amendments through a revised committee
structure would need to be factored into potential amendments and
also to factor in the elements of the “Deep Dives” workplan as
discussed earlier in the meeting.
The NHS Liverpool CCG Finance Procurement & Contracting
Committee:


Noted the verbal update.
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5.4

CCG Incentive Scheme 2018-19 - Report No: FPCC 48-18
MB updated the committee on recent discussions that had been
held with NHS England regarding utilisation of the CCG incentive
scheme which would enable access to a proportion of the current
cumulative surplus (£20.5m) that the CCG had not previously been
able to access without breaching its control total or impacting upon
its rating within the assessment framework.
With the CCG being compliant with the conditions of the scheme
(cumulative surplus in excess of 1% business rules and break
even plan for 18/19 financial year), the CCG had subsequently
negotiated a different phasing of the planned non-recurrent
payments of £1.8m to Clatterbridge Cancer Centre until the 19/20
financial year which would enable a 2:1 return using the incentive
scheme principles and benefit the CCG on a non-recurrent basis.
The CCG had transferred £1.8m resource allocation to NHS
England in month 5 but would have no impact upon its 18/19
performance as it would now not be incurring the expenditure until
the 19/20 financial year.
The CCG had also agreed to act as ‘host’ for two other Cheshire
and Merseyside schemes to the value of an additional £3.2m and
maximise opportunities of the 2:1 return for the wider system which
would result in a £5m increase to the C&M surplus position and
would then be attributed to Liverpool CCG within the national
system at year end.
This would result in the attributed CCG cumulative surplus
increasing to circa £25.5m in 18/19 but the CCG would be
‘allowed’ to draw down £10m from this surplus in 19/20 in line with
the 2:1 principles.
The paper detailed the proposed approach and distribution of this
additional drawdown and confirmed that it would result in a direct
additional £2.85m non-recurrent expenditure investment
opportunity in the 2019-20 financial year. This would be included
in financial planning discussion papers that would be presented in
the coming months.
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The NHS Liverpool CCG Finance Procurement & Contracting
Committee:




6.

Noted the mechanics of the NHS England Incentive
Scheme for 2018/19 financial year.
Noted the adopted CCG approach as described and
recognised impact
through allowable additional
drawdown to the CCG cumulative surplus position
Noted the impact on 19/20 financial plan in terms of
additional £2.85m non-recurrent expenditure to support
transformation.

Any Other Business
None.

7.

Date and time of next meeting
Tuesday 30th October 2018 Room 2 10am The Department
Lewis’s Building L1 2SA
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
QUALITY SAFETY & OUTCOMES COMMITTEE
Minutes of meeting held on Tuesday 4th September 2018 at 3pm
Boardroom, The Department, Lewis’s Building
Present
Jane Lunt (JL)
Donal O’Donoghue (DOD)
Shamim Rose (SR)
Stephen Sutcliffe (SS)
Jan Ledward (JLe)
In attendance
Kerry Lloyd (KL)
Jan Lloyd (JE)
Barbara Harding (BH)
Julia Burrows (JB)
Sarah Dewar (SD)
Sam Clements (SC)
Dave Horsfield (DH)
Gina Perigo (GP)

Paula Jones
Apologies
Ken Perry (KP)
Fiona Lemmens (FL)
Mavis Morgan (MM)
Sarah Thwaites (ST)
Mark Bakewell (MB)
Lynn Jones (LJ)

Head of Quality/Chief Nurse & Vice
Chair – Chairing the meeting
Secondary Care Clinician (up to and
including item 4.1 only)
GP Governing Body Member
GP Governing Body Member
Chief Officer (up to and including item
3.1)
Deputy Chief Nurse
Senior Clinical Quality & Safety
Manager
Clinical Quality & Safety Manager
Quality Manager
Social Value and Engagement Lead (up
to and including item 3.2)
Programme Manager – End of Life (up
to and including item 3.1)
Digital, Innovation & Research Lead
(Part 1 of the Agenda only)
Living Well - Physical Activity
Programme Lead (Shadowing Jane
Lunt)
Committee Secretary

Lay Member for Patient & Public
Involvement/Committee Chair
GP Governing Body Member
Patient Representative
Healthwatch
Acting Chief Finance Officer
Primary Care Quality Manager
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Part 1: Introductions & Apologies

1.1 WELCOME & INTRODUCTIONS
JL welcomed everyone to the meeting and introductions were made
around the table.
1.2 DECLARATIONS OF INTEREST
There were no declarations of interest made specific to the agenda.
1.3 MINUTES AND ACTIONS FROM 3RD JULY 2018
The minutes of the meeting which took place on 3rd July 2018 were
agreed as an accurate record of the discussions which had taken
place subject to the correction on page 11 item 4.1 Early Warning
Dashboard, first bullet re MRSA to read “MRSA – The report in the
pack detailed no (zero) cases of MRSA bacteraemia which was
correct at the time of writing the report, however JE reported to the
committee one recently reported case. This was reported too late for
inclusion in the report, however it was an Aintree Hospital case which
was attributed to Aintree after the Post Infection Review as lapses in
care were identified. Liverpool CCG were not made aware of the case
until after the review was undertaken. South Sefton CCG attended the
Post Infection Review.”
1.4

MATTERS ARISING NOT ALREADY ON THE AGENDA:
1.4.1 EMIS Inaccessible Documents Update – DH updated the
Quality Safety & Outcomes Committee:
•

The CCG Caldicott Guardian Dr Maurice Smith had met with
EMIS regarding the fix implemented. A formal email would go
out to all practices from Dr Maurice Smith as the Caldicott
Guardian to request confirmation that no clinical issues had
been uncovered. EMIS would roll out the final fix on 17th
October 2018. The responses from the Caldicott Guardian
communication would be monitored and each practice needed
to make a formal response to the CCG.

1.4.2 Progress report on Information Governance/data sharing – DH
updated the Quality Safety & Outcomes Committee:
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•

The issue under consideration was the sharing of patient
data via email in a secure manner. This needed to be from
nhs.net account to nhs.net account in order to be secure if
being sent outside of the CCG’s server network. Emails
between livgp and ccg accounts were secure.

•

NHS Digital nationally wanted all emails to have the same
level of encryption as nhs.net and options for this were
being considered re the infrastructure of the current system
and this would be completed by Christmas.

•

JL asked about the proposed moved to NHS mail 2 which
had been discussed around the transfer of safeguarding
information from practices to the Safeguarding Team, rather
than use the practice nhs.net generic account which
appeared not to be happening now. DH agreed to put
together a briefing on what was and was not a secure
means of transferring patient data.

•

SS asked about the transfer of information would be taking
place in e-consultations, DH responded that e-consultation
was via a website rather than the patient’s own email. It
was agreed that this was something DH should raise via the
Information Governance Steering Group route.

1.4.3 Action Point One – it was noted that the issues around EMIS
Inaccessible Documents had been covered under item 1.4.1.
1.4.4 Action Point Two – it was noted that the full report on Children
in Care was deferred to the October 2018 meeting.
1.4.5 Action Point Three – it was noted that Quality Safety &
Outcomes Committee reporting template to the July 2018
Governing Body had referred to the Equality & Diversity Annual
Report. The full report was going to the September 2018
Governing Body for noting.
1.4.6 Action Point Four – it was noted the Prioritisation Plan for
Stroke Rehabilitation Patients was not yet ready and would be
brought to the Quality Safety & Outcomes Committee in due
course.
1.4.7 Action Point Five – DH updated the Quality Safety & Outcomes
Committee with regard to issue of Named GPs for Safeguarding
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requiring remote access to patient records which had been
raised with the CCG’s Caldicott Guardian Dr Maurice Smith.
NHS England Cheshire & Merseyside had written to the CCG
saying that other CCGs had achieved this and Liverpool
needed to do the same. This was being developed with a
possible solution being piloted and practice comments
assimilated, this was looking very good so far.
1.4.8 Action Point Six – an update on the Royal Liverpool Hospital
Referral to Treatment Times re diagnostic waiting times was on
the agenda.
1.4.9 Action Point Seven – the use of Datix in production of the Risk
Register and the cost had been discussed at the Senior
Management Team meeting, when the governance structure of
the CCG was completed it was agreed that it would be good to
have one system bringing all strands of governance together.

Part 2: Updates
2.1

CHIEF NURSE’S REPORT – REPORT NO: QSOC 52-18
JL presented the first draft of a regular Chief Nurse’s report which
would highlight key emerging quality issues and risks for the CCG
and go to the Governing Body to provide assurance of work to
address the issues and also assure on progress in key workstreams
to complement the Performance Report:
• Aintree Hospital – under Enhanced Surveillance, subject of a
Single Item Quality Surveillance Group earlier in the year. The
trust would remain Enhanced Surveillance until the areas of
governance/internal control, specific clinical pathways, incident
reporting and management of serious incidents/never events,
safeguarding and workforce/staff survey issues were resolved.
There would be a further Single Item Quality Surveillance
Group meeting held on 1st October 2018 when the trust would
need to provide evidence of improvement in the issues above.
• Referral to Treatment (‘RTT’) – there was an in-depth report on
the agenda for both the Royal Hospital and Liverpool Women’s
Hospital.
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• North West Ambulance Service (‘NWAS’) – there were issues
around ambulances waiting at trusts/delayed handovers, the
management of Serious Incidents, a complicating factor was
that Blackpool CCG was the co-ordinating commissioner for 33
CCGs across the North West. It was important to get the
governance right in order to improve quality.
• Transforming Care Programme – the Strategic Board had met
that morning, and the Operational Board had met the day
before therefore the update for QSOC was timely. There had
been approval for £200k across the North Mersey footprint to
embed the delivery of the Behavioural Support Programme (i.e.
appropriate escalation to avoid hospital admissions), this was
all-age and a preventative strategy. It appeared that the net
effect overall was numbers of admissions were not decreasing
and we needed to work as a system, both locally and at
Cheshire & Mersey level, to appropriately discharges patients to
the community.
• Kirkup Review – we needed to embed learning across the Local
Authority, not just the NHS. Mersey Care (Community
Services) had been tasked with reviewing all the Serious
Incidents from 2010 onwards and ensuring that staff were
supported to transition well in Mersey Care. This involved a
huge volume of incidents and during the time period national
guidelines had changed. Internal information needed to be triangulated externally and this was a huge undertaking to
understand how situations had arisen and learn how not to
repeat them in the future.
The Quality Safety & Outcomes Committee commented as follows:
• DOD felt that the report was extremely helpful but wondered if
there should be a plan for the year i.e. include the concepts of a
“Just Culture” and understand the metrics to measure this. He
asked what the escalation process would be around Referral to
Treatment times and what could we learn from the North West
Ambulance Service issues? He also felt that the section on
Transforming Care was a little long given this was a high level
overview.
• JLe felt that the report contained a lot of unexplained
abbreviations which needed to be explained. Also she wanted
to know what the proposed actions were around the issues
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raised, the Governing Body would require a focus on the
Quality Strategy and One Liverpool with clear timelines for
progress.
• SS referred to Referral to Treatment targets noting they were
nationally mandated and referrals had increased with a
decrease in attendance and wanted to know how this would be
addressed.
The Quality Safety & Outcomes Committee:
 Noted the contents of the report.

2.2

QUALITY AND SAFETY ASSURANCE GROUP REPORT AUGUST
2018 – REPORT NO: QSOC 53-18
JE presented an update to the Quality Safety & Outcomes Committee
from the August Quality and Safety Assurance Group meeting:
• Learning Disabilities Mortality Review – follow up was required
for non-attendance and annual Healthchecks to identify and
make reasonable adjustments to improve patient access.
Learning Disability training was required for appropriate staff.
• Gosport Independent Review – a report was to go to the
Medicines Optimisation Committee to review the next steps
• Safeguarding – there was a lack of safeguarding requirements
in contracts, safeguarding training – the Named Safeguarding
GPs were to contact the Liverpool GP Provider Organisation to
arrange to deliver safeguarding training.
• Care Quality Commission - needed to look at how to follow up
the “Must Dos” (essential) as well as the “Should Dos” which
were just as important.
• NHS England complaints report was reviewed and these were
considered to be of poor quality and did not provide enough
detail, with a lack of identification of themes and trends.
• The Terms of Reference for the Group were reviewed.

Page 6 of 20

532

SR added that it had been arranged for the Care Quality Commission
Manager to come and present at the Group and a Practice Nurse
Karen Segal was to attend each meeting so there was strong nursing
input as well as GP input.
JL noted that there was a Primary Care Quality Workshop arranged
for 2nd October 2018 which would support the work of monitoring the
quality of Primary Care and look at how to do this along the same
lines and with the same focus as the assurance process around the
quality of other commissioned services. DOD asked how we could
be assured about quality in Primary care and support improvement.
JL responded that there was support internally from the Primary Care
Team at the CCG and also support to practices from the Medicines
Management Team, Neighbourhood working and the GP Federation
(aka Liverpool GP Provider Organisation). There were two Named
GPs for Safeguarding at the CCG who provided training and peer
support for practices. DOD also asked if there should be service
users on the Quality and Safety Assurance Group, however the
response from SR was it was not appropriate given that the
discussions were confidential. JE added that the Primary Care
Quality Workshop might develop new thinking and perhaps patients
would be involved in a different forum. KL felt that perhaps
Healthwatch involvement would be more appropriate and SD added
that the CCG Engagement Team could assist in engaging with
patient volunteers.
The Quality Safety & Outcomes Committee:
 Noted the content of the report
 Noted mitigation taken
 Recommended further action if required
Part 3: Strategy & Commissioning
3.1

MORTALITY/END OF LIFE UPDATE REPORT – REPORT NO:
QSOC 54-18
DOD informed the committee that SC and JE had collaborated to
provide a report for the Quality Safety & Outcomes Committee which
would provide assurance regarding end of life care and mortality
governance across the city including narrative on the number of inhospital deaths, the analysis undertaken of the issues, the gaps
identified and the next steps.
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SC continued, noting that this was the third or fourth time a paper had
come to the Quality Safety & Outcomes Committee. Data showed
that the number of people in Liverpool dying in care homes was
below the national average and those dying in hospital was above the
national average, therefore work was required in Primary
Care/community in relation to improvements in the management of
End of Life Care and the recording of End of Life Outcome Measures
appropriately. The paper highlighted the number of Care Homes
admissions to palliative care units.
JE continued that the Summary Hospital-Led Mortality Indicator
(‘SHIMI’) and Hospital Standardised Mortality Ratio (‘HSMR’) for all
providers was in the ‘as expected’ range. The question which had
been asked by the Quality Safety & Outcomes Committee was why in
Liverpool more people were dying in hospital than Care Homes, the
paper did not fully answer this question, as the reasons were multifaceted, the more appropriate question to be considered was did
people die in their preferred place and if not why not?
There was some discussion around the number of deaths not being
clearly defined as ‘end of life’ or not ‘end of life’ and the fact that
Liverpool had a disproportionately larger number of patients in
nursing care who were not dying there, no doubt due to the fact that if
they “took a turn for the worse” during the night an ambulance would
be called.
If there were Care Plans or Advanced Care Plans in place for
patients there was a sense that these might often be disregarded. It
was suggested that this might well be due to the confidence of staff in
Care Homes to deal with the issues. JL felt that there were definitely
two issues to consider, End of Life Care and mortality and a whole
system approach was required. We seemed to be far better at
enabling people to die at home, due to the benefits of the STARS
(Support Talk Act Review and Share) service so perhaps the same
approach could be taken for Care Homes which could then make a
positive impact.
SS commented that everyone in a Care Home should have a Care
Plan, although these might not necessarily be Advanced Care Plans,
and these should be followed.
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The Quality Safety & Outcomes Committee:
 Noted the contents of the report
 Reviewed the next steps proposed
 Agreed the next steps proposed or suggested alternative
actions.
3.2

PUBLIC AND PATIENT ENGAGEMENT GOVERNANCE VIA THE
QUALITY SAFETY & OUTCOMES COMMITTEE – REPORT NO:
QSOC 55-18
SD presented a paper to the Quality Safety & Outcomes Committee
to provide an update regarding Liverpool CCG’s responsibilities
relating to public and patient engagement and equalities and
proposing a 2018/19 workplan on these issues for the Quality Safety
& Outcomes Committee which had a remit to look at patient and
public engagement and its role in service improvement (it was a
statutory duty of the CCG to involve people in planning and decision
making).
The CCG had a Team leading on engagement which co-ordinated
the Public and Patient Engagement & Experience Group, which was
a first stage to try to asses a plan with regards to quality and the risk
to the CCG in terms of strength of feeling to decide if something
should go to formal consultation or constitute major service change.
If this was the case the matter would come to the Quality Safety &
Outcomes Committee. The Quality Safety & Outcomes Committee
would assess if this needed to be brought to the attention of the
Governing Body. There were a high number of judicial reviews being
implemented against CCGs for not engaging with the public correctly,
therefore it was helpful to remind the Quality Safety & Outcomes
Committee and to be able to evidence having listened to the views of
the public and demonstrate that they had influenced our decision
making.
JL noted that the internal review of governance processes which was
to be carried out would impact on the committee structure and its
management going forward. The role of our Lay Members had
changed and KP’s role (Lay member of Patient & Public
Involvement/Chair of the Quality Safety & Outcomes Committee) was
different to that of his predecessor. It was good to be reminded of
what we needed to do.
The Quality Safety & Outcomes Committee commented as follows:
Page 9 of 20

535

• SR suggested that the CCG should have a universal patient
group. SD responded that there were a number of engagement
mechanisms which she would share with the committee before
the next meeting.
• JL fed back comments which had been sent to her by ST who
had been unable to attend the meeting. ST was supportive of
the approach in the paper but wanted to know how activity
would be managed so as not to overwhelm the public and
balance with general feedback. We had formal engagement
but it was worth learning from the public on a range of services.
JL added that we wanted to know how to engage as a system
regarding the One Liverpool Plan, some areas were in
conjunction with Liverpool City Council so a formal consultation
would not be appropriate. SD responded that the Engagement
Strategy needed to be updated and could reflect the wider
partner working, One Liverpool and Liverpool City Council joint
ventures. For One Liverpool we were working with patients
regarding the Aintree and Royal merger. We needed to be
clear who we wanted to talk to about different services and
topics.
• DOD commented that there were areas which required
improvement rather than structural change. Risk was the focus
around large changes, people engaged with what affected them
and were opposed to major change. SD responded that there
were ongoing numbers of small groups of people looking at
small issue. Work had started with the deaf community and we
wanted to expand this approach to different equality groups
who could engage in communities where we did not have the
access.
The Quality Safety & Outcomes Committee:
 Noted the content of the report
 Incorporated engagement into the QSOC workplan for
2018/19
3.3

INDIVIDUAL FUNDING REQUESTS GOVERNANCE FRAMEWORK
– REPORT NO: QSOC 56-18
JL presented a paper to the Quality Safety & Outcomes Committee
asking for approval of the Midland and Lancashire Commissioning
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Support Unit Governance Framework for Individual Funding
Requests, consisting of:
• Individual Funding Requests Standard Operating Procedure.
• Individual Funding Requests Management Policy.
• Individual Funding Requests Decision Making Policy.
The Midland and Lancashire Commissioning Support Unit continued
to provide the CCGs of Cheshire & Merseyside with a good service.
A Liverpool GP Dr Kit Oi Chung was involved the service and would
have had a strong influence in the development of the documents to
be approved. She confirmed in response to a question from DOD
that legal advice had been taken. She added that where there was
no evidence base or a new procedure was involved the
Commissioning Support Unit sought advice from a range of experts.
This function was a statutory obligation for CCGs, decisions should
be around what we needed to do.
SR commented that the Individual Funding Request process was
extremely robust, KL added that there was benefit in the
Commissioning Support Unit approach as they had a greater reach
and view. DOD raised concern that the more able to navigate the
system might have a benefit and an equality impact assessment was
required and JL agreed to pick this up for the next meeting.
The Quality Safety & Outcomes Committee:


Approved the MLCSU Governance Framework for IFRs
which consisted of:
o Individual Funding Requests Standard Operating
Procedure
o Individual Funding Requests Management Policy
o Individual Funding Requests Decision Making Policy.



Requested an Equality Impact Assessment be carried out.

Part 4: Performance
4.1

REFERRAL TO TREATMENT TIMES (‘RTT’) AT ROYAL
LIVERPOOL AND BROADGREEN UNIVERSIT HOSPITAL NHS
TRUST – REPORT NO: QSOC 57-18
KL presented a paper to the Quality Safety & Outcomes Committee
on Referral to Treatment Times (‘RTT’) at the Royal Liverpool and
Broadgreen University Hospitals NHS Trust. The Trust had last met
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the 92% RTT standard in December 2015, since then performance
had shown a steady deterioration with a small improvement in
April/May 2018 and for June 2018 had been 83% (a target of 85% by
March 2019 had been agreed with NHS Improvement. However
within the overall performance some specialities were performing
significantly worse i.e. Urology at 76% and ophthalmology at 75%.
In May 2018 the Trust was put into Enhanced Surveillance,
surveillance, this was via the Clinical Quality & Performance Group,
and an additional monthly CQPG meeting to discuss and focus on
RTT. These meeting would initially focus on Ophthalmology and
Urology as those were the sub-specialties with the biggest breaches
and clinical risks. The first of these meetings had been extremely
challenging, the second had just been held and it was felt that
progress was being made with the Trust having produced a standard
operating procedure for both specialties but there was still a long way
to go. Two ophthalmology patients (40 week breach) had been
exposed to moderate harm. For 52 week breaches there was a Root
Cause Analysis process in place.
SS raised concerns about when the process began to be monitored
in the patient journey as appointment slots in Choose and Book were
not always readily available but the referral process had begun. He
was also concerned that the ‘Acting As One’ Contracts was a
disincentive to the Trust. SR added that sometimes patients
preferred to wait for a variety of reason and this should be taken into
consideration. KL agreed to investigate the availability of slots in
Choose & Book at the next meeting with providers and to ask them to
respond on how they were progressing with numbers.
The Quality Safety & Outcomes Committee:



4.2

Noted the contents of this report
Noted the action planned

SERIOUS INCIDENT OVERVIEW 2018/19 QUARTER 1 – REPORT
NO: QSOC 58-18
BH and JB presented a report to the Quality Safety & Outcomes
Committee to provide an analysis of information regarding Serious
Incidents (‘SIs’) reported to Liverpool CCG as both Lead and CoOrdinating Commissioner via the Strategic Executive Information
System (‘StEIS’). They highlighted:
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• 72 Serious Incidents were reported in Quarter 1.
• Suspected self-inflicted harm incidents were increasing, the
next highest category was Grade 3 and 4 Pressure Ulcers
(although 15% down on the previous quarter).
• There had been a wrong implant/prosthesis Never Event at the
Royal Liverpool Hospital when a wrong size acetabular was
used in a hip replacement operation, there had been no patient
harm and the Root Cause Analysis was due this month. There
had been a treatment delay Serious Incident due to a patient
being “lost to follow up” through the Urology Service. The Trust
were working on an information technology “fix”.
• Alder Hey – there were two serious incidents report in Quarter
1, one pressure ulcer and one treatment delay. Two new
Tissue Viability Nurses had now been recruited.
• Mersey Care (Community Services) – pressure ulcers were the
highest category, with 8 reported in quarter one as Serious
Incidents. There had been 8 Grade 4 pressure ulcers reported
in the previous financial year and a deep dive on pressure
ulcers had been carried out for the Clinical Quality &
Performance Group meeting. They had developed a Pressure
Ulcer Harm Free Group in conjunction with Liverpool and South
Sefton CCGs. Root Cause Analysis documentation was found
not to be as strong as it could have been and had been
improved along the lines of Mersey Care (Mental Health).
• Mersey Care (Mental Health) – the highest number of incidents
related to apparent self-inflicted harm, there had been
significant increases in Quarter 1 but the figures were
comparable with the same time last year so the CCG had asked
the Trust to carry out a review of the last five quarters to be
escalated to the Trust’s Mortality Review meeting. The Trust
was embedding the “Just Culture” across the organisation.
There had been two incidents of patients taken to Aintree
Hospital who then jumped from the top of the multi-story car
park, a multi-disciplinary approach had been used to review the
clinical aspects along with any estates issues. Liverpool CCG
was hosting a thematic review of mental health homicides in
October 2018.
• Liverpool Heart & Chest Hospital – no Serious Incidents
reported in Quarter one and this had been raised at the Clinical
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Quality & Performance Group, the Trust benchmarked
themselves with Papworth and the Royal Brompton Hospital in
terms of incident reporting and we had asked them to review
this.
• Liverpool Women’s Hospital – three Never Events had been
reported for 2017/18, four had been reported in Quarter one
2018/19 and the Trust was currently under Enhanced
Surveillance. Local Safety Standards for Invasive Procedures
(‘LocSSIPs’) Plans had not progressed as much as we would
have liked. Good work was happening but was not
documented in the Root Cause Analyses so we had asked the
Trust to review this.
• Spire – we had asked for an aggregate review of the milestones
for the next Clinical Quality & Performance Group. The issue of
transfer to local acute hospitals was being looked at in order to
improve.
The Quality Safety & Outcomes Committee commented as follows:
• JL asked for feedback on learning from incidents and
recommended a note of caution around any structured analysis
as the numbers were reducing but were very small.
The Quality Safety & Outcomes Committee:



4.3

Notes the contents of the report
Notes the learning identified for Q1 2018/19

HEALTHCARE ASSOCIATED INFECTION QUARTER 1 2018/19
UPDATE REPORT – REPORT NO: QSOC 59-18
BH presented a report to the Quality Safety & Outcomes Committee
to outline progress with regards to the management of Healthcare
Associated Infections (‘HCAI’) within the services that NHS Liverpool
CCG commissioned. She highlighted:
•

MRSA had decreased. We were working with our fellow CCGs
and providers through the CCG and Provider Infection
Prevention and Control Networks to drive improvement.
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•

C Difficile – work continued, all cases were reviewed to identify
any lapses in care and prevent re-occurrence. During 2016/17
151 cases were reported, 157 in 2018/18 (19 cases over plan).
Numbers had been fairly static over the last two to three years.
NHS Improvement had set a challenge for 2018/19 for
providers to reduce cases even more.

•

All providers had issues and we needed to pool our resources,
particularly regarding antibiotic prescribing.

•

Liverpool CCG was to be part of a national collaborative from
NHS Improvement which was very positive.

•

We were in a better position in Quarter one of this year than
Quarter one last year, however we were still over trajectory for
E-Coli.

•

It was vital to develop the collaborative network and formal
Post Infection Review process and keep monitoring the
position at the Clinical Quality & Performance Groups and the
Healthcare Associated Infections Assurance Framework
monthly submissions from providers and the quarterly Quality
Schedule compliance returns.

The Quality Safety & Outcomes Committee:




4.4

Noted the contents of the report
Noted performance during Quarter 1 2018-2019
Identified if further assurance was required

MENTAL HEALTH HOMICIDE ASSURANCE REPORT – REPORT
NO: QSOC 60-18
It was noted at this point in the meeting that given that Voting
Members JLe and DOD had left the meeting due to other
commitments, the meeting was no longer quorate. It was agreed that
any decisions taken from this point on would be circulated to
members via email for a virtual quorate ratification.
JE presented the Quality Safety & Outcomes Committee with
information regarding the assurance processes undertaken in relation
a mental health homicide that occurred in 2014.
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In 2016 NHS England North commissioned Niche Health and Social
Care Consulting (Niche) to carry out an independent investigation
into the care and treatment of a mental health service user S, who
received care and treatment from Mersey Care NHS Foundation
Trust. Niche was a consultancy company specialising in patient
safety investigations and reviews. Mersey Care had undertaken a
great deal of work to embed the learning into their organisation.
In February 2018 Niche undertook an external quality assurance
review in association with Liverpool CCG (LCCG) and NHS England
(NHSE). The report provided a copy of the draft external quality
assurance report (appendix A as a separate document), detailed the
findings of the review and the next steps.
A workshop was to be held in October 2018 to look at the findings of
the report and analyse alongside previous incidents. Mersey Care
would update the Action Plan in the light of the findings of the Niche
Report which would be presented to the CCG Serious Incident Panel
and monitored to completion by the quarterly monitoring meetings.
Niche would be informed of the discussions at the Quality Safety &
Outcomes Committee and once approved by all stakeholders a
publication date would be agreed for publication on NHS England
and Mersey Care’s websites.
The Quality Safety & Outcomes Committee:
 Noted the outcomes of the external quality assurance review
that took place in February 2018
 Noted the next steps planned
 Approved the report for publication at a yet to be agreed date
subject to confirmation via email of the quorate ratification of
the decision taken whilst the meeting was not quorate.
Part 5: Governance
5.1

RISK REGISTER – REPORT NO: QSOC 61-18
JB presented the Quality Safety & Outcomes Committee Risk
Register for noting and approval of recommended risks to be
removed.
She highlighted the current risk situation:
Aintree
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Aintree1 - The April 2017 to March 2018 data (latest available)
showed the HSMR and SHMI to be within expected range. The latest
report included several CUSUM alerts that were highlighted to South
Sefton CCG for discussion with the Trust (as lead commissioner).
The CCG continued to be represented at the monthly mortality
meetings. Assurance regarding compliance with National Quality
Board requirements into Learning from Deaths requested via Clinical
Quality & Performance Group (‘CQPG’). Feedback from mortality
meetings to be reported by exception to CQPG and Trust to report
minimum data set on structured judgement review process. Mortality
was considered as part of Single Item Quality Surveillance Group on
30th April 2018.
Aintree2 - In relation to 4 hour A&E targets:
• A diagnostic review was recently completed by Newton Europe
which established the following work streams: Operational decision
making & processes and Capacity, placement & reablement.
These would be directed at progressing the short term actions and
changes identified by the Newton team’s initial system diagnostic
balanced with longer term more strategic / structural system
changes to make the system more efficient, effective and resilient.
Lastly, system command & control: Ian Davies Liverpool CCG was
to lead a short piece of work to review the options for strengthening
the system, looking at how we might better co-ordinate and
respond to individual ‘tactical’ pressures.
• Improvement led (Senior review, All patients, Flow Early
Discharge, Review) ‘SAFER’ patient flow initiative on all wards
(details on Risk Register)
• Medworx system commissioned and fully implemented provided
enhanced ability to track 'ready for discharge' (RFD)
patients/Delayed Transfers of Care.
• The National CQUIN for integrated discharge will support improved
flow from acute to community settings of care, in turn supporting
improved flow within the Acute Trust for patients in Emergency
Departments with Decision to Admit.
Liverpool Community Health
LCH3 - A Form 1 had been submitted to consider reconfiguration/ recommission of existing services for Children in Care; if accepted the
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changes would ensure the Initial Health Assessment pathway would
be the responsibility of Alder Hey in its entirety which will reduce
fragmentation and associated delay. Review of services will also see
increase in dedicated Community Interest Company (‘CiC’) resource
within Mersey; in turn this will improve compliance with statutory
review health assessments. Meetings with Public Health
Commissioners, Mersey Care, Children in Care Council and Liverpool
City Council had taken place in July to ensure appropriate
consultation on proposals.
LCH10 - A paper regarding new governance arrangements for the
transfer of services from LCH to their new providers was received by
June Quality Safety & Outcomes Committee and further assurance
has been requested. The CCG had requested to see the full project
plan with timescales.
Liverpool CCG
LCCG 3 - The Local Area Contact (‘LAC’) continued to track progress
with the completion of the overdue Learning Disabilities Mortality
Review (‘LEDER’) reviews (13 LCCG and 7 SSCCG). CCG funding
has been identified for 1 whole time equivalent Band 7 and 0.6 whole
time equivalent Band 3 posts to support the completion of the reviews
and allocated to Mersey Care Trust for recruitment. The service
specification had been developed and agreed. Recruitment to the
posts was due to start to support the programme. The long term
sustainability of the LEDER programme was being discussed at a
national level.
LCCG4 - In relation the capacity in the Children’s team, from 1st July
2018 a full time fixed post was recruited to specifically to support the
delivery of the Transforming Care Programme framework, therefore it
was requested if this risk could be closed on the risk register.
LCCG5 - re follow up of test of cure smears in Primary Care,
monitoring of the action plan continued. The follow up meeting in July
2018 established that for those ladies not able to be contacted/those
who have not responded the failsafe will be that they will remain on
annual follow up until a new result is added to the system – this would
ensure they were not lost to follow up.
LCCG6 - At the July 2018 CQPG the Trust presented a report
detailing the programme management arrangements being
established by Mersey Care to address the wide range of quality
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issues identified in the Kirkup report. The quality issues identified
have been split into 4 main groups, each of which had an Executive
Lead. The first draft of the Kirkup report programme management
dashboard would be presented to the August CQPG meeting.

One to One
One2One3 - The women on the Liverpool caseload (July 2018) were
ranging between 7 & 41 weeks gestation. We were awaiting details of
the August caseload. A Quality Visit was undertaken by Liverpool
CCG on 20th July 2018; overall the visit was positive and the provider
reported no women on the Liverpool caseload with exclusion criteria
(as per current Service Specification). The provider agreed to provide
exception reports for any high risk women on caseload (still awaited).
Monitoring of One to One continued through attendance at Wirral
CCG monthly Contract Meetings and monthly review of provider's
compliance, performance and Liverpool caseload. Liverpool CCG
were facilitating Clinical Pathway meetings between One to One and
LWH; next meeting 6th September 2018.
Royal
RLBUHT1 - In relation to the 4 hour A&E waits at the Royal in
addition to the work detailed above for Aintree, initiatives to improve
performance are underway at the Royal Liverpool which include full
implementation of Clinical Decision Unit (‘CDU’), additional medical
staff in Emergency Department.
The Quality Safety & Outcomes Committee recommended for
removal risks LCCG 4 and LCCG. As the meeting was not quorate at
this point an email would be sent to voting members to agree the
recommendation taken.
The Quality Safety & Outcomes Committee:
 Requested the removal of risks LCCG 4 and LCCG 5.

6.

ANY OTHER BUSINESS
None.
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7.

DATE AND TIME OF NEXT MEETING
Tuesday 2nd October 2018 – 3pm to 5pm, Boardroom Liverpool CCG
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
QUALITY SAFETY & OUTCOMES COMMITTEE
Minutes of meeting held on Tuesday 2nd October 2018 at 3pm
Boardroom, The Department, Lewis’s Building
Present
Ken Perry (KP)
Jane Lunt (JL)
Stephen Sutcliffe (SS)
Jan Ledward (JLe)
In attendance
Mark Bakewell (MB)
Lynn Jones (LJ)
Kerry Lloyd (KL)
Jan Lloyd (JE)

Lay Member for Patient & Public
Involvement/Committee Chair
Director of Quality, Outcomes &
Improvement
GP Governing Body Member
Chief Officer

Paula Jones

Chief Finance & Contracting Officer
Primary Care Quality Manager
Deputy Chief Nurse
Senior Clinical Quality & Safety
Manager
Clinical Quality & Safety Manager
Head of Safeguarding
Designated Nurse Safeguarding Adults
Designated
Nurse
Children
In
Care/Looked After Children
Quality Manager
Social Value and Engagement Lead (up
to and including item 3.1)
Developmental
Paediatrician
Alder
Hey/Designated
Doctor
for
Safeguarding - Secondary Care (end of
agenda)
Named GP for Safeguarding (item 3.3
onwards)
Committee Secretary

Apologies
Fiona Lemmens (FL)
Donal O’Donoghue (DOD)
Shamim Rose (SR)
Mavis Morgan (MM)
Sarah Thwaites (ST)

GP Governing Body Member
Secondary Care Clinician
GP Governing Body Member
Patient Representative
Healthwatch

Barbara Harding (BH)
Helen Smith (HS)
Carmel Hale (CH)
Carlene Baines (CB)
Julia Burrows (JB)
Sarah Dewar (SD)
Imran Vardak (IV)

Margaret Goddard (MG)
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Part 1: Introductions & Apologies
1.1 WELCOME & INTRODUCTIONS
KP welcomed everyone to the meeting.
1.2 DECLARATIONS OF INTEREST
KP declared his “standing interest” in Mersey Care as the company of
which he was a director, Do-Well, was retained to work with the Chair
and Senior Management Team of Mersey Care. This was in relation
to any reporting on quality performance on the agenda where Mersey
Care was referenced, however as no decisions on commissioning of
services or which had financial implications were being taken, this
interest did not represent a conflict.
Addendum Post Meeting: Dr Imran Vardak was in attendance at the
meeting in respect of his role as Designated Doctor for Safeguarding.
As a Paediatrician at Alder Hey he had an interest in item 4.1 Early
Warning Dashboard, item 2.2 Safeguarding Quarter One and item 3.2
report on Children In Care, however the reports being made were
factual and the information already known by the Alder Hey with no
decision to be made so Dr Vardak was not conflicted and was able to
remain in the meeting. This had not been clarified during the meeting.
1.3 MINUTES AND ACTIONS FROM 4TH SEPTEBER 2018
The minutes of the meeting which took place on 4th September 2018
were agreed as an accurate record of the discussions which had
taken place subject to the correction on page 8 item 3.1 Mortality/End
of Life Update, the last paragraph should refer to Care Plans being
“followed” rather than “enforced”.
1.4

MATTERS ARISING NOT ALREADY ON THE AGENDA:
1.4.1 Action Point One – MB updated the Quality Safety & Outcomes
Committee on the briefing which Dave Horsfield had been
asked to put together around what was and was not a secure
form of patient data transfer. There were issues around the
direction of travel for IT and it had been discussed at the
Information Governance Steering Group. It was noted that the
Committee required assurance that this was being done and
MB agreed to action this.
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1.4.2 Action Point Two – it was noted that a full report on Children in
Care was on the agenda.
1.4.3 Action Point Three – JL explained that the Stroke Rehabilitation
Prioritisation Plan was not yet available, she would pursue this
and bring a definite timescale for submission to the Quality
Safety & Outcomes Committee at the next meeting.
1.4.4 Action Point Four – it was noted that there were Engagement
Plans on the agenda for today.
1.4.5 Action Point Five – JL updated the Quality Safety & Outcomes
Committee that due to annual leave she had not yet been able
to pick up the issue of the Equality Impact Assessment re the
Individual Funding Requests Governance Framework, she
agreed to follow this up for the November 2018 meeting.
1.4.6 Action Point Six – KL updated the Quality Safety & Outcomes
Committee that for Referral to Treatment targets the
measurement began from the point of referral regardless of the
availability of slots on Choose and Book.
1.4.7 Action Points Seven & Eight – it was noted the ratification post
meeting of the decisions taken when the meeting was no longer
quorate on the publication of the mental Health Homicide Niche
Report on service user Mr S and removal from the Risk
Register of Risks LCCG 4 and LCCG 5 had been made and
circulated.
Part 2: Updates
2.1

CHIEF NURSE’S REPORT – REPORT NO: QSOC 62-18
JL presented the second Chief Nurse’s Report to the Quality Safety &
Outcomes Committee, noting that this was a report in development.
Feedback from the Governing Body in September 2018 had been
very positive and the thoughts and suggestions incorporated.
The key issues were:
• A Single Item Quality Surveillance Group had taken place
around Aintree Hospital, chaired by Graham Urwin from NHS
England. From this two areas for concern were:
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o A follow up review of Never Events was being undertaken by
the Royal College of Surgeons.
o The Care Quality Commission (‘CQC’) required further
assurance around education and safe staffing, the next
review would be in December.
If the results of both these areas were satisfactory the Trust
would be moved from Enhanced Surveillance to Routine
Surveillance, but remained under Enhanced Surveillance until
then.
• Referral to Treatment at the Royal Liverpool Hospital –
progress was being made, the specialties of Urology and
Ophthalmology were being addressed specifically.
• Referral to Treatment at Liverpool Women’s Hospital – progress
was being made.
• One to One Midwifery – Liverpool CCG was not the
commissioner, Wirral CCG managed the contract. The issues
from Liverpool CCG’s perspective were the long term financial
viability of the organisation, and the safe transfer of patients to
Liverpool Women’s Hospital, should the need arise.
• Mersey Care Pressure Ulcer Reduction Work.
The Quality Safety & Outcomes Committee commented as follows:
• JLe noted that a Governing Body Development Session had
discussed diagnostics at the Royal and wondered why only
Referral to Treatment had been included in the Chief Nurse’s
Report. JL responded that the Clinical Quality & Performance
Group for the Royal was to discuss diagnostics later on in the
week and a decision would then be made about how to move
forward. South Sefton CCG were asking for additional
assurance around Liverpool Clinical Laboratories. KL added
that from the commissioners’ perspective it felt that there had
been improvement in diagnostics. JLe was clear that the
Governing Body needed to be informed of this.
• SS referred to the statement in the report that following the
introduction of e-referral there had been a response from the
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Urology service of a reduction in capacity from Choose and
Book to accommodate a number of historic paper referrals
which had resulted in an extended waiting times and asked for
an explanation. It was agreed that this needed to be looked
into further for the next meeting.
The Quality Safety & Outcomes Committee:
 Noted the contents of the report.

2.2

SAFEGUARDING QUARTER ONE UPDATE – REPORT NO:
QSOC 63-18
CH presented the Safeguarding quarter one report to the Quality
Safety & Outcomes Committee and highlighted:
• Mersey Care Mental Health – a contract performance notice
had been in place since quarter 4 2016/17. For last three
quarters they had shown non-compliance with the Safeguarding
Key Performance Indicators. This had led to bi-monthly
contract performance meetings and good progress was being
made regarding Policy and Supervision compliance. However
training needed to be monitored more and the Trust had a
training recovery plan in place. Training performance had no
doubt slipped due to the transition process and this had been
escalated to the internal Safeguarding Assurance Committee,
this should be back on track for quarter two.
• Safeguarding Training at Liverpool Women’s Hospital – the
Trust had been fully compliant but for the last three quarters
training compliance had dropped below acceptable levels, they
had reviewed their data systems, this related not just to
safeguarding data but all training data collection and was being
looked into. If they were not compliant for the next quarter we
would discuss the rating with them, and consider the best
approach to supporting the Trust to improve.
• Aintree Hospital – the Trust was under Enhanced Surveillance
and progress was static, therefore still rated as providing
Limited Assurance re safeguarding. The Action Plan agreed
for the last two quarters remained in place. A permanent Head
of Safeguarding had just been appointed in the last few days.
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• Royal Liverpool Hospital maintained significant assurance last
year and this year.
• Spire Health Care – significant assurance for the second
consecutive quarter.
• Alder Hey – showing significant assurance for adults and
children in quarter one but reasonable assurance for Children in
Care.
JLe asked if the Safeguarding Compliance issues were being
reported to the Board meetings of the Trusts concerned as we
needed to know that the Trusts at the highest level internally were
sighted on the issues. HS responded that the internally the
Safeguarding Assurance Groups were aware but we did not see what
they escalated to their Boards. JLe responded that this was not
sufficient, we needed to check this out, the Quality Safety &
Outcomes Committee needed assurance not reassurance on this
matter. CH agreed that this would be done and reported back in the
next quarterly report. The Mersey Care Director of Nursing had been
included in the discussions around the contract performance notice.
KP added that it was worrying that we had to raise concerns around
safeguarding training at our provider trusts and that it would be good
to have insight into this to ensure they were taking the matter
seriously at Board level.
The Quality Safety & Outcomes Committee:
 Noted and approved the content of the report.
Part 3: Strategy & Commissioning
3.1

ENGAGEMENT PLANS – REPORT NO: QSOC 64-18
SD presented a paper to the Quality Safety & Outcomes Committee
to inform on the changes being proposed for Heart Failure and Adult
Attention Deficit Hyperactivity Disorder (‘ADHD’) services and a
review of Urgent Care services to be undertaken along with the three
engagement plans for consideration. These plans had been through
the process discussed i.e. reviewed by the Patient and Public
Engagement & Experience Group. Senior Management Team
agreement would now be sought re the review of Urgent Care
Services and to ensure that we included GP services, 111 and
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Extended Hours/Out of Hours in the engagement. The timescale for
completion of this would be in two years’ time when the Extended
Access and Out of Hours contracts in place came to an end, the
outcome of the engagement could influence subsequent
procurements.
SS raised three queries around the Urgent Care engagement:
1. The existing Integrated Commissioning Teams, Neighbourhood
working and GP Networks needed to link in to the Urgent Care
Service and should be involved in the engagement as
stakeholders.
2. There was no mention of the costing for new services.
3. There was a trade-off between local service provision and the
need to travel, also different demographic had different
requirements from GP contact i.e. continuity of GP or prepared to
see any doctor. There was a risk or preferring one demographic
over another. SD responded that the key issue at the planning
stage was to understand who were the people with little influence
who might be affected.
JLe asked how the engagement plans linked into One Liverpool
where the key areas highlighted were Urgent Care, Children and
Adolescents’ Mental Health and Continuing Healthcare. SD
responded that the list of engagements had come from the
Operational Plan, JLe felt that this needed to be made clearer in the
report to show the thought processes behind the list of engagements.
KP noted that a great deal of good work had been carried out in
preparing the engagements and thanked SD and the Social Value
Engagement Team.
The Quality Safety & Outcomes Committee:





Noted the content of the engagement plans for
Heart failure services
ADHD adult services
Urgent Care services review
Approved the engagement activity proposed
Noted that a Report of a summary of the activity was to be
presented to the Governing Body.
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3.2

LIVERPOOL CHILDREN IN CARE HEALTH TEAM – OVERVIEW
REPORT 2017/18 – REPORT NO: QSOC 65-18
CB gave a presentation to the Quality Safety & Outcomes Committee
to provide an overview of the quality, performance and delivery of
health services for children in care in Liverpool as commissioned by
Liverpool CCG and provided by Liverpool Community Health (Mersey
Care) during 2017/18.
The CCG’s responsibilities were:
• Duty to comply with requests from Local Authority to help provide
support & services to CiC (Children Act 1989)
• Promote health & welfare of Children in Care through
cooperation (sec 10, Children Act 2004)
• Work with Local Authority on integration agenda; joined up
approach to addressing emotional, mental & physical health
needs
Commissioned services were:
•
•

Alder Hey – provided Initial Health Assessments (IHA), Adoption
Medicals, Adult Health Clearances
Mersey Care – facilitated, coordinated, completed Review
Health Assessments (RHA), oversight of cohort placed Out of
Area, ensured notification process/information sharing/training

Performance Measures were
• Quarterly KPI submissions
• Self-audit
• Site Visit
• Quality Standards
• Children in Care Standards linked to Statutory Guidance,
Legislation & Service Specifications
Provision for Children in Care remained on CCG Risk Register
Alder Hey:
•
•

Quality of assessments was improving – standardisation whilst
remaining individualised
Flexible approach
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•
•
•
•

Leadership & innovation
Challenges around training & supervision offer
Integration with wider Trust agenda
Improving performance overall

Mersey Care (Community):
•
•
•
•
•
•
•
•

Self-audit submission – clear expectations for service
Some improvement in health returns; SSDA903 (unratified)
Concerns relating to leadership, knowledge, skills within existing
team
Challenges around supervision & training offer
Inability to influence 0-19s offer for Children in Care
Site visit 2018 – similar findings
Static performance
Lack of progress, and associated concerns

The Quality Safety & Outcomes Committee commented as follows:
• KP asked how this data could be utilised. JLe commented that
the information was ideal for circulation to the Integrated
Commissioning Group, there was a lack of clarity around the
role and responsibilities and expectations. We needed to
commission services in a different way, currently the
commissioning was very fragmented. It was important to define
what “Good” looked like and who we could aspire to mirror.
• JL commented that the Safeguarding Children Board received
information on children leaving care and entering care, the
Board had asked for a report to understand the characteristics
of this cohort. These children and their families had received a
sub-optimal response when they first needed help and this
demonstrated the importance of developing Early Help. This
was also symptomatic of the fragmentation in Liverpool re
commissioning, and Adults and Children’s Safeguarding were
working together. The bid to be a Child Friendly city would
help us as a city to prioritise children.
• KL asked what the role of the Corporate Parenting Board was.
CB noted that the last meeting had been cancelled at short
notice and we had to ensure that health issues were on the
agenda.
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• MB requested clarity over whether new investment was
required and how this aligned to the Form 1s. CB responded
that we needed to ensure that the current system/process was
configures and improved to give continuity of care and for the
CCG to be saved money in re-charging. Investment was shared
with the Local Authority and Public Health so additional
investment would not be via the Form 1.
• JLe noted that we needed to learn from the recent Local
Authority Ofsted review and work differently as part of the whole
system, we should be able to identify these children early on
and wrap Primary Care around them. She made reference to
the serious issues coming to light from the Kirkup report into
Liverpool Community Health and review of historic incidents.
JL reminded the Committee that a child death would be subject
to a Serious Case Review, a Child Death Overview Panel and
an independent report had been commissioned by the Local
Safeguarding Children Board so we did not want to put anxiety
in the system were there was none. JLe made it clear that we
needed to learn from an independent forensic “look back” for all
incidents.
• In response to a query from KP JL noted that it was the role of
the Local Authority to hold oversee this area and the Corporate
Parenting Board was where the decisions would be taken. JL
agreed to progress this from the CCG’s perspective for it to be
highlighted at the Corporate Parenting Board and noted that the
Safeguarding Children’s Board were already aware. KP asked
for JL and CB to work together on putting together an
appropriate response to this issue. JLe confirmed that this was
on the Governing Body radar for the next iteration of One
Liverpool.
The Quality Safety & Outcomes Committee:
 Noted and approved the content of the report.
3.3

SERIOUS INCIDENT REPORTING AND MANAGEMENT POLICY –
REPORT NO: QSOC 66-18
JE presented a paper to the Quality Safety & Outcomes Committee
to update on the revised and updated Serious Incident Reporting and
Management Policy for approval, this document required review to
ensure it was fit for purpose. It had been reviewed and updated in
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line with current national guidance and circulated to members of the
Quality Team for consultation. Once approved it would be uploaded
to the CCG external website and to the Intranet as well as being
shared at the Friday Floor Meeting. It would need to be included in
our contracts and sent to the Clinical Quality & Performance Group
meetings.
The Serious Incident Framework was under review by NHS
England/NHS Improvement and the changes would be reflected in
this policy.
The Quality Safety & Outcomes commented as follows:
• JL referred to the Kirkup Report review of Serious Incidents and
how we needed to get the process correct now which would
serve us well in the future.
• KP asked about training and how to embed this. JE responded
that this would be for the Quality Team to manage in order to
know what steps to be taken. Externally, for providers, we
expected them to have a governance process. We provided
training for the Governing Body GPs on the Serious Incident
Panel, this would be just as applicable to Primary Care as we
evolved in the processes.
• JLe felt that the process was mechanistic and wanted to know
how we encouraged staff to come forward and listened to
patients in order to help us triangulate information and draw in
learning. It was internally that we needed to focus so that as
our own organisation changed that we accepted and
incorporate “softer” information. KP agreed that we needed
insight and oversight. JE responded that as we evolved the
governance would evolve with us, this was only the beginning.
The Quality Safety & Outcomes Committee:
 Reviewed the revised policy and provides feedback on any
changes required
 Approved the policy for insertion into the CCG contracts,
publication on the CCG website, intranet and sharing with
provider organisations
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Part 4: Performance
4.1

EARLY WARNING DASHBOARD – REPORT NO: QSOC 67-18
JE presented the Early Warning Dashboard report to the Quality
Safety & Outcomes Committee for it to note the performance of the
CCG in delivery of key national and local performance indicators and
the recovery actions taken to improve performance. The information
was to the end of August 2018. She highlighted:
• Summary Hospital-Level Mortality Indicator (‘SHMI’) – within
expected range for the Royal and Aintree.
• Aintree Hospital under Enhanced Surveillance and the Royal
Liverpool Hospital and Liverpool Women’s Hospital under
Enhanced Surveillance for Referral To Treatments times.
• Care Quality Commission reports issued for Liverpool Women’s
Hospital and Alder Hey.
• Two MRSA cases reported as at end of August 2018 year to
date (now four). One was attributed to Aintree, one to Liverpool
CCG (a community case), one attributed to the Royal as there
were lapses in care and one at the Royal which was a
community case.
• There had been four Never Events:
o Royal – wrong prosthesis (no patient harm)
o Royal – overdose of medication
o Alder Hey – one wrong site surgery
o Alder Hey – wrong implant re orthopaedic surgery.
Another Never Event had since been reported at Liverpool
Women’s Hospital (retained swab) and would be discussed at
the Clinical Quality & Performance Group meeting.
KL noted that there was an ongoing discussion about the
approach of Liverpool Women’s Hospital to Never Events,
however we were not assured around their plan and felt that
they need to be stronger on medical leadership and we could
not afford to wait for them to have a new Joint Medical Director
in post before they addressed concerns. A permanent Director
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of Nursing was now in post and KL was to speak to her the
following day and report back to the next meeting.
The Quality Safety & Outcomes Committee:
 Noted the performance of the CCG in delivery of key
national and local performance indicators and the
recovery actions taken to improve performance.
4.2

NORTH MERSEY HEALTH ECONOMY GRAM NEGATIVE BLOOD
STREAM INFECTION REDUCTION STEERING GROUP UPDATE
PAPER SEPTEMBER 2018 – REPORT NO: QSOC 68-18
BH presented a report to the Quality Safety & Outcomes Committee
which updated on progress made around the provision of operational
oversight, monitoring and scrutiny of the Gram Negative Blood
Stream Infection (‘GNSBI’) Improvement Plan. The report contained
a mix of positives and negatives:
• The target for reduction by 2021 was 50%, for 2017/18 the
reduction target was 10% and again for 2018/19 10% reduction.
• The total number of cases of E.coli BSIs recorded for 2017/18
across Liverpool CCG providers was 427, against a year-end
plan of 396. 440 cases were recorded during 2016/17, therefore
2017/18 data compared more favourably. The challenge
however remained, as the CCG did not meet the 10% reduction
target set for 2017/18; hence did not achieve the quality
premium and the local focus for 2018/19 was again to reduce
E.coli BSIs by 10%.
• 125 cases of E.Coli were assigned to Liverpool CCG during
Quarter 1, 2018/19, which was 26 cases over plan. 100 of
these cases were non trust apportioned. This compared less
favourably with 107 cases assigned in Quarter 1, 2017/18; with
95 these being non-trust apportioned; highlighting a greater
focus on community acquired cases of E.Coli. The North
Mersey Health Economy GNBSI Reduction Steering Group had
membership from both acute, community and GP provider
colleagues and current focus was upon education across the
whole health economy; around adequate hydration; continence,
which includes Urinary Tract Infection (‘UTI’) prevention, ‘to dip
or not to dip’ (dip stick testing of urine, when UTI was
suspected) and the surveillance, reporting and dissemination of
data.
Page 13 of 17

559

• The steering group last met on 20 September 2018; progress
from the task and finish groups was reviewed (Continence,
Hydration and Surveillance and Reporting).

The Quality Safety & Outcomes Committee:


Noted the contents of the report.

Part 5: Governance
5.1

RISK REGISTER – REPORT NO: QSOC 69-18
JB present the current Risk Register and pointed out the current
risks:
•

Cheshire Wirral Partnership – Adult Attention Deficit
Hyperactivity Disorder (‘ADHD’)

CWP1 - Caseload analysis had been undertaken indicating that a
large proportion of specialist service appointments were taken up
with monitoring and review. Further work on options suggested
prioritising interventions to support discharge to primary care under
the shared care agreement. A discussion paper was presented to
the mental health programme board setting out delivery options.
Ongoing monitoring and updates through programme reporting
indicated increased ratio referrals to discharges.
•

Liverpool Community Health

LCH10 - At the Collaborative Forum (CF) meeting in September,
there was discussion about the action plan and that NHS
Improvement (NHSI) were overall monitoring this so to avoid
duplication it was requested that NHSI be invited to the CF meeting
to report on updates on a quarterly basis and ensure Commissioners
remain stitched in, adding NHSI update as a standing agenda item.
•

Mersey Care

MerseyC2 (Improving Access to Psychological Therapies) – the
waiting times were still within target, with recovery rates now being
achieved consistently for several months above the 50% standard as
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a result of increased follow up work. The service was now focussing
on access targets. Actions continued to be reported via monthly
meetings and contract reporting as well as regular updates to NHS
England (NHSE) and a deep dive meeting had been held with NHSE.
Further investment was planned to expand access along with a new
clinical model.
•

One to One Midwifery

One2One3 – The CCG were reviewing the caseload monthly, and
attending the contract Meetings hosted by Wirral CCG. There was a
contingency plan with Liverpool Women's Hospital, should the service
become unviable. The CCG were awaiting results of the Wirral CCG
MIAA Financial Audit which was currently ongoing.
•

Royal Liverpool Hospital

RLBUHT2 – Diagnostics performance had significantly improved with
July performance at 3.63%. Referral to treatment (RTT) performance
remained challenged with a July position of 83.5% and as a
consequence the trust had been placed into enhanced quality
surveillance. RLBUHT had agreed a recovery trajectory with NHSI of
85% by March 2019. Urology (75.3% June 2018) and Ophthalmology
(74.4%) remained the most challenged specialties. These specialties
were the current focus within the enhanced surveillance meetings.
KP informed the Quality Safety & Outcomes Committee that the
approach to risk was being re-thought. The had been criticism of the
Risk Register (and Corporate Risk Register) that it presented the
management of issues rather than truly be about managing those
risks. JL explained that the aim was to start with a blank page in
order to avoid risks being left on the Register requiring an update.
KL noted that the Risk Register had been discussed at the Quality
Team meeting and the need to go back to basics and challenge
people to articulate the risks and steps taken to mitigate. MS added
that there had been a similar discussion at the Audit Risk & Scrutiny
Committee and it was about articulating inherent risk and target risk
therefore tracking improvement. This would add value to the process
and it was important to have consistency across the committees of
the Governing Body.
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The Quality Safety & Outcomes Committee:
 Noted the content of the report.
5.2

SAFEGUARDING ANNUAL REPORT 2017/18 – REPORT NO:
QSOC 70-18
HS presented the Safeguarding Annual Report 2017/18 to the Quality
Safety & Outcomes Committee for noting and approving. As
everyone had been able to read the report prior to the meeting she
highlighted the following key points:
• Over the course of the year the Safeguarding Team had
transferred across to Liverpool CCG as a dedicated team from
a shared service with other CCGs. This had had a positive
impact on the Team with staff changes.
• The report included a summary of how CCGs held the
Safeguarding Team to account.
• The CCG had in place governance and accountability
arrangements including regular reporting via the Quality Safety
and Outcomes Committee and to the Governing Body, there
was direct access by the Designated Professionals to the Chief
Nurse/Chief Officer.
• Training was key to ensuring Safeguarding assurance. The
CCG was compliant in training for levels 1, 2 and 3 at 90%
(Governing Body compliance was 81% but this was due to the
arrival of new Governing Body members in the year).
• Priorities for next year were to continue in the same way but
with a particular focus on embedding Safeguarding and Quality.
For Care Homes we were working closely with the Local
Authority.
• We had responded to changes in national guidance such as the
Children’s Act and new Safeguarding arrangements and now
had a consensus on the Mental Health Capacity Act.
JL noted that it had indeed been a difficult year for the Safeguarding
Team who had moved from working for several CCGs to one. Not all
our partner CCGs had been supportive of people leaving from one
post to take up another. Liverpool CCG was already reaping the
Page 16 of 17

562

benefit of having the Safeguarding Team dedicated to it and based in
its offices.
KP asked who the audience would be for the annual report and asked
for the Executive Summary to be amended to be much more
comprehensive rather than merely an introduction.
It was agreed that the Annual Report needed to be presented to the
November 2018 Governing Body meeting for approval.
The Quality Safety & Outcomes Committee:
 Noted and approved the Annual Report.
6.

ANY OTHER BUSINESS
None.

7.

DATE AND TIME OF NEXT MEETING
Tuesday 6th November 2018 – 3pm to 5pm, Boardroom Liverpool
CCG
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