AGENDA FOR

Governing Body Meeting
Date:
Venue:

Tues 12 January 2021
MS Teams Call

Time:

2.30pm

No

Item

A
A1
A2
A3
A4
A5
A6

Introduction and apologies
Welcome & Introductions
Fiona Lemmens
Verbal to note
Apologies received:
Fiona Lemmens
Verbal to note
Declarations of Interest
Fiona Lemmens
Verbal to note
Previous Minutes (10 November 2020)
Fiona Lemmens
Paper for approval
Action Log
Fiona Lemmens
Paper for approval
Committee Reports
• Performance and Quality
Cathy Maddaford
Paper for information
Committee Nov 20;
Paper for information
• Audit and Risk Committee Dec 20; Sally Houghton
• People and Community Voice
Carol Rogers
Paper for information
Committee Dec 20;
Helen
Dearden
Paper for information
• Remuneration and HR Committee
Dec 20;
Gerry Gray
Paper for information
• Primary Care Commissioning
Committee Dec 20.
Officer Updates
Chief Officer Report
Jan Ledward
Paper for information
Chief Nurses Report
Jane Lunt
Paper for information
Public Health Update
Matt Ashton
Paper for information
GBAF, Corporate Risk Register and
Stephen Hendry
Paper for information
Issues Log Update
For Decision
No items
For Noting
Complaints and FOI Report April –
Stephen Hendry
Paper for information
September 2020
Operational Plan Update
Dave Horsfield
Paper for information
Questions from Public
Questions received in advance from the Mark Bakewell
Paper to note
general public
Papers to Note / For Information – Appendices to the committee papers

B
B1
B2
B3
B4
C
D
D1
D2
E
E1
F

F1
F2

Lead

Note/Information/
Decision

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

Reports tabled at GB sub committees
• Finance report – agreed at Performance and Quality
Committee Dec 20;
• Performance report –agreed at Performance and Quality
Committee Dec 20.

For information
For information

F3

G
G1

Committee Minutes
Liverpool CCG Committees:
• Audit and Risk Committee – 07/07/2020;
• Primary Care Commissioning Committee – 18/08/2020;
• Remuneration & HR Committee – 15/09/2020;
• Primary Care Commissioning committee – 20/10.20.
Any Other Business
Any Other Business
Dates of Future Meetings:
•

•

th

Tues 9 March 2021;
2.30 – 4.30pm

•

Questions due 4 March

th

th

Questions due 25 May

th

•
•

Papers due 2 July
th
Questions due 8 July

th

•

Papers due 3
September

•

Questions due 9
September

•

Papers due 29 October

•

Questions due 4
November

•

Papers due 30
December

•

Questions due 6
January

•

Papers due 25
February

•

Questions due 3 March

Tues 14 September
2021; 2.30 – 4.30pm

th

Tues 9 November
2021; 2.30 – 4.30pm
th

Tues 11 January 2022;
2.30 – 4.30p,

th

Papers due 26
February

Papers due 18 May

•

•

•

•

Fri 28 May 2021; 2.30
– 4.30pm
Tues 13 July 2021;
2.30 * 4.30pm

•

Deadline for papers/questions:

•

th

•

•

For information

Tues 8 March 2022;
2.30 – 4.30pm

th

th

nd

rd

th

th

th

th

th

th

rd
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Public - Governing Body - Action Log
Date of
Meeting

Agenda Item

Action

Executive Lead

Operational
Lead

Proposed
Date of
Completion

Item
Status

Comments

14 July 2020 - Public Governing Body Meeting ** held via Skype due to Covid19 pandemic **

14-Jul-20

B3 PUBLIC HEALTH UPDATE

MAS and FLE to discuss reinstating health checks

Fiona Lemmens

Sep-20

J Ledward

Jan-21

J Lunt

Jan-21

Fiona Lemmens

ASAP

S Hendry

ASAP

M Smith

Jan-21

10 November 2020 - Public Governing Body Meeting ** held via MS Teams **
10-Nov-20

B2 CHIEF NURSES REPORT

10-Nov-20
10-Nov-20
10-Nov-20
10-Nov-20

KEY
TO ACTION
ONGOING
COMPLETED

B5 PERFORMANCE REPORT
B6 GBAF, AND CORPORATE
RISK REGISTER UPDATE
G1 ANY OTHER BUSINESS

Make enquiries nationally regarding Roche supply
issue and disruption to services
Details of NWAS issues for assurance.
Remind GPs that referrals were back to normal via
bulletin
Arrange session for members to explain ratings and
GBAF as required
Clarify status of care homes with regard to COVID19
virtual ward and telehealth hub.

Sept 20 update - the conversation was ongoing
with regard to health checks; this item would come
to the next meeting where progress would be
reported. Nov 20 update - item ongoing, it had
been delayed by the second wave of the pandemic
and would be progressed as soon as the
opportunity allowed.

COMMITTEE REPORT TO GOVERNING BODY
Name of Committee:
Performance and Quality
Committee
Report compiled by:
Sam James

Date of meeting:
24th November 2020

Chair:
Cathy Maddaford

Date of Governing Body
meeting:
12th January 2021

Are any items for escalation
prior to the Governing Body
meeting:

NO

Summary of items discussed:
• Terms of Reference Updated
• Finance and Contracts Update
• Quality issues described in Chief Nurse Report
• Scheme of Reservation and Delegation Update for approval
• Trust Deep Dive
• Winter Flu Planning
• Serious Incident Report by Exception
Highlights: (brief summary of items discussed and decisions taken)
• The Terms of Reference for the Committee updated with the inclusion of Part B was approved
for submission to the Governing Body
• The Finance and Contracts update summarised the CCGs financial performance for the month of
September (month 7). It highlights that updated information has resulted in a reduction in
forecast deficit to £10.9 m (but assumes M6 top up funding and M7 HDP is received). The future
contracting and payment model may change in 21/22 but further clarity is awaited.
• The Chief Nurse Report provided an overview of the current key risks in terms of quality within
the CCG commissioned services. It highlighted the work which is currently taking place with
Liverpool University Hospitals Foundation Trust following the Single Item Quality Surveillance
Group meeting and the meetings to discuss the Never Events. This was covered in more detail in
the Deep Dive. Further information has been requested from Liverpool Womens Hospital
following the Investigation Report reviewed by LCCG Serious Incident Panel, The CCG will
continue to monitor the processes for clinical validation and prioritisation in relation to the 52
week breaches at Alder Hey and has also requested further information in relation to patient
safety incidents. High levels of sickness are being closely monitored at Mersey Care Foundation
Trust and the bed occupancy in the Mental Health Services remains at 100%. Phlebotomy
services are under continuous review and were also affected by the national ROCHE issue. The
52 week waiters are increasing within Spire as they continue to work with LUHFT. The number of
care homes with COVID-19 outbreaks is reducing. A formal Annual Written Statement of Action
(WSoA) review meeting took place on 16th November and verbal feedback on the day indicated
that Liverpool SEND Partnership were able to demonstrate progress. Work continued in the City
concentrating on the key priority of children and young people affected by neglect. It was
National Safeguarding Adults week 16th to 22nd November and the Merseyside Safeguarding
Adults Board has commissioned a communications campaign to raise the issue of adult
safeguarding .Work continues to complete the review of the deferred CHC cases that occurred
because of the suspension of the national CHC Framework during the first wave of COVID-19.
1

•
•

•
•
•

LCCG is required to report to NHSE every two weeks and to provide an improvement plan.
The Committee approved the updates on the Scheme of Reservation and Delegation
A paper was presented to the Committee which provided a deep dive overview of issues and
concerns for Liverpool University Hospitals Foundation Trust and Spire Liverpool Hospital which
have the potential or are impacting upon the safety of patient care. Members of the Committee
were able to discuss in detail the issues raised and will continue to monitor progress through
future performance reports.
The Performance Report highlighted an emerging issue at Alder Hey relating to an increase in
numbers of 52 weeks waits on waiting lists. This will be raised at the next CQPG.
The Committee received a review of LCCG commissioned Trust Influenza Programme Plans for
2021/21 which highlighted that the Trusts have operated a risk-based approach.
A brief overview was provided of serious incidents reported via the Strategic Executive
Information System and serious incidents formally reviewed by LCCG during Quarter 2.
Collaborative working will continue with individual Trusts where further assurance is required
with updates provided and any areas for escalation will be provided as necessary.

Approvals agreed:
• Updated Terms Of Reference for the Committee
• Updated Scheme of Reservation and Delegation
Items of positive assurance:
• A reduction in forecast deficit to £10.9 m (but assumes M6 top up funding and M7 HDP is
received).
• A formal Annual Written Statement of Act review meeting took place on 16th November and
verbal feedback on the day indicated that Liverpool SEND Partnership were able to demonstrate
some progress
Recommendation:
• To note the report
Items for escalation to Governing Body:
• None
Any other comments:
• None
Appendices/references to additional documents (optional):
• None
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AGENDA - Part A

PERFORMANCE AND QUALITY COMMITTEE
Date:
Venue:

24 November 2020
MS Team meeting

Time:

3.00pm

No
A
A1

Item
Welcome and Introductions
Welcome & Introductions

Lead

Note/Information/Decision

Cathy Maddaford

Verbal to note

A2

Apologies received:

Cathy Maddaford

Verbal to note

A3

Declarations of Interest

Cathy Maddaford

Verbal to note

A4

Cathy Maddaford

Paper for decision

A5

Previous Minutes (27 October
2020)
Action Log

Cathy Maddaford

Paper for decision

B

Committee updates

B1

Finance and Contracts Update

Mark Bakewell

Paper for information

B2

Chief Nurse Report

Jane Lunt

Paper for information

B3

Mark Bakewell

Paper for information

B4

Scheme of Reservations &
Delegation (SORD) Updates
Trust deep dive (Spire/ LUFHT)

Jane Lunt

Paper for information

B5

Winter flu planning

Jane Lunt

Paper for information

B6

SI report by exception

Jane Lunt

Paper for information

C

For information
No items

D
D1

Any Other Business
Any Other Business

1
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Page 2

COMMITTEE REPORT TO GOVERNING BODY
Name of Committee:
Audit and Risk Committee

Date of meeting:
8 December 2020

Chair:
Sally Houghton
Lay Member Audit

Report compiled by:
Sally Houghton

Date of Governing Body
meeting:
12 January 2021

Are any items for escalation
prior to the Governing Body
meeting:

NO

Summary of items discussed:
• The committee reviewed and agreed the terms of reference and work plan.
• The committee agreed to add to the work plan an item to keep under review the developments
re the C&M plans.
Governance
• The committee reviewed the process and procedure round the GBAF, CRR and Fraud Risk
Register and the Remuneration and Human Resources Committee risk register.
• The Corporate Governance Team presented the revised Conflicts of Interest Policy for review
and approval.
• The Finance Team brought forward the detailed financial policies for review and acceptance.
Financial focus
• The committee considered the Finance Team responses to a MIAA Insight paper focussing on the
importance of maintaining robust financial controls during the pandemic.
Internal audit
• MIAA presented their update report and follow up report.
External audit
• Grant Thornton presented their progress report.
Governance updates
• Single tender waivers report
• Use of LCCG seal re changes to leases.
• Register of interests and gifts and hospitality register updates
Highlights: (brief summary of items discussed and decisions taken)
• As part of its programme to improve the coordination of committees ARC received a report from
the Chair of the Remuneration and Human Resources Committee on the committee risk register.
The report covered the process and the actions that the committee undertake to ensure the
completeness and robustness of its risk register.
• ARC received an update on the minor revisions made to the CCG Conflicts of Interest Policy. The
changes are minor and do not affect the materiality of the policy or procedures.
• ARC received an update report from the internal auditors and a report detailing progress made
1

•

to implement audit recommendations.
At the September meeting ARC requested further explanations re a single tender waiver. The
committee were satisfied with the explanation given; the increased activity on the contract
being due to the pandemic.

Approvals agreed:
• ARC agreed that the policy changes were not material and approved the revised Conflicts of
Interest Policy as a corporate policy for dissemination and publication.
Items of positive assurance:
• The ongoing review and updating of policies by teams.
• The Finance Team presented a report showing how financial controls have been maintained
during the pandemic.
• The MIAA review of primary care commissioning Finance gave substantial assurance. Only one
recommendation was made and this was implemented immediately.
• Despite the difficult circumstances good progress continues to be made in implementing internal
audit recommendations.
Recommendation:
• That GB members note the key issues discussed by ARC and the actions taken by ARC to manage
the risks highlighted.
Items for escalation to Governing Body:
• Re CRR risk CO77, ARC members considered it important that there is clarity around the roles
and responsibilities for discharge planning and for the tracking of patients who have been
discharged.
• ARC received a MIAA report which benchmarks CCG GBAFs. This report will be circulated to GB
members to inform the discussion on and development of the 2021/22 GBAF.
Any other comments:
• At the training provided by MIAA GB members were invited to attend ARC to observe. Fiona
Ogden-Forde took up the invitation and was in attendance.
Appendices/references to additional documents (optional):
None
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AGENDA

AUDIT AND RISK COMMITTEE
Date:
Venue:

Tues 8 December 2020
MS Teams call

No

Item

A

Introductions and Apologies

A1
A2
A3
A4
A5
B
B1
B2
C
C1

Welcome & Introductions
Apologies received:
Declarations of Interest
Previous Minutes (22 September 2020)
Action Log

Committee Effectiveness

Review and agree the committee work plan
Review the committee terms of reference

Governance

C4
C5

Review policy and procedure for risk
management
Review the
• Governing Body Assurance Framework
• Corporate Risk Register
• Fraud Risk Register
Receive and review the risk register from the
Remuneration and Human Resources
Committee
Conflict of Interests Audit
Detailed Financial Policies Update

D

Financial Focus

C2

C3

D1

Review losses and special payments

D2
E
E1

Remaining in Control – CCG Financial Systems

E2

Review internal audit recommendations
follow up report
MIAA GBAF Benchmarking Exercise Report

E3
E4
F
F1
G
G1

Internal Audit

Review internal audit progress report

Consider if further distribution of internal
audit reports is required

External Audit

Receive external audit progress reports

Counter Fraud

NHS Counter Fraud Authority Circulars

Time:

10:00am

Lead

Note/ Information/
Decision

Sally Houghton
Sally Houghton
Sally Houghton
Sally Houghton
Sally Houghton

Verbal to note

Sally Houghton/All
Sally Houghton/All

Paper to note

Stephen Hendry

Verbal update

Stephen Hendry

Paper to note

Helen Dearden

Paper to note

Stephen Hendry
Mark Bakewell /
Becky Tunstall /
Charlotte Hinchcliffe

Paper to note

Mark Bakewell /
Becky Tunstall /
Charlotte Hinchcliffe
Mark Bakewell

Verbal update

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

Paper to note

Georgia Jones (GT)

Paper to note

Mark Bakewell

Paper to note

Verbal to note
Verbal to note
Paper to note
Paper to note

Paper to note

Paper to note

Paper to note

Paper to note
Paper to note
Verbal to note

H
H1
H2
H3
H4
I

Governance Updates

J1

Any other business

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

Any Other Business

Val Attwood
Mark Bakewell
Stephen Hendry
Stephen Hendry

Paper to note
Paper to follow
Verbal to note
Verbal to note

COMMITTEE REPORT TO GOVERNING BODY
Name of Committee:
People and Community Voice
Committee
Report compiled by:
Carole Hill

Date of meeting:
4th December 2020

Chair:
Carol Rogers

Date of Governing Body
meeting:
12th January 2021

Are any items for escalation
prior to the Governing Body
meeting:

YES / NO* No
*If yes please detail:

Summary of items discussed:
• Blood cancer services in North Mersey
• Cheshire and Merseyside Health and Care Partnership research on the impact of COVID-19
on Black, Asian and Minority Ethnic (BAME) communities
• Overview of current/future engagement activity and service change processes – C&M Spinal
Surgery proposal; North Mersey and West Lancs Comprehensive Stroke Centre proposal
• Overview of CCG engagement into the impact of Covid-19
Highlights: (brief summary of items discussed and decisions taken)
• Clatterbridge Cancer Centre presented an update on plans for a single blood cancer service for
North Mersey, which would integrate these services at the new Clatterbridge Cancer Centre.
• Cheshire and Merseyside Health and Care Partnership provided an update on a research project
due to be launched to gain a greater understanding of how the COVID-19 pandemic has
impacted Black, Asian and Minority Ethnic (BAME) communities. Liverpool has the largest
number of BAME residents across the footprint.
• The committee were updated on live service change processes and discussed the role of the
committee in endorsing engagement and consultation plans
• The committee received a verbal update on the high level findings from the CCG’s engagement
on the impact of COVID-19 on local services and patient experience, which would highlight
opportunities for service improvement and good practice.
Approvals agreed:
• The committee endorsed the engagement approach for the blood cancer proposal and noted
the role and responsibilities of the North Mersey CCGs in taking forward and approving this
proposal through each governing body
• The committee noted the Cheshire and Merseyside BAME research programme and agreed that
the CCG should support this research by sharing local insight and access to community
engagement partners. The committee requested that the findings be reported to a future
committee for consideration
• The committee noted the verbal update on the CCG’s Covid engagement and requested that the
full report be brought to the February meeting.

1

Items of positive assurance:
• The committee was assured about the proactive approaches being taken to understand the
impact of COVID-19 on patient experience, access and equalities, particularly with regard to
BAME communities.
• The items regarding proposals for service change provide assurance that the CCG is meeting its
statutory duties with regard to involvement.
Recommendation:
• Recommendations, as above
Items for escalation to Governing Body:
• None
Any other comments:
• None
Appendices/references to additional documents (optional):
• N/A
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AGENDA FOR

PEOPLE AND COMMUNITY VOICE COMMITTEE
Date:
Venue:
No
A
A1
A2
A3
A4
A5
B
B1
B2
B3

C
C1
C2
C3
D
D1

4 December 2020
Time:
1pm
Microsoft Teams Conference Call

Item

Lead

Note/Information/Decision

Welcome & Introductions
Carol Rogers
Apologies received
Carol Rogers
Declarations of Interest
Carol Rogers
Previous Minutes (8 October
Carol Rogers
2020)
Action Log
Carol Rogers
Updates
Blood cancer services in North Clatterbridge Cancer Centre
Mersey
representative(s)
The impact of COVID-19 on
Edna Boampong - Cheshire &
Black, Asian and Minority
Merseyside Health & Care
Ethnic (BAME) communities
Partnership
Overview of current/future
Carole Hill
engagement activity (where
not covered elsewhere on the
agenda)
- Spinal
- Stroke
- Urgent Care
Discussion around current/future engagement activity
NHS 111 First
Helen Johnson / Jo Roberts

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

Covid-19 public engagement –
feedback
Covid-19 vaccination
programme
Any Other Business
Any Other Business

Emma Hurst / Helen Johnson

Verbal update

Carole Hill

Discussion item

1

Paper for decision
Presentation
Paper for noting
Verbal update

Paper for decision

COMMITTEE REPORT TO GOVERNING BODY
Name of Committee:
Remuneration/HR Committee

Date of meeting:
15th December 2020

Chair:
Helen Dearden

Report compiled by:
Joanne Twist, Director of
People and Organisational
Development

Date of Governing Body
meeting:
12th January 2021

Are any items for escalation
prior to the Governing Body
meeting:

NO

Summary of items discussed:
• VSM Pay Award 2020/21
• Covid 19 – impact on the workforce
• Policy update
• Workforce key performance indictaors
• HR risk register
Highlights: (brief summary of items discussed and decisions taken)
• NHSE national guidance received regarding proposed salary uplift for VSM staff. Committee
reviewed VSM salaries and a recommendation will be taken to part 1 of January’s Governing
Body meeting.
• A planned return to work on an agile blended approach of home and office working to be
reviewed in January 2021, in line with Government guidance alongside local and national
restrictions.
• All workforce key performance indicators remain within or exceeding target.
• Following a recent review of the HR risk register at officer level, a number of amendments to
risk descriptors and scores have been made, to more accurately describe and assess the
relevant risks within the remit of the Committee and to the delivery of its annual work plan.
• A summary of the year’s key deliverables against the agreed work plan was presented and it
was agreed that good progress has been made against key workforce indicators and desired
outcomes this year.
• The TOR and work plan was reviewed as part of the above annual evaluation process. It was
felt that no further changes were needed, as it still reflects the needs of the organisation and
constitutional requirements.
• The committee was provided with a brief on the new public sector exit payment cap of
£95,000, following a lengthy national consultation. The cap to be implemented by all
organisations from 1st November 2020.
• Information regarding the process to support the Chair to undertake and support system
leadership work on behalf of the C&M Health Partnership, was provided to the committee.
Approvals agreed:
• Changes made to the ‘IR35 Off Payroll Workers (Intermediaries Legislation) Policy’ to ensure
that Liverpool CCG is compliant with HMRC IR35 Intermediaries legislation was approved.
• The committee approved a backdated payment be made following an error identified with the
calculation of weekly contracted hours within a term time contract. In addition, the
committee agreed to a review of the flexible working policy in light of legal advice received.

1

Items of positive assurance:
• The committee received assurance against key milestones and progress against both the
National People Plan and internal OD Plan.
• The majority of CCG staff continue to work at home. However, assurance was provided that
the work environment is safe for those staff identified to attend the workplace, via the risk
assessment process and that the CCG continue to prioritise staff health and wellbeing.
Recommendation:
• To approve and note all the papers’ recommendations
Items for escalation to Governing Body:
• Proposed recommendation for VSM salary uplift for 2020/21.
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AGENDA FOR

REMUNERATION AND HR COMMITTEE
Date:
Venue:
No

Tues 15 December 2020 Time:
MS Teams call

1.00pm

Item

Lead

Note / Information /
Decision

A1

Welcome & Introductions

Helen Dearden

Verbal to note

A2

Apologies received:

Helen Dearden

Verbal to note

A3

Declarations of Interest

Helen Dearden

Verbal to note

A4

Previous Minutes – 27 October 2020

Helen Dearden

Paper for approval

A5

Action Log

Helen Dearden

Paper for approval

B

Updates

B1

IR35 Off Payroll Workers (Intermediaries
Legislation) Policy
Backdated Payment and Term Time Only
Contract Recommendations

Rebecca Tunstall

Paper for information

Rebecca Tunstall

Paper for information

C1

VSM pay award

Gill Roberts

Paper for discussion

C2

Staff Survey update

Jo Twist

Verbal

C3

Covid19 – Impact on the Workforce

Jo Twist

Paper for discussion

C4

Workforce quarterly report

Gill Roberts

Paper for discussion

C5

People Plan and OD action plan milestone
updates

Jo Twist

Paper for discussion

C6

HR policy development/review

Gill Roberts

Paper for discussion

C7

Workforce Risk register

Stephen Hendry

Paper for discussion

C8

Annual committee evaluation report
(including review of work plan and TOR)

Jo Twist

Paper for discussion

C9

SEG update

Jo Twist

Verbal update

D1

Redundancy Cap

Gill Roberts

Paper for information

D2

System Leadership Support

Jo Twist

Paper for information

A

B2
C

D

E
E1

Evaluation of meeting

1

Dates of Future Meetings:

Deadline for papers

• Tues 9 February 2021; 1.00 –
3.00pm

• 29 January

• Tues 22 June 2021; 1.00 – 3.00pm

• 11 June

• Tues 21 September 2021; 10.00 –
12.00

• 10 September

• Tues 14 December 2021; 11.00 –
1.00pm

• 3 December

• Tues 15 February 2022; 1.00 –
3.00pm

• 4 February

th

th

nd

th

st

th

th

rd

th

th
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COMMITTEE REPORT TO GOVERNING BODY
Name of Committee:
Primary Care Commissioning
Committee
Report compiled by:
Jane Lunt
Dave Horsfield

Date of meeting:
15th December 2020

Chair:
Gerry Gray

Date of Governing Body
meeting:
12th January 2021

Are any items for escalation
prior to the Governing Body
meeting:

NO

Summary of items discussed:
• The Committee received the updated Primary Care Commissioning Committee (PCCC) Work
Plan 2020/21 based on the PCCC Terms of Reference agreed in May 2020 and agreed the
workplan
• An update on the current risks and mitigations of the PCCC risk register as at December 2020
including a discussion on the CCG statutory commitment to effectively monitor risks
associated with its commissioning activities against its strategic objectives for General
Practice via effective and robust risk management procedures. This broader discussion was
in the context of the work being undertaken within the CCG to review all the current risk
registers and align with the GBAF
• A paper highlighting performance management for Primary Care in terms of identifying
practices where additional support might be required so that the CCG can monitor from a
quality perspective and not a financial aspect. The paper also outlined current areas of poor
performance and interventions to improve this
• Finance update on Primary Care- regular update to the Committee outlining current income
and spend and also the Covid impact and associated funding.
• A paper proposing changes to the current LES schemes was presented with a number of
aims, and recommendations, with revised service specifications for approval. Following
discussion, the revised approach and specifications were approved.
• Improved healthcare outcomes
• Improved financial governance
• Availability of appropriate services closer to home
• Equity of access to services across the city
• Development towards commissioning via PCNs
• Value for money
Which also require approval for new specifications for certain LES schemes

Highlights: (brief summary of items discussed and decisions taken)
Performance management :
The Primary Care Commissioning Committee agreed the Primary Care performance process in
August 2019 and the updated position in February 2020. However, following the COVID19 pandemic
a new set of performance matrix was agreed by Primary Care Commissioning Committee in October
1

2020. Throughout the pandemic LCCG will ensure that the indicator trajectories remain monitored
monthly, however, given the disruption and additional work created by the pandemic, LCCG has
written to all practices to state that there will be no financial reclaim in 2020/21.
Learning Disability annual health checks- poor performance means that it will be difficult for the CCG
to meet its target of 75% for 20/21. Work is in place via MCFT LD Health Facilitators to support
Primary Care to meet this target. Important issue because people with LD are more likely to die
younger than their peers and have been disproportionately negatively impacted by Covid – LeDeR
reviews support this fact. Increased focus on this nationally and also links to SEND agenda. Letter
sent from CCG in December 2020 reminding practices of the importance of meeting this target.
Finance update highlighted the Supporting General Practice Fund:
National funding has been allocated on an STP level based on a ‘fair share’ approach in line with
weighted 2020/21 Primary Care allocations. For Cheshire & Merseyside, the allocation is identified
as £7.02m of which £1.475m has been allocated to Liverpool CCG. Funds are being deployed as soon
as possible and are expected to be available to general practice in January 2021.
Prescribing Budget:
The forecast outturn for Prescribing is £95,496k as at 30th November 2020. This represents an
overspend of £14k against the annual budget of £95,482k. This is a better position than earlier
forecasts predicted.
Approvals agreed:
The Committee received and agreed the paper outlining changes to, and the related service
specifications for the continued commissioning of the following Local Enhanced Services(LES), with
revised metrics, of the following schemes:
1.1 Minor surgery injection
1.2 Minor surgery excision
1.3 Gonadorelin therapy
1.4 Near patient testing
1.5 Asylum seekers and refugees
1.6 Travelling community

Items of positive assurance:
A report to the Primary Care Commissioning Committee outlined key aspects of the CCG’s Primary
Care Finance position for 2020/21 as at November 2020 (Month 8) for the following budget areas:
•
•
•

Primary Care Co-Commissioning (Delegated Budget)
Local Enhanced Services
Prescribing

Recommendation:
• To note the overview of the Primary Care Commissioning Committee agenda and discussion on
15th December
Items for escalation to Governing Body:
• None
Any other comments:
• Peter Johnstone and Dr Fiona Ogden Ford(chair of MOC) prepared a paper regarding the work of
2

the Medicines Optimisation Committee (MOC), including its governance and workplan for the
year to highlight its work and contribution to the work of the CCG. Under the new CCG
committee structure, this committee reports into PCCC and the Performance Committee
depending upon the specific issue, and has links to the Clinical Effectiveness Committee and the
Clinical Audit Group.
Appendices/references to additional documents (optional):
•
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AGENDA FOR

PRIMARY CARE COMMISSIONING COMMITTEE
Date:

Tuesday 15 December
2020

Venue:

MS Team Call

No

Item

A
A1
A2
A3
A4
A5
A6
B
B1

Introduction and apologies
Welcome & Introductions
Apologies received:
Declarations of Interest
Previous Minutes – 20 October 2020
Action Log
Primary Care Commissioning Committee
Work Plan
Updates
NHSE

C
C1

Governance
Primary Care Commissioning Risk Register

D
D1

Performance
Primary Care Commissioning Committee
Quality and Contracts Report

D2

Primary Care Commissioning Committee
Finance Report

E
E1
E2
E3

Strategy and Commissioning
PCN Waiver Requests
LQIS Schemes 2021-22
Overview of Prescribing

F
F1

Any Other Business
Any Other Business

Time:

1

10.00 – 11.30 am

Lead

Note / Information /
Decision

Gerry Gray
Gerry Gray
Gerry Gray
Gerry Gray
Gerry Gray
Cheryl Mould

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

Cheryl Mould /
Tom Knight

Verbal Update

Cheryl Mould

Paper for approval

Jane Lunt / Val
Attwood

Paper for noting

Mark Bakewell

Paper for noting

Cheryl Mould
Dave Horsfield
Peter
Johnstone

Paper for decision – to follow
Paper for decision
Paper for information

Dates of Future Meetings:

Deadline for
papers/questions:

•

Tues 16 February 2021; 10.00 –
12.00

th

•

5 February

•

Tues 20 April 2021; 10.00 – 12.00

th

•

9 April

•

Tues 15 June 2021; 10.00 – 12.00

th

•

4 June

•

Tues 17 August 2021; 10.00 – 12.00

th

•

6 August

•

Tues 19 October 2021; 10.00 – 12.00

th

•

8 October

•

Tues 21 December 2021; 10.00 –
12.00

st

•

10 December

•

Tues 15 February 2022; 10.00 –
12.00

th

•

4 February
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th

th

th

th

th

th

th

Reporting to:

Governing Body

Date of Meeting:

Tuesday 12th January 2021

Title of Report:

Chief Officer Report – January 2021

Presented by

Jan Ledward

Report Author

Jan Ledward

Lead Governor

Jan Ledward

Senior Leadership
Team Lead
Report Category

Jan Ledward
Decision ☐

Discussion ☐

Assurance ☐

Information ☒

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

Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date

Meeting

Decision made / outcome

1

☐
☐
☐
☐
☐
☐

Were there any conflicts of interest identified at any of the above meetings?
Yes ☐
No ☐
If ‘Yes, please give brief details:

Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this report or its
recommendations?
Are these risks included on the Corporate Risk
Register (CRR) or GBAF?

Yes
☐
☐
☐
☐
☐
☐
☐

No
☐
☐
☐
☐
☐
☐
☐

N/A
☐
☐
☐
☐
☐
☐
☐

☐

☐

☐

If ‘yes’, please provide CRR/GBAF reference number and risk description:

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

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

2.

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

3.

INTRODUCTION
Happy New Year everyone and I hope you all managed to safely see loved
ones over the festive season. For many, 2020 was an incredibly difficult year
and there is a lot of hope and relief that with the vaccine now being made
available, our lives can return to something of a more normal rhythm.
May I thank all NHS staff, General Practice and Community and Care workers
for their continued work and dedication, especially those that have worked
and cared for others over the Christmas and new year holidays.
Very sadly, former NHS Liverpool CCG Governing Body member, Professor
Donal O’Donoghue, died at the beginning of the year after contracting
coronavirus.
Professor O’Donoghue was an eminent Renal Specialist and a Consultant
Renal Physician at Salford Royal NHS Hospital Trust.
He was also a
member of the Cheshire and Merseyside Clinical Senate, which provides
expert strategic advice to support the best decisions about healthcare
improvement.
He held a number of national roles including Inaugural
President of the British Renal Society and Director of Kidney Care at the
Department of Health between 2006 and 2013.
Most recently he was
Registrar of the Royal College of Physicians.
He was Chair of the charity Kidney Care UK and was awarded an OBE for
services to kidney patients in 2018.
This really is the saddest news. Donal served as the CCG’s Governing Body
Secondary Care Doctor from the beginning of the CCG in 2013 to 2018.
Donal made an invaluable contribution to the NHS in Liverpool, through his
wise counsel as a member of the CCG Governing Body and as a powerful
advocate for patient involvement, innovation and quality improvement.
More than anything we will remember Donal’s kindness and compassion. His
CCG colleagues and friends are immensely grateful that we had the chance
to know him and to learn from him. We send our sincere condolences to his
family.
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4.

LOCAL ISSUES

4.1

COVID-19
I am very proud of the role our organisation has played in leading and
supporting the local health system through the first two waves of COVID
during 2020. As we enter 2021 and prepare for the third wave, our staff,
Trusts and Local Authority have learned many valuable lessons and been at
the forefront of testing and vaccination efforts nationally. Whilst we hoped
that COVID would no longer be a factor this year, we remain positive that our
strong partnership in the City will continue to respond well to the needs of our
population.
As we move forward through the remainder of the winter period, focus will
remain on:
•
•
•
•

Responding to ongoing COVID-19 demand
Implementing the COVID-19 vaccination programme
Maximising capacity in all settings to treat non-COVID-19 patients
Responding to emergency demand and managing winter pressures

Much of the detail in respect of the disease and the impact it has had on our
population is included in the Director of Public Health report.
All Liverpool Hospitals are continuing to care for a significant number of
COVID positive patients. Liverpool University Hospitals NHS Foundation
Trust was significantly affected, with the number of patients in hospital with a
COVID positive diagnosis during the 2nd wave, much higher that the numbers
that we had in April/May 2020. As of week commencing the 4th January we
had 200 COVID positive patients in the hospital and this is increasing every
day.
SMART Testing
The CCG has worked closely with our partners in the Council, Liverpool
University, Trusts and other partners to ensure we have an effective and
intelligence led approach to offering COVID-19 testing across the City and
now more broadly into the Liverpool City Region.
The lessons learned in the pilot have been widely shared locally, regionally,
nationally and internationally. The level of interest in how we did this and
what we learnt as a result has been incredible. I have attached a set of slides
that describe the learning for Governing Body members information.
(Appendix 1)
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The CCG also continues to operationally support the wider testing effort
through the Hunter Street testing site, which has been pivotal during the
national pilot to provide evidence, confirmatory testing services, care home
visiting pilot testing and continues to support the test and release pilot for key
workers in addition to the above.
Vaccination
2 Primary Care Network sites commenced vaccination on the 15th December,
a further 2 sites commenced on the 18th December and a further 2 sites on
the 21st December. A further 5 local PCN vaccination sites commenced in the
new year. Sites now receive either the Pfizer or Astra Zenica vaccines.
The Primary Care Network (PCN) vaccination centres are in addition to
hospital hubs, which also began vaccinating in December 2020. The focus
during the initial few weeks has been to prioritise those 80 years of age and
over and care home residents and workers
Vaccinations are available at both Aintree and Royal hospital sites and now
also Mersey Care. Providers are working together to offer vaccine to patients
and staff in line with national guidance and protocols.
We were also the first site in the country to trial the Pfizer vaccine in a care
home. A couple of our GPs were involved in this successful pilot and I hope
the learning from this means we can get the vaccine out to all our care home
residents and staff as quickly and easily as possible.
There is still much we don’t know regarding vaccination, e.g. how frequently
will people require vaccination, is it once, annual or more frequent? How will
it affect the spread of the disease and what will we need to do to ensure we
have a sustainable vaccination service in readiness for when these answers
become clearer. Obviously, we will ensure we have a plan in place for when
this, in the meantime, we appreciate the hard work and effort of general
practice, hospitals and community staff to get the population, health and care
workforce vaccinated.
However, for now we continue to encourage people to follow the guidelines
and stay safe:
1. Wash hands thoroughly.
2. Wear a face covering.
3. Socially distance.
4. Follow the guidance.
4.2

Employee of the month
During 2020 we introduced an Employee of the Month scheme. Nominations
are recommended and voted on by staff and I am pleased to inform
Governing Body members of this year’s winners are as follows:
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January
February
March
April
May
June
July
August
September
October
November
December

David Saul – Quality Team
John Aspinall – Reception
Jan Lloyd – Quality Team
Colette Morris – Digital
Amanda Brookes – Programmes
AnnMarie Daley – Business Intelligence
Lynn Jones – Provider Alliance
Alison Blundell – Planned Care
Sam James – Senior Leadership Team
Sharon Gaskill – Contracting and Procurement
Dave Horsfield – Senior Leadership Team
Liz Harrison – Urgent Care

I would like to congratulate and thank them all once again for their hard work
and commitment to improve health and care services to our population.
4.3

CCG Finance Allocations
The financial arrangements for the period October to March 2021 (m7-12)
have now been confirmed and revised CCG allocations have been shared as
part of the wider system ‘envelope’.
Separate allocations have been provided at a Cheshire & Merseyside system
level to support additional system costs (including those associated with the
impact of COVID during the period) and a methodology for the allocation of
these resources has been proposed but does not cover the total forecasted
costs at a system level (for both commissioners and providers).
The current forecast outturn for the CCG based on the revised resources
available is a forecast deficit of £7.3m, mainly driven by increases in
prescribing and continuing healthcare compared to expected growth levels
within the national allocation methodology. This has improved from previous
months, mainly due to additional allocations received for updates to service
development and delegated co-commissioning funding levels recognising
issues highlighted by the CCG.
Further discussions continue both across the Cheshire & Merseyside system
and with NHS England’s Regional Team regarding next steps in relation to the
residual gap relating to the 20/21 financial position as the revised allocation
currently still does not cover the total forecasted costs as a system level (for
both commissioners and providers).

4.4

Winter & COVID
Winter, COVID response, capacity and surge activity has been significant
over the past few weeks as the second Wave of COVID-19 has impacted
across all services. Governance arrangements reporting to the A&E Delivery
Board are being reviewed to reflect local need and support system activity
better over the winter period and any future COVID spikes.
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Proposals will be taken to the A&E delivery Board this month to streamline,
join-up and include all relevant groups including new arrangements put in
place for Cheshire & Mersey under the NHSE Cell structures.
Daily Gold
Command calls are now in place attended by Trust Chief Operating Officers
and system leads (Mersey represented by LCCG) to manage pan-system
hospital mutual aid to support elective recovery/maintenance.
The CCG has continued to develop the winter plan and ensure capacity is in
place throughout the winter period.
Extensive work has taken place to
improve and speed up discharge processes by all system partners with local
system surge and mutual aid arrangements in place, to manage both
expected and unexpected demand.
The CCG took the lead for 111first implementation alongside Liverpool
University Hospitals NHS Foundation Trust prior to Christmas, with the
programme fully operational before the national deadline. The service is
operating well and we continue to improve the offer based on lessons learned,
operational processes and introduce new pathways into the bookable A&E
appointments.
The results in the first few weeks are encouraging with approximately 1/3 of
calls referred to the local clinical assessment telephone service being closed
following advice given on the call, 1/3 being referred to alternative appropriate
services such as walk in centre, GP, dentist etc, and 1/3 being booked to
attend the Emergency Department.
This distribution will change depending on COVID levels and other winter
pressures, however the programme is working well and will be a key factor in
managing A&E capacity going forward.
4.5

Integrated Care Systems (ICS)
The response of the NHS and its partners to COVID-19 and a further year of
ICS development has increased the appetite for statutory “clarity” for ICSs
and the organisations within them. With an NHS Bill included in the last
Queen’s Speech, NHSE believe the opportunity is now to achieve clarity and
establish a “future-proofed” legislative basis for ICSs that accelerates their
ability to deliver their vision for integrated care. They believe there are two
possible options for enshrining ICSs in legislation, without triggering a
distracting top-down re-organisation:
Option 1: a statutory committee model with an Accountable Officer that binds
together current statutory organisations.
Option 2: a statutory corporate NHS body model that additionally brings CCG
statutory functions into the ICS.
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Both models share a number of features – broad membership and joint
decision-making (including, as a minimum, representatives from
commissioners; acute, community and primary care providers; and local
authorities); responsibility for owning and driving forward the system plan;
operating within and in accordance with the triple aim duty; and a lead role in
relating to the centre.
Option 1 – a statutory ICS Board/ Joint Committee with an Accountable
Officer
This option is closer to NHSEs original proposal. It would establish a
mandatory, rather than voluntary, statutory ICS Board through the mechanism
of a joint committee and enable NHS commissioners, providers and local
authorities to take decisions collectively.
Unlike previously proposed versions of this model it would have a system
Accountable Officer, chosen from the Chief Executives/Accountable Officers
of the Board’s mandatory members. This Accountable Officer would not
replace individual organisation Accountable Officer/Chief Executives but
would be recognised in legislation and would have duties in relation to
delivery of the Board’s functions. There would be a duty for the Board to
agree and deliver a system plan and all members would have an explicit duty
to comply with it.
In accordance with NHSEs stated ambition, there would be one aligned CCG
only per ICS footprint under this model, and new powers would allow that
CCGs are able to delegate many of its population health functions to
providers.
This option retains individual organisational duties and autonomy and relies
upon collective responsibility.
Intervention against individual NHS
organisations (not working in the best interests of the system) would continue
to be enhanced through the new triple aim duty and a new duty to comply with
the ICS plan. The new Accountable Officer role would have duties to seek to
agree the system plan and seek to ensure it is delivered and to some extent
offer clarity of leadership. However, current accountability structures for CCG
and providers would remain.
NHEs view is that there remain potential downsides to this model. In effect,
many of the questions raised through our engagement in 2019 about
accountability and clarity of leadership would remain. While the addition of
an Accountable Officer strengthens this model, there remains less obvious
responsibility for patient outcomes or financial matters. Having an ICS
Accountable Officer alongside a CCG Accountable Officer may in some cases
confuse rather than clarify accountability.
The CCG Governing Body and GP membership is also retained, and it is
questionable whether these are sufficiently diverse arrangements to fulfil the
different role required of CCGs in ICSs.
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Furthermore, many may not consider this model to be the “end state” for ICSs
and opportunities for primary legislative change are relatively rare. There are
therefore strong arguments to go further when considering how the health and
care system might evolve over the next ten years and more.
Option 2 – a statutory ICS body
In this option, ICSs would be established as NHS bodies partly by
“repurposing” CCGs and would – among other duties – take on the
commissioning functions of CCGs. Additional functions would be conferred,
and existing functions modified to produce a new framework of duties and
powers.
The CCG Governing Body and GP membership model would be replaced by
a board consisting of representatives from the system partners.
As a
minimum it would include representatives of NHS providers, primary care and
local government alongside a Chair, a Chief Executive and a Chief Financial
Officer. The ICS body should be able to appoint such other members as it
deems appropriate allowing for maximum flexibility for systems to shape their
membership to suit the needs of their populations. The power of individual
organisational veto would be removed. The ICS Chief Executive would be a
full-time Accounting Officer role, which would help strengthen lines of
accountability and be a key leadership role in ensuring the system delivers.
The ICS’s primary duty would be to secure the effective provision of health
services to meet the needs of the system population, working in collaboration
with partner organisations. It would have the flexibility to make arrangements
with providers through contracts or by delegating responsibility for arranging
specified services to one or more providers.
This model would deliver a clearer structure for an ICS and avoids the risk of
complicated workarounds to deliver our vision for ICSs.
Although there
would be a representative for primary care on the Board, there would no
longer be a conflict of interests with the current GP-led CCG model (created
by the 2012 Act) and it could be possible to allocate combined populationlevel primary care, community health services and specialised services
population budgets to ICS.
Many commissioning functions for which NHSE is currently responsible could,
for the most part, be transferred or delegated to the ICS body, but with the
ability to form joint committees as proposed through our original
recommendations, with NHSE, if and where appropriate.
Legislative proposals also offer greater provider involvement, it could also
reduce some of the transactional burdens of the current contracting
processes. There would be powers for the ICS to delegate responsibility for
arranging some services to providers, to create much greater scope for
provider collaboration to use whole-population budgets to drive care pathway
transformation.
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5.

NATIONAL UPDATES
A report went to NHS England’s Board in November outlining their thoughts
on the future of the NHS. Please note this is not a consultation, NHSE have
asked for comments and feedback on the options, described above and
included NHSE’s published paper.
The document, Integrating Care – The next steps to building strong and
effective integrated care systems across England, builds on previous
publications that set out proposals for legislative reform and is primarily
focused on the operational direction of travel. It opens a discussion with the
NHS and its partners about how Integrated Care Systems (ICSs) could be
embedded in legislation or guidance. Decisions on legislation will of course
then be for Government and Parliament to make.
This builds on the route map set out in the NHS Long Term Plan, for health
and care joined up locally around people’s needs. It signals a renewed
ambition for how we can support greater collaboration between partners in
health and care systems to help accelerate progress in meeting our most
critical health and care challenges.
Over the last two years, ICSs have been formed across England. In an
integrated care system, NHS organisations, in partnership with local councils
and others, take collective responsibility for managing resources, delivering
NHS care, and improving the health of the population they serve. Integrated
care systems have allowed organisations to work together and coordinate
services more closely, to make real, practical improvements to people’s lives.
For staff, improved collaboration can help to make it easier to work with
colleagues from other organisations. And systems can better understand
data about local people’s health, allowing them to provide care that is tailored
to individual needs.
By working alongside councils and drawing on the expertise of others such as
local charities and community groups, the NHS can help people to live
healthier lives for longer, and to stay out of hospital when they do not need to
be there.

We want every part of the country to build on the earliest ICSs’ experiences
It
details
how
systems
and
their
constituent
organisations
will
accelerate collaborative ways of working in future, considering the key
components of an effective ICS and reflecting what a range of local leaders have told
us about their experiences during the past two years, including the immediate and
long-term challenges presented by the COVID-19 pandemic.
These are significant new steps towards the ambition set out in the NHS Long Term
Plan, building on the experience of the earliest ICSs and other areas. Our challenge
now is to spread their experience to every part of England. From April 2021 this will
require all parts of our health and care system to work together as Integrated Care
Systems, involving:
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•
•
•
•

Stronger partnerships in local places between the NHS, local government and
others with a more central role for primary care in providing joined-up care;
Provider organisations being asked to step forward in formal collaborative
arrangements that allow them to operate at scale; and
Developing strategic commissioning through systems with a focus on population
health outcomes;
The use of digital and data to drive system working, connect health and care
providers, improve outcomes and put the citizen at the heart of their own care.

Supporting these changes through policy and potential legislative change
This document also describes options for giving ICSs a firmer footing
in legislation likely to take affect from April 2022 (subject to Parliamentary decision).
These proposals sit alongside other recommendations aimed at removing legislative
barriers to integration across health bodies and with social care, to help deliver better
care and outcomes for patients through collaboration, and to join up national
leadership more formally.
NHS England and NHS Improvement are inviting views on proposed legislative
options from all interested individuals and organisations, including those who work
in, work with or use NHS services, by Friday 8 January 2021.
It asks every system to be ready to operate as an ICS from April 2021, in line with
the timetable set out in the NHS Long Term Plan. To prepare for this, we have
published Next steps to building strong and effective integrated care systems across
England.
Responses to the options set out in the publication can be submitted via this online
survey: www.engage.england.nhs.uk/survey/building-a-strong-integrated-caresystem
Alternatively you can also contact england.legislation@nhs.net or write with any
feedback to NHS England, PO Box 16738, Redditch, B97 9PT.
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The Governing Body may wish to consider their response to the following questions:
1. Do you agree that giving ICSs a statutory footing from 2022, alongside other
legislative proposals, provides the right foundation for the NHS over the next
decade?
2. Do you agree that option two offers a model that provides greater incentive for
collaboration alongside clarity of accountability across systems, to parliament
and most importantly, to patients?
3. Do you agree that, other than mandatory participation of NHS bodies and
local authorities, membership should be sufficiently permissive to allow
systems to shape their own governance arrangements to best suit their
population’s needs?
4. Do you agree, subject to appropriate safeguards and where appropriate, that
services currently commissioned by NHSEI should be either transferred or
delegated to ICS bodies?
6.

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

6.1

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

If ‘no’ explain why

ii.

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

7.

EQUALITY IMPACT ASSESSMENT

7.1

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.
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FINANCIAL IMPLICATION AND RISK
Describe how this will promote financial sustainability or risks to delivery of
the CCG’s Financial Plan (if applicable).

9

WORKFORCE IMPLICATIONS
Describe how this will affect internal workforce capacity (e.g. working at scale,
joint working, accommodation etc.) if applicable.
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10

COMMUNICATION REQUIREMENTS
Describe how this will be communicated to staff, stakeholders, patients
and / or public (including timescales).
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CONCLUSIONS

Ends
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Liverpool:
Asymptomatic Testing
Phase One: Lessons Learned
Wednesday 2nd December 2020

The aim of the presentation…

What this is…

What this is not…

•

•

This presentation is NOT an
evidence-based evaluation – an
evaluation is being led by local academic
colleagues

•

This is not a “how-to” guidebook.
Each area will need to develop plans fit
for its local context and communities

•
•
•

A summary of key learning so far, to
provide practical support to other areas
Rapid review of the past three weeks of
delivery
Reflections on some practical challenges,
and ‘learning on our feet’
Further review document and webinar
will follow

Click here to see Liverpool City Council’s
website for more information.

Background
• Aim: to offer open access testing to anyone without Covid-19 symptoms and understand feasibility and
uptake to inform local and national policies on how best to use rapid tests on a large scale
• Available to anyone who lives or works in The City of Liverpool
• Up to 48 testing sites and 35 mobile testing units, and home PCR tests
• Booking online was dropped due to technical issues with the national system and to improve access
• People who test positive told to self-isolate for 10 days, and offered support via council phone line
• Targeted testing in school, universities, and care home settings, as well as in the heart of our
communities
• Post pilot sustainability:
• Handover from the military to local civilian teams by 3rd December
• Capacity to deliver tests to at least 10% of the population (~50k tests) per week
• Reduce the number of fixed sites from 49 to 15, which will include the 5 future fixed sites
• Move from MAST to SMART framework with targeted testing for:
• Test-to-protect (vulnerable settings)
• Test-to-release (from quarantine)
• Test-to-enable (abeyance of restrictions affecting health, social fabric and economy)

Objectives of the pilot
• To identify the Covid-19 virus, wherever it
is in the city and empower local
communities to proactively force it out,
whilst supported residents and their close
contacts to self-isolate (Test-to-Protect)
• To identify residents who are needlessly
self-isolating and empower them to return
to usual activities. (Test-to-Release)
• To keep the City open safely, minimising
the restrictions that impede health, social
and economic recovery (Test-to-Enable)
• To test public acceptability of the
approach
• To assist the national evaluation of new
technology and strategy

• To offer a sustainable SMART model, created
from the evidence gathered during the pilot, that
keeps the city open and supports its recovery
This will result in:
1.

Saved lives and improved health outcomes

2.

Saved businesses, livelihoods and jobs,
protecting the City’s economy

3.

Sooner, safer and sustained reopening of
the City as a whole

Governance

GOLD
COMMAND

SILVER
COMMAND

BRONZE
COMMAND

Co-chairs: Tony Reeves, Chief Executive, Liverpool City Council
and Joe Rafferty, Chief Executive, Mersey Care NHS Trust

Co-chairs: Matt Ashton, Director of Public Health, Liverpool City Council
and Jan Ledward, Chief Officer, Liverpool Clinical Commissioning Group

Co-chairs: Claire McColgan, Director Culture Liverpool, Liverpool City Council,
and Dave Horsfield, Head of Programmes and Transformation, Liverpool
Clinical Commissioning Group

Key roles and responsibilities

GOLD
• Strategic leads / national
oversight
• MAST high level oversight
and assurance
• Objectives
• Strategic decisions
• Scope/approach

SILVER
• Manage Bronze Ops
Manage communications/
messaging
• Inter-dependencies and
organisational relationship
co-ordination
• Project governance
• Tactical/operational
decisions
• Assurance to Gold
• Evaluation / lessons learnt
• Quality standards
• Options considered and
preferred
• Recommend to Gold for
decision

BRONZE
• Implement Operational
deliverables
• Inter-dependencies/
relationship management on
the ground
• Co-ordination of lessons
learned, produce how-to
guide
• Identification and
operationalisation of
sites/workforce
• Sustainability plan
development and transition
– civilian SOPs and
processes
• Vulnerable groups

Testing sites as of 1 Dec 2020

Evaluation to date - Demographics
Age
The average age of Liverpool residents receiving a LFT test is 44 years.
Under-representation of:
– Children aged under 10 years
– Adults aged 20-39 years
– Older people aged 85+ years

Gender
Slightly lower representation of men being tested (46 per cent of tests)

Ethnicity
72% of tests were among “White British” (Census = 89%)

CIPHA Pillar 2 data (downloaded at 12:30pm on 12/11/20).

Activity Data (as of 1 December 2020)
• 170,767 Liverpool residents tested (some had
both lateral flow and PCR)
• 117,925 Liverpool residents tested using
lateral flow
• 68,705 Liverpool residents tested using PCR
• In addition, 30,450 people from neighbouring
areas tested using lateral flow
• There have been 1,081 positive lateral flow
tests (781 with Liverpool residents)
• 6 Nov – 1 Dec 2020 the total number of
Liverpool residents confirmed as cases is
3,046 (including PCR tests)

• As of the 1st Dec, the weekly rate of Covid-19 in
Liverpool is 97 per 100,000 population,
down from 159 per 100,000 population the
previous week
• Between 6th Nov and 1st Dec there were
179 COVID-19 deaths registered in Liverpool,
32% of a total 560 deaths
• In the last 7 days, between 25th Nov and 1st
Dec there were 27 COVID-19 deaths in
Liverpool, representing 23% of all registered
deaths in the City, 47% down on the previous
week
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Tests and cases

Test Demographic: LFT

Test Demographic: PCR

<home test kit drop>

Hyper-local Testing Patterns

Tests by Internet Use: Digital Exclusion

Lessons learned – Equalities
•

Inverse care law in action – but complex: -

•

LFT uptake almost twice in least deprived
decile compared with the most deprived

•

Bigger and more consistent inequalities with
PCR uptake

•

Digital exclusion was a stronger predictor
of poor LFT uptake than deprivation

•

What happens if a person doesn’t have a
smartphone or email address?

•

Hardest to reach with LFT were young,
male, deprived and digitally excluded

•

But beware generalisation – there were
hyperlocal neighbourhood effects that
bucked these trends

Lessons learned – Strategy and partnerships
• Importance of clear, shared objectives
between partners

• Ensure there is a strong understanding of
how the city interoperates - know the first
people you call and map all stakeholders

• Strategy informed by place – people, culture,

identity
• Clarity on the public health benefits – what
difference will testing make?
• Single data source: Combined Intelligence for
Population Health Action (CIPHA) – to capture and
learn from the data and intelligence!
• Address issues of poor trust in national
government and misinformation – local approach
• Involve key partners in delivery, from inception, for
optimal system integration – not just a DPH thing

• Robust project/programme and governance
management resource
• Manage critical dependencies, for example,
how will the local system manage mass
testing alongside outbreak management,
communications, existing community
activity, and the Covid19 vaccination
programme
• Essential to have robust and responsive
evaluation framework in place, working with
local academic partners

Lessons learned – Strategy and partnerships
• Importance of language and a single
version of the truth. The MAST taxonomy
changed over the course of 3 weeks to a
more nuanced expression (SMART),
therefore it is important to keep pace with
any changes of classification to ensure
common understanding
• Continue to reinforce the importance of
routine “in-flight” lessons capture as a way
of cohering a single message that is useful
to others yet protects those who are still on
mission and in delivery mode.

• Consider transition planning (military
to civilian) from the outset – define the
conditions and what the follow-on
workforce will look like alongside
associated procurement and
commercial activity
• Be clear about what you are asking
from the voluntary sector and engage
with their existing structures, delivery
and capability where possible

Lessons learned – Operational
• Pre-plan (-7 days) - needs end-to-end focus
• Workforce capacity and sustainability, including
risk of burnout amongst key staff
• Ensure consideration is given to resilience of
key personnel as well as maintaining a task and
team ‘Covid bubble’ to prevent mass isolation
of workforce.
• Testing sites - identify early; review usage;
rationalise, respond to gaps
• Site locations should be socio-demographic,
not (just) geographic. Understanding and using
this data is vital

• Flexibility – ability to respond to data and
mobilise new sites
• Greater lead time to translate national
approach into local operations
• Home tests – low take up (more to do
here on access, and encouraging uptake)
• Effective “crowd control” at test sites to
keep people safe
• Confusion over LFT vs PCR testing –
which and when to use

Lessons learned – Operational
• Waste management could be the limiting
factor to testing if disposal on mass cannot
be achieved
• Site accessibility – Issues need to be
considered for each site in terms of
wheelchair access, BSL, translation
services etc
• Avoid co-locating MTU and ATS unless
for validating purposes as this resulted in
mass confusion and delays. Same can be
assumed for vaccination and testing sites
• Registration is the “choke point” in delivery
at ATS – pre-registration and autonomous
registration must be woven into process as
well as considering those who are not
digitally connected/anonymous

• Signage, cleansing, power, lights and
accessibility details along with all venue contact
info need to be in place before entering and
operating a site
• Recruitment – Ensure this is planned ahead,
using agency staff where possible.
• Governance/quality assurance of external
providers and scrutiny on costs must be in place
• Training – Needs to be planned as much as
possible, including roll out and continued
provision. Ensure all staff on the ground are
familiar with various terminology

Lessons learned – Behavioural

Initial response to the city-wide testing pilot
• People seemed well aware of the city-wide
testing - although the details were not well
understood such as outcomes
• Awareness seemed to be driven through media
coverage and news, Word Of Mouth, seeing test
sites/queues (live or on screen)
• Views often formed by word of mouth amongst
friends, commentary and social sharing
• Images/videos on social media (including
community social media) – positive and negative

• Negative perception – confusion about details,
fears about contracting Covid in the process, initial
shock of army arriving, suspicion about what is
going on and why, sense of things happening too
quickly and details changing constantly
• Positive - people locked into the benefits/have
clear understanding of mass testing purpose, and
view the process as running smoothly

Barriers to testing
– The city-wide testing is understood as ‘for
everyone, whether you have symptoms or not’
– Rationale for why people without symptoms
should have a test was not fully grasped by
the unsure/resistant
– Benefit of testing people who do not have
symptoms therefore not having maximum
impact
A key misunderstanding is that “everyone – with
symptoms without symptoms are tested at the
same sites”:
– This results in a fear of that Covid may be
caught in the queue and results in being a
barrier to attending – this was fuelled by
queues/lack of social distancing early on

Lack of faith in testing system:
Fuelled by rumours of false positives in
previous testing operations
Can feed conspiracy theories – what is the
reason ‘they’ give you a positive result
when you aren’t positive; What is the real
driver behind this? (conspiracy) tracking/Big
Brother…
Confidential waste and DNA capture!
Lack of belief in the test and trace system:
No point if nobody can be traced, or
nobody follows advice

Barriers to testing
Fear of impact of a positive result

Other

• Concern about how to practically
self-isolate

• Results not felt to be worthwhile as your status
may change quickly - a “moment in time”

• Financial impact of a positive test
result on workers not covered by
Statutory Sickness Pay

• Desire not to add to the Liverpool’s poor statistics
leading to longer lockdown
• Lack of belief that Covid is really of great concern

• Have been through 14-day
isolation with child once already
• Better to “self-manage” - do not
get a test but avoid seeing people

• Recent Covid experience, believe unlikely to get
again
• General lack of trust in success of government
initiatives and
suspicion about “why?”

Encouraging participation
∙ Clear focus of pilot on people who do not
have symptoms and on least engaged and
highest prevalence communities
∙ Clear rationale and benefits for testing
people who do not have symptoms
∙ Clear reminders of the logic – “the more
people who get tested, the quicker we can
get out of this”
∙ Reassurance about financial support,
including locally available support

∙ Ease of access no requirement for
booking
∙ Reassurances of accuracy of test
results
∙ Speed of results crucial to
encouragement
∙ Success of current pilot and testing to
date; high numbers of participating

Lessons learned - Communications

Key message: Localised communications essential
Messaging

Communications

• Getting back to normal life quickly… for me,
my family and friends, for Liverpool

• Voice of influencers – local public figures,
celebrities, clinicians, scientists

• Keeping the economy going and jobs safe
(longer term)

• Sustained, high intensity social media
channels

• Promoting better mental health
• Liverpool pulling together (Stronger
Together, Testing Together), doing this for
them and Liverpool
• Targeted – segmented messaging informed
by motivations

• Video and broadcast media
• Strong local media partnerships
• System communications partnerships

Lessons learned – Community engagement
• Targeted engagement in geographical areas and population cohorts with low adoption
• Hyper-local focus, informed by data and insight
• Partnerships with health, university, and local voluntary and community sector
• Boots on the ground – door to door engagement using Armed Forces personnel where possible
and additional community volunteer mobilisation in partnership with LCVS
• Wider mobilisation of CVS sector to support community engagement
• Flexibility in location of pop-up testing sites, aligned to targeted community engagement

Example
Timeline…
Example
timeline
- 7 DAYS

DAY 7

Liverpool

DAY 14
Lesson Learned Gateway

DAY 21

Lesson Learned Gateway

Lesson Learned Gateway

MAST / SMART PROGRESS
•

Clear and shared objectives

•

Begin ops

•

Outline and agree outcomes

•

Continual review

•

Single digital platform (one source of
reality)

•

Daily command and control

•

Continually checking for low testing
update

•

Address issues of “trust”

•

Identify key partners

•

•

Develop command and control
structure

Putting seven-day strategy into
operational action

•

•

Begin to develop ToR and
governance frameworks

Continual testing in line with the
evidence – inequality areas

•

•

Pre start planning, site identification
and workforce

Learning from academic input at
each stage

•

•

Robust academic input

Robust communications to tackle
place-based barriers

•

Understanding your place-based
barriers

•

Bronze Ops – schools, care homes,
testing (incl confirmatory testing)

•

Sustainability planning

•

Continual work to mitigate
operational issues (testing, sites,
waste removal)

•

Daily review – Bronze, Silver then into
Gold three times per week

•

Continual learning

•

Continual management of national
policy and local decision making

•

Robust and sound relationships who
‘get the job of the day done’

•

From MAST to SMART (SMART release
and smart enable)

•

Implementing sustainability plan post
military

SUSTAINABILITY PLANNING
MANAGING SENSITIVITIES

•

Continue to implement lessons learned

•

Move into SMART

•

Sustainable plan

•

Academic evaluation

Video communication
During the period of the testing programme the City Council has delivered a wide and varied range of
communications encouraging participation:
Videos:
Royal Court Theatre panto - https://vimeo.com/478825719/573cfadbbc
Strand construction workers - https://vimeo.com/478130139/207a5aea6e
Community testing comes to Chinatown- https://vimeo.com/484870447
Carlo Ancelotti of Everton FC - https://vimeo.com/484155045/387c54d9d9
First person to use the testing system - https://vimeo.com/476593440/cce83e953e

Testing centres

Digital awareness campaign

Lime Street Media Wall

King Edward Street

Church Street

Further information

Please contact
emergency.planning@liverpool.gov.uk

Reporting to:

Governing Body

Date of Meeting:

12th January 2021

Title of Report:

Chief Nurses Report

Presented by

Jane Lunt, Director of Quality, Outcomes & Improvement (Chief
Nurse)
Jane Lunt, Director of Quality, Outcomes & Improvement (Chief
Nurse)
Kerrie France, Deputy Director of Quality, Outcomes &
Improvement
Helen Smith, Head of Safeguarding
Peter Johnstone, Head of Medicines Management
Cathy Maddaford

Report Author

Lead Governor
Senior Leadership
Team Lead
Report Category

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

Purpose of this report
This report is to provide members of the Governing Body with:
• An overview of the quality and other issues related to the Chief Nurse’s Portfolio
Recommendation(s)
The Committee is asked to:
a) Note the content of the report
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
02
Ensure commissioning of high quality, safe and responsive health services
03
Reduce health inequalities
04
Ensure maximum value from available resources
05
Decisions that are evidence-based and evaluated for maximum impact
06
Maintain the CCG’s reputation and safeguard public confidence
Executive summary
This report contains an overview of the concerns and issues relating to the Chief
Nurse Portfolio, with focus on the current quality concerns and the actions to gain
assurance.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date
27/10/20

Meeting
Performance Committee

Decision made / outcome
Quality issues noted
1

☒
☒
☒
☒
☒
☒

Were there any conflicts of interest identified at any of the above meetings?
Yes ☐
No ☒
If ‘Yes, please give brief details:

Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this report or its
recommendations?
Are these risks included on the Corporate Risk
Register (CRR) or GBAF?

Yes
☒
☒
☐
☒
☐
☒
☐

No
☐
☐
☐
☐
☐
☐
☐

N/A
☐
☐
☐
☐
☐
☐
☐

☐

☐

☐

If ‘yes’, please provide CRR/GBAF reference number and risk description:

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

2

1.

BACKGROUND

This report offers an overview of the current key risks in terms of quality within the
CCG commissioned services and the wider aspects of the Chief Nurse portfolio.
Covid.
In terms of Covid, health services in Liverpool respond to the variable impact of
changes in the infection rates of the virus, with a reduction in rates within Liverpool
and Merseyside achieved in early December following the lockdown in November
and the mass testing pilot in Liverpool, leading to an associated reduction in Covid
positive patients presenting to Health services. However, there has been recognition
of a new strain of Covid and an increase in rates of infection within the community
which has led to an increase in demand for services in the second half of December
and into January. This increase in rates has been recognised via a change in tier
level that Liverpool was placed in – from level 2 to level 3 after Christmas Day. Mass
vaccination began in Liverpool in early December 2020 as part of the national
programme
In order to manage infection rates in acute trusts, there is an adherence to strict
Infection Prevention & Control (IPC) plans and policies, including strict testing and
cohorting of in-patients, appropriate use of Personal Protective Equipment (PPE)
and management of visiting policies to reduce the risks of nosocomial infection.
Primary Care and Community Services also adhere to strict IPC policies and
cohorting of patients with use of technology to reduce the number of patients who
are required to attend a practice in person. However, with the rise in infection rates in
the community, there is an associated rise in nosocomial rates within trusts which
requires vigilance, and for staff and visitors to follow the required restrictions.
Any rise in the rates impacts across all parts of the community, including NHS staff,
and all trusts and primary care see an increase in staff sickness/self-isolation which
means that they are constantly reviewing and revising staff allocation and rotas to
ensure that quality and safety is maintained. This can and does require that some
services are temporarily stepped down and this is constantly kept under review by
trusts and also commissioners via both local and Cheshire and Mersey governance
structures to achieve a balance between quantity of staff and the quality of service
provision. This often manifests in a reduction in elective activity, for example.
2.

QUALITY UPDATES

TRUST UPDATES
2.1.

Liverpool University Hospitals Foundation Trust (LUHFT)

LUHFT remains on Enhanced Surveillance due to the merger of the legacy trusts in
October 2019. There has been a Single Item Quality Surveillance Group Meeting
(SIQSG) held in September 2020, with follow up meetings to review progress on the
series of Never Events, the IPC plan, internal Governance and work to address
challenged services in particular in terms of Referral to Treatment (RTT) waiting

3

times and cancer waiting times. In addition, at the time of writing, the CQC report in
relation to the visit in July, with follow up visits in October, had not been published.
The Trust has engaged well with the CQPG and has generally submitted papers on
time and fielded relevant senior colleagues. Engagement via an increased depth of
discussion and sharing of information with Commissioners has increased levels of
assurance. From January 2021, the Executive CQPG will be in place to enable a
more strategic system based discussion to take place which recognises LUHFTs
interdependencies within a complex health and care system.
A Desk top review of Never Event Investigation reports has been arranged by
NHSE/I in collaboration with the CCG on 8th January 2021, the meeting will be
attended by NHSE/I, CCG and the Trust. The function of the meeting supportive and
aims to take a fresh look at the incidents with collective fresh eyes and to think
through and conclude whether the investigations are:
•
•
•
2.2

Robust in relation to looking at underlying organisational safety systems,
processes and behaviours to ensure the maximum learning
Whether there are any identified themes within the contributory factors and
cited causal factors
Whether the actions are specialty specific or organisational wide
Liverpool Women’s Hospital

On 10th December 2020, a report into the Maternity Services at the Shrewsbury and
Telford Hospital Trust (The Ockenden Report) was published. This was a report
outlining the outcome of 250 Clinical Reviews. Within the report were 7 immediate
and essential actions to improve care and safety in Maternity Services that were
relevant to all trusts providing Maternity care. The Chief Nursing Officer (CNO- Ruth
May) required all trusts to review compliance with the 7 action as a matter of urgency
as a method of immediately increasing the safety of services. A Cheshire &
Merseyside assurance meeting was held on 21st December and trust highlighted
their current status following rapid self assessment.
LWH were honest in their assessment and declared partial compliance with some
actions, with plans to become fully complaint. The action to achieve compliance will
be monitored via the CQPG.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attach
ment_data/file/943011/Independent_review_of_maternity_services_at_Shrewsbury_
and_Telford_Hospital_NHS_Trust.pdf
2.3

Alder Hey

As previously reported, in October, Alder Hey discovered a problem with the
recording and management of their Patient Waiting Lists, which elicited that a
number of patients who had been waiting more than 104 weeks for treatment. The
Trust engaged an external company to support them to diagnose to full extent of the
problem and how to correct their systems to ensure that the issue did not recur.
There is a Harm Review Process aligned to this work, the outcome of which will be
reported through the Trust quality governance processes.
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LCCG met with the trust on 9th December regarding this issue, and now has weekly
updates on progress, with a member of the CCG Performance Team joining the
Trust weekly meetings. In addition, there is regular reporting via the CQPG.
In December 2020 the CCG was made aware that a CQC section 31 notice has
been imposed following concerns regarding the care of a number of young people
with Learning Disability and Mental Health needs cared for at the Trust whilst
awaiting Tier 4 CAMHS placement. An associated revised Root Cause Analysis
(RCA) report and action plan is expected from the Trust regarding two young people
and this will be reviewed at Serious Incident panel on 6th January 2021. NHSE/I will
also attend this panel.
The Trust reported COVID outbreaks on the Medical Care Unit on 29th December
with 3 staff positive but no patients positive and High Dependency Unit on 31st
December with 5 staff testing positive and 2 patients, one being identified as
nosocomial. A further 2 outbreaks have been reported on 3rd January on 2 separate
wards with a total of 8 staff testing positive, and no patients positive . Daily incident
meetings are taking place and deep cleaning has been undertaken and no impact to
services have been reported.
2.4

Mersey Care Foundation Trust (MCFT) - Trust wide

The Trust remains on Enhanced Surveillance in light of the transaction of the former
Liverpool Community Health Services in April 2018, with a current focus on internal
governance, specifically the work to bring together the former Serious Incident
process for the mental health and physical health services into one coherent
framework with associated corporate governance.
Staff sickness has increased in recent days to 12%. This will impact on delivery of
services and the Trust has Business Continuity Plans in place where appropriate.
This will be monitored via the CQPG.
Mersey Care - Community Services
Nil by exception
Mersey Care - Mental Health
The Trust has submitted 2 business cases to support service improvement to the
Eating Disorder Service and the Asperger’s Service. The business cases will be
considered by the CCG Planning group.
2.5

North West Ambulance Service (NWAS)

NWAS have had challenge in terms of staffing and have worked to ensure safe
staffing levels during recent months as demand on the service has increased to pre
Covid levels. LCCG is reviewing our representation with the NWAS Mersey quality
meetings to enable us to link more effectively.
Other Provider issues:
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2.6

Care Homes

Care Homes in Liverpool have been working with partners such as LCC and MCFT
to ensure that staff and residents are tested for Covid and that residents receive the
Covid vaccine.
Vancouver House
Vancouver House is an Independent Care Home run by Priory Group providing
highly specialist personal and nursing care for up to 32 (currently 23) adults under
the age of 65 with learning disabilities, autism and mental health conditions. The
residents have an element of health funding from local CCGs with additional funding
streams via Local Authorities. Currently LCCG has one jointly funded resident in the
care home.
Previous reports have outlined that in March 2020, Liverpool Local Authority
received `whistle blowing’ safeguarding concern which led to a Police investigation.
The service remains under self-suspension to placements.
Initially, monthly strategy meetings involving representatives from all commissioned
CCG’s/Local Authorities took place. This has now progressed to Liverpool Local
Authority taking a lead role and monthly monitoring meetings with LCCG,
representatives from Vancouver House and the Priory Group, CSU and CQC.
In October a serious safeguarding concern was received for a non-Liverpool funded
resident. This was investigated by Liverpool Local Authority with various
unannounced and announced visits undertaken by the Local Authority, CQC and
CSU and some positive improvements noted. However concerns still remained
regarding care planning for residents. Monitoring remains in place. An action plan is
in place which is monitored on a monthly basis. A sustainability plan, demonstrating
how these improvements will be maintained has been requested prior to any
decision to remove the self-suspension of placements. Further scrutiny of the
sustainability plan and oversight of the quality of care within the home is undertaken
at the LCC Quality Assurance Group with LCCG represented.
On the 29th December Liverpool CCG were informed of the death of a funded
resident. The coroner and the police are reviewing the circumstances of the death
and a safeguarding investigation is underway. The provider has been asked to
evidence that risk assessments and a review of staffing has been undertaken. A
review visit will be undertaken by CSU on behalf of Liverpool CCG this week. A
further monitoring meeting to review all findings is scheduled for next week and a
discussion will take place regarding future commissioning of placements.
Other issues:
2.9

Special Educational Needs & Disability (SEND)

A robust review of progress against the Written Statement of Action is being planned
for January 2021 as part of understanding where further increased work will be
needed to ensure adequate progress. A detailed report will go to the next
Performance Committee in late January, with a more formal update to the next
Governing Body (March 2021).
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With respect to health metrics, there has been a focus on Annual Health Check for
those with a learning disability, where poor progress has been made to reach the
required target of 75% this year, albeit recognising that is during a pandemic.
Following review and discussion at the Primary Care Commissioning Committee in
December 2020, a letter has been sent to practices outlining the need to ensure that
the AHC is offered and undertaken. Support for practices has been put in place via
the Learning Disability Health Facilitators within MCFT to enable Primary Care to
improve performance against this metric with a view to reaching 75% by the end of
March 21 form the position in November 2020 of 46.44%.
2.9

Safeguarding

Mersey Internal Audit Agency (MIAA)
As part of the 2020/21 CCG audit plan, MIAA will undertake a review of the
arrangements in place in Liverpool CCG in relation to Safeguarding Children and the
protection of Vulnerable Adults. The audit will take place during January 2021.
All CCGs need to demonstrate that they have appropriate systems in place for
discharging their responsibilities in respect of safeguarding in line with the
Safeguarding Accountability and Assurance Framework (SAAF). The overall
objective of the review is to assess the systems and processes in place across the
CCG with regard to safeguarding, reviewing compliance with national policy and
guidance.
The lead reviewer has met with LCCG Head of Safeguarding to identify the evidence
required and the draft report is expected in February
Children in Care Service (CiC)
Liverpool & Sefton CCG Designated Nurses for CiC were commissioned to complete
a review of CiC Service Provision within Alder Hey. The review concluded in
December with full report shared internally within Alder Hey and discussed within the
CQRM on 18/12/20. Alder Hey now have to develop an action plan to implement the
accepted recommendations which will be monitored via CQRM. Key work streams
have been identified with some ‘must do’s’ including review of the role of the
Designated Doctor for CiC, currently hosted by Alder Hey on behalf of the CCG.
Associated with this work, and linking with Mersey Care as the commissioned
provider of CiC services within the community, has been the transfer of
administrative function from Alder Hey to MCFT to support the provision of statutory
Initial Health Assessments for CiC. Performance in this area is historically poor
within the City with on average only 50% of assessments being completed within
statutory timescales of 20 working days. The CCG has worked closely with providers
and LCC to address the challenges, in part created by a complex pathway and
fragmented commissioning arrangements; the response was to move resource
however the impact of Covid saw a delay but despite this, and in the interests of this
vulnerable cohort of children and young people, a pilot arrangement was agreed and
implemented on 2nd November 2020. Initial review of implementation suggests this
pathway change will positively influence timescales. This is a further concern due to
Written Statement of Action for SEND and a meeting with providers and wider
partnership members is to be held on 14/1/20 to agree actions to sustain positive
pathway changes.
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2.10 Medicines Management
The current focus is the delivery of the mass vaccination programme for Covid.
2.11

Continuing Healthcare (CHC)

The fortnightly submission to NHSE regarding the CCG position against the deferred
assessments shows progress being made at the defined rate following the
submission of the revised trajectory in Late November.
3.

NEXT STEPS

The Quality and Safeguarding teams will continue to work with colleagues internally
within the Performance team and Contracts team in assuring the CCG re
commissioned services and other quality issues more broadly.
4.

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

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

If ‘no’ explain why

ii.

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

5. EQUALITY IMPACT ASSESSMENT
5.1
5.2
5.3

6.

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

FINANCIAL IMPLICATIONS AND RISK
Describe how this will promote financial sustainability or risks to delivery of the
CCG’s Financial Plan (if applicable).

7.

WORKFORCE IMPLICATIONS
Describe how this will affect internal workforce capacity (e.g. working at scale,
joint working, accommodation etc.) if applicable.
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8.

COMMUNICATION REQUIREMENTS
Describe how this will be communicated to staff, stakeholders, patients and / or
public (including timescales).

9.

CONCLUSION
This report offers a comprehensive overview of the current quality and
safeguarding issues.
There is daily review of the impact of Covid on the system, particularly
commissioned services, as we may need to take decisions to suspend certain
processes to be supportive of the demands on providers. Unlike the first wave,
there will be no national mandate; the decision will need to be locally agreed.
For the CCG there is no stepping down of Serious Incident processes, or the
CQPGs, for example, as in the first wave. The CCG continues to review
capacity and how best to deploy to support the system.
ENDS
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Public Health Briefing
To: Liverpool CCG Governing Body
From: Matthew Ashton - Director of Public Health Liverpool City Council
Date: 22nd December 2020
Subject: Public Health Update

1. Purpose
To provide Liverpool CCG Governing Body with an update on public health since the last
Governing Body meeting.

2. Background – COVID epidemiology
Epidemic curve – infections
There were 25,603 confirmed cases of COVID-19 in Liverpool from the beginning of March
up to 17th December 2020, of which 18% were Pillar 1. The epidemic curve (Figure 1) shows
the frequency of daily new infections based on date of diagnosis and includes both Pillar 1
and Pillar 2 cases. At the start of the epidemic, UK testing capacity was relatively small and
the majority of tests were Pillar 1 carried out in NHS hospitals and PHE laboratories. As
testing capacity has increased, the majority of cases are now from Pillar 2 in the community,
with most people ordering home kits online or getting tested at walk-in or drive-through
centres. This means the total confirmed cases reported in the last 6 months cannot be
directly compared to those reported at the start of the epidemic. England’s new tier system
which came into effect on 2nd December after the national lockdown was lifted placed
Liverpool and other local authorities in Liverpool City Region into Tier 2 restrictions due to the
high level of infections.

Figure 1: Liverpool epidemic curve – confirmed cases (Source: COVID-19 Situational
Awareness Explorer, PHE)

1

Liverpool’s 7-day infection rate of 114.6 per 100,000 population up to 17th December 2020
was significantly below the England average (262.2 per 100,000), the lowest among the core
cities and the third lowest in Liverpool City Region 1.
Weekly infection rates
Data extracted covering testing up to 18th December 2020 show that the total number of
confirmed cases for the last 7 days is 712, an increase of 223 cases on the previous week.
The latest weekly infection rate is 143/100,000, which equates to a 64% increase since 2nd
December 2020. From the 712 confirmed cases in the last week, 177 (24.9%) were detected
using Lateral Flow Testing (LFT) kits. The latest weekly infection rate is 7.4 times higher than
at the start of September when there were 96 cases per week at a rate of 19.3/100,000 but
5.3 times lower than in week ending 8th October when cases surged to 3,812 per week with a
rate of 764.4/100,000. Over
half (56%) of confirmed
cases in the last 7 days
were among those aged
under 40 years, 26% cases
were in those aged 40-59
years and 18% were aged
60 years and over. Of all
the confirmed cases in the
last seven days, 52% were
female and 48% were male
(F:M ratio 1.1:1). Of those
cases where ethnicity was
given, 81% of people were
of
White
British/Irish
ethnicity. Compared to the
previous week, there has
been an increase in rates
of new infections in the city,
and the current weekly rate
remains high. The map
above
shows
the
distribution of confirmed
cases by Liverpool ward in
the last 7 days up to 18th
December with the highest
number
of
cases
in
Riverside
(51
cases),
Croxteth (39 cases), Picton
(38 cases), Old Swan (33
cases), Cressington (33
cases), Princes Park (31
cases), Central (31 cases),
Mossley Hill (31 cases),
West Derby (31 cases) and
Tuebrook and Stoneycroft (28 cases).

1

GOV.UK, Coronavirus (COVID-19) in the UK. Available at: https://coronavirus.data.gov.uk/
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The heat map below shows the weekly incidence rate/100,000 population for COVID-19 by
age group between September and mid-December. This chart shows infection rates surged
among 15-29-year olds at the end of September before peaking in younger and older age
groups the following week (week 41) and among the 30-39 and 40-49 year age groups
another week later (week 42). In the most recent week (week 51), infection rates have
increased in all age groups apart from 50-59 year olds where the rate has stayed the same,
with rates in all age groups remaining at an uncomfortably high level.

Weekly new cases per 100,000 population by age group
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Figure 4: Infection rates per 100,000 population by age and week
Source: COVID-19 Situational Awareness Explorer, PHE
Demographic profile
There were 22,618 confirmed cases of COVID-19 in Liverpool between 1st September and
18th December. Over half (54.0%) of confirmed cases over this period were among females,
and 46.0% were among males (F:M ratio 1.2:1). Children under-18 years accounted for
13.2% of all confirmed cases over this period, over half of all cases were among those aged
between 20 and 49 years (55.8%), 18.7% of cases were among 50-64 year olds while older
people aged 65 and over accounted for 12.2%.
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Figure 2: Total cases by age and gender from 1st September
Source: COVID-19 Situational Awareness Explorer, PHE
The age distribution of COVID-19 cases in Liverpool has changed over the course of the
epidemic, with cases falling over time among older people and increasing among younger
people. Infections among people aged 50 and over account for 30.9% of all infections since
1st September compared to 70% at the start of the epidemic. The average age of cases
reported at the start of the epidemic was 61 years while the average age for those cases
confirmed since 1st September is 39 years.

Figure 3: Total cases by age and month
Source: COVID-19 Situational Awareness Explorer, PHE
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Ethnicity
Recording of ethnicity for COVID-19 confirmed cases has been enhanced through linkage to
other healthcare datasets by Public Health England, and whilst it was poorly completed early
on, around 98% of cases now have ethnic background recorded. Of cases with ethnicity
recorded, 86.7% of cases in Liverpool were White British/Irish, 3.7% of cases were
Asian/Asian British ethnicity; 2.8% were Any Other Ethnic Background, 2.8% were White
Other, 2.4% were Black/African/Caribbean/Black British and 1.5% were Mixed/Multiple ethnic
background. Confirmed cases among Black, Asian, Minority Ethnic (BAME) communities
were at their lowest at the start of the epidemic, accounting for 11.1% of cases and were at
their highest in July when BAME communities accounted for 44.9% of cases. This coincided
with the easing of the lockdown which saw an evolving profile of younger, multi-ethnic cases
across the North West. However, this has since changed, with the epidemic curve currently
now being driven by new COVID-positive cases recorded in the White British/Irish
population.

Figure 5: Total cases by ethnic group and month
Source: COVID-19 Situational Awareness Explorer, PHE
Hospital admissions with COVID-19
There were 122 patients in Liverpool University Hospitals NHS Trust (LUHT) with a COVID19 diagnosis as at 15th December, of which 13 (10.7%) were in mechanical ventilation beds.
The epidemic curve below shows the number of admissions in LUHT peaked on 30th October
when there were 475 patients with COVID-19 in hospital beds and have been steadily
declining since then.
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Figure 6: Patients in Liverpool University Hospitals NHS Trust with COVID-19 Source:
COVID-19 daily situation report COVID-19 beds figures in England
Analysis of local admissions data shows Liverpool residents accounted for 2,187 admissions
with a COVID-19 diagnosis between 1st March and 30th November 2020. Males accounted
for around three in every five (60.5%) COVID-19 related hospital admissions over this period
(M:F ratio: 1.5:1). Persons aged 65 and over accounted for just over half of all admissions
(52%) while a quarter (26%) were among those aged 50 to 64 years and one-fifth (21%)
were among those aged under-50 years. When compared to the Liverpool average, five
Liverpool wards have a significantly higher rate of admission: these wards were Kirkdale,
Norris Green, Fazakerley, Everton and Croxteth. COVID-19 related admissions were 2.2
times higher in the most deprived parts of the city compared to the least deprived areas.
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Figure 7: Hospital admissions with COVID-19 diagnosis code
Source: Secondary User Services
Mortality
The epidemic curve below shows the frequency of deaths relating to COVID-19 by place of
occurrence in Liverpool. These estimates include deaths in the community where the doctor
thought it likely that the person had COVID-19, even when there was no positive test result.
A total of 947 deaths occurred in Liverpool up to 4th December this year where COVID-19
was the confirmed or suspected cause of death. Almost three-quarters of COVID-19 related
deaths (72.8%) over this period occurred in hospital, significantly above the England average
(66.5%), while 20.9% occurred in care homes, 4.5% at home and 1.8% in other places
(hospice, other communal establishment or elsewhere). COVID-19 deaths peaked in
Liverpool early on in the epidemic in the week ending 10th April, when there were 139 deaths
in a single week. Deaths peaked again in week ending 6th November, with 56 deaths in a
single week.

Figure 8: Liverpool COVID-19 weekly deaths occurring up to 4th December 2020 but
were registered up to 12th December 2020, Source: ONS 2

2

Office for National Statistics, 2020. Deaths (numbers) by local authority and cause of death,
for deaths that occurred up to 4th December 2020 but were registered up to 12th December
2020, England and Wales. Available from:
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/
datasets/deathregistrationsandoccurrencesbylocalauthorityandhealthboard
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Care home residents
In England, a high proportion of Care and Nursing Homes have been severely affected by
COVID-19. High morbidity and mortality in residents as well as high rates of staff absence
due to infections have been observed. Deaths in Care Homes have accounted for just over a
fifth (20.9%) of all COVID-19-related deaths in Liverpool occurring up to 4th December 2020
(Week 49), significantly lower than England (26.4%). Over the last 3 months the proportion
of COVID-19 deaths in Care Homes has fallen to 13.8%.
Excess deaths
When all deaths in Liverpool this year occurring up to 4th December 2020 are considered,
there were 4,995 deaths compared to 4,217 deaths expected, which equates to an excess of
778 deaths and an increase of 18%. This figure includes deaths from all causes, with 947
deaths (19%) involving COVID-19. This means Liverpool’s cumulative deaths total is 1.2
times higher than the historical average for this time of year.

3. COVID – 19 Response
Liverpool Asymptomatic Testing Pilot
The aim of the pilot was to understand the feasibility and uptake of asymptomatic testing,
and to inform local and national policy development through lessons learned.
Asymptomatic testing was made available to anyone who lives, works or studies in the city.
The offer includes a combination of fixed Asymptomatic Serial Testing (AST) sites and
Mobile Testing Units (MTUs), originally on an appointment basis, but later as a walk-in
facility, complimented by an offer of home PCR tests. Alongside this community-wide
testing, there has been targeted testing in schools, universities and Care Home settings.
Individuals who tested positive were told to self-isolate for 10 days, their household members
were told to isolate for 14 days, and were encouraged to access a test if they had not already
done so. Support was provided to any individual who needed it during their isolation period.
Timeline
The timeline below outlines the progression of the pilot, which developed at pace:
- Oct 31: Government offers Liverpool mass testing, with military assistance
- Nov 1: Mersey Resilience Forum accepts in principle, for resilience and recovery
- Nov 3: Liverpool accepts a Mass Asymptomatic Serial Testing (MAST) pilot, working
towards a targeted approach. An emergency response was stood-up.
- Nov 5: National lockdown comes into effect. There is communication drive around
testing; CIPHA dataflows are established; and the pilot is activated.
- Nov 6: The first 6 AST sites open, increasing to 16 within the next 24 hours
- Nov 11: Testing capacity increases to 48 ATS; 15 MTUs; and one-off home PCR kits
- Nov 20: 15 popular ATSs are maintained; with the remaining capacity redeployed to
smaller ATSs in low-uptake areas of the city
- Dec 2: Liverpool moves into Tier 2
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-

Dec 3: handover from military; targeting begins at Liverpool Covid-SMART ; targeting
becomes more focused as the pilot moves to Liverpool Covid-SMART (Systematic
Meaningful Asymptomatic Repeated Testing)
Liverpool Covid-SMART care home visiting pilot begins; test-to-release for some key
workers is announced.

Activity
During the pilot 25% of 498,000 residents took up lateral flow tests (LFTs) and 35% took up
LFT or polymerase chain reaction (PCR) tests, identifying 891 individuals as positive via LFT
and 2,829 via PCR.
Inequalities & accessibility
- Young adults, males and those in the most deprived areas were under-represented in
LFT uptake
- There was over-representation in children aged 10-19 thanks to the success of school
testing
- Predictors of low uptake include digital exclusion, deprivation & young adult males
- LFT uptake in the most deprived areas was half that in the least deprived areas and test
positivity was double in the most vs. least deprived areas
- There was high variability of uptake between neighbourhoods and over time
- Uptake varied with delivery/access site type and communications
- Uptake of PCR had larger consistent socio-demographic inequalities than LFT
- Some accessibility issues have been raised over time (wheelchair & impaired vision) for
investigation

Lessons learned
A package of reflective lessons learned is being developed. A detailed slide deck of lessons
to date has already been distributed to DsPH & LRFs across the country, as well as a
national webinar that was delivered on Monday 7th December. Over 200 people registered
for the event, which was very well received.
Evaluation conclusions
- The Innova SARS-CoV-2 antigen lateral flow device sensitivity was lower than expected
(based on the preceding validation studies). However, the time and scale gained from a
low-cost, no-lab test can provide a useful additional Covid-19 control measure with
targeted and clearly explained use.
- A targeted, agile, intelligence-led SMART framework is more effective than mass testing.
- A lack of support whilst in isolation is a barrier to compliance, and one that will rise as
restrictions lift.
- Locally-driven communication, social marketing and tackling misinformation are key
enablers.
- Complex multi-faceted Public Health interventions, if executed well, can help coordinate
testing & vaccination as a system.
- An initial evaluation is due to be published by University of Liverpool imminently, followed
by a full evaluation in the New Year.

4. Welfare Support - Shielding
The second “lockdown” saw the reintroduction of shielding from 5th November to midnight on
1st December, and also coincided with the Mass Testing pilot being conducted in Liverpool.
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The Covid Isolation line continued to provide support to those who were required to selfisolate, and to support the 46,442 Clinically Extremely Vulnerable residents who were
advised to shield at that time. Despite concerns about large volumes of residents requiring
support, the numbers requesting help have been very low.
For the calendar month of November, there were 1185 inbound calls received via the Covid
isolation Line, and a further 1687 outbound calls were made to those CEVs that had
registered on the National Shielding Support Service and requested help from the Local
Authority.
• A total of 987 cases were generated, resulting in actions to provide welfare support.
523 (53.0%) cases were created to support those who were shielding.
• Almost 2/3 of requests were made by women, almost a quarter were non-white
British, and 15% (144) were made by those over the age of 65.
• 58.5% of requests were made by patients with long term health conditions, of which
COPD (152), Asthma (150) and Mental Health conditions (125) were the highest
prevalence among the contacts.
• The majority of referrals were for support with food; 156 for Emergency Food
Support, 63 requests for a shopping volunteer, and 178 referrals for a priority online
shopping delivery slot.
• Merseyside Fire and Rescue received 169 referrals for support with prescription
collection
• 85 requests were received for social support
Mapping of the distribution of the referrals reveals the distribution of cases requesting
support.
• The Highest rates of requests for emergency food support were made in the most
deprived ward in the North of the city (Everton, Kirkdale, Anfield, Tuebrook), as well
as Princes Park and Belle Vale.
• Medication support requests were highest in Old Swan, followed by the Warbeck,
County and Anfield wards, and Princes Park. Few requests were made in Croxteth
and Fazakerley, and across many of the wards in the south of the city.
• Volunteer shopper requests were highest in Kirkdale, followed by Princes Park and
Cressington.
• Social isolation support requests, including befriending, were highest in Everton and
Anfield.
The additional shielding guidance ceased to apply at the end of national lockdown. The
guidance for this cohort is now in line with Tier 2 restrictions with some addition
enhancements to protect themselves. The council helpline remains open for support if
needed.
Additional mental health support is being planned to support this cohort to recover in the
coming weeks and months, alongside some investment in the VCS to build on the
volunteer and community support which has stepped up during the pandemic to provide
so much support.

5. Heath and social care response and recovery
•

Figures at the end of Quarter 2 shows there has been a 250% increase in smokers
approaching Smokefree Liverpool in 2020/21 for quit support compared to the previous
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year. To encourage more people to quit the Smokefree Liverpool Team have placed a
promotional video on their website. It is deliberately light to make potential quitters feel
the team are approachable. We are asking the CCG to support the wider promotion of
this video on their various platforms and through their networks to maximise the number
of people contacting the service in the New Year for support to quit smoking.
•

Public Health as a Responsible Authority have provided a formal response to the LCC
Statement of Licensing Policy consultation. Within this we have requested that the
Liverpool Licensing Authority adopts a wider interpretation of the Public Safety licensing
objective to include the need for licences to stringently observe any national/local
guidance as it relates to safe Covid19 practice.

•

The current health checks model used in Liverpool (currently suspended) has been
reviewed and updated in order to increase the impact on population health for the people
of Liverpool and reduce inequalities in the City. A number of options have been
considered and following careful consideration, a proportionate universalism approach to
NHS checks has been identified as the best approach available. It is felt that applying a
proportionate universalism cap to NHS Health Checks will result in a targeted model
focused on prevention and reducing health inequalities.

•

Sexual Health JSNA was completed and it makes a raft of recommendations for
commissioning, service improvement and collaboration. It also recommends to work
together to deliver a population health based strategic approach to sexual & reproductive
health by driving a new strategy via the sexual health strategy group. This is vital to
improve care, reduce fragmentation and ensure our interventions are effective and not
duplicated. The JSNA supports the recommendation that LCC procures a new integrated
sexual & reproductive health service, with imminent advert in January 2021 and planned
live start November 1st 2021.

6. Behaviour change and communication
The public health team is working jointly with Liverpool University on the Liverpool SMART
Evaluation
•

Online questionnaire was launched for those that have been tested which can be
accessed via link or QR code. This is promoted via social media and at the testing
centres as well as through 5 hubs administering the questionnaire face to face. Up to
the 17/12/20 over 700 questionnaire completed.

•

Advert was issued to recruit non attendees for depth interviews; the Rotunda offered
to issue short survey to residents in the Kirkdale area.

•

An online survey has been sent to Liverpool secondary schools and parents to gather
views or experiences of the recent Covid- 19 mass testing pilot during November
2020. Findings of the survey will be used to improve our future approach to Covid-19
safety and testing in schools. Findings and recommendations will be available by
early January.

COVID guidance campaign was launched for young people. Campaign designed by local
artist in collaboration with young people
•

11 – 17 year olds. All secondary schools engaged and will be promoting after
Christmas break. Adverts are promoted via Instagram, Tik Tok, snapchat and
Facebook https://twitter.com/NDEvertonValley/status/1339193578594177025
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•

18 – 22 year olds. All Liverpool Universities are engaged and will be promoting to
students. Adverts are also promoted via Instagram, Tik Tok, snapchat and Facebook.
The advert is in the style of a club poster which is eye catching to engage this
audience https://twitter.com/LiverpoolPH/status/1339525756624330753

COVID Behaviour Change campaign called ‘Spread the facts’ aimed at 20 – 30 year olds
was launched across Cheshire and Merseyside. The campaign was co-created with target
audience. The campaign features healthcare professionals in the target age range from
across Cheshire and Merseyside and aims to dispel the myths and re-engage young people
on the facts of COVID guidance. https://spreadthefacts.co.uk/

7. Mental health
•

Public Health are currently allocating small grants of up to £8000 in value to increase
capacity locally in 3rd sector organisations to provide enhanced Bereavement and
Befriending support to local residents. In total 7 organisations will receive grant
funding to be spent between January – March 2021 when it is expected that need for
this type of support will spike.

•

Public Health have commissioned the Samaritan Service to offer a unique 24 Call
Back Service for all Liverpool City Council staff and their clients/customers. Via a
link, a secure online referral form allows the individual to request a personal call back
from the Samaritans at a time and date of their convenience to discuss any matter
that is bothering them (debt, relationships, eviction, employment, physical/mental
illness, etc.)

8. Recommendations
That Liverpool CCG:
• Works with public health and other LCC and NHS partners to ensure uptake of the
testing offer as well as a rapid response to future outbreaks expected in the city as
incidence of new infections in the city starts to increase.
• Works with LCC to support the needs of our residents affected by the pandemic in
Liverpool.
• Supports new initiatives and public health programmes around health checks,
smoking cessation and mental health support.
• Supports the promotion of all public health related communication across the city.
• Participates in the development and implementation of the recommendations of the
sexual health JSNA for the city of Liverpool.

12

Date of Meeting

12th January 2021

Title of Report

Integrated Risk Management Report January 2021

Presented by

Stephen Hendry, Head of Corporate Services and Governance

Report Author

Stephen Hendry, Head of Corporate Services and Governance

Lead Governor

Dr Fiona Lemmens, Chair

Senior Leadership
Team Lead
Report Category

Stephen Hendry, Head of Corporate Services and Governance
Decision ☒

Discussion ☐

Assurance ☒

Information ☐

Purpose of this report
The purpose of this report is to provide an update to the Governing Body in respect of the
progress with the CCG’s 2020/21 Governing Body Assurance Framework (GBAF) and
Corporate Risk Register (CRR) in mitigating against the CCG’s key operational and strategic
risks.
Recommendation(s)
The Governing Body is asked to:
a) Agree that the risks proposed within the refreshed GBAF for the remainder of the
financial year 2020/21 align with the CCG’s strategic objectives;
b) Agrees that the 2020/21 GBAF continues to align appropriate risks, key controls and
assurances alongside each strategic objective (noting the change of risk description for
GBAF01);
c) Satisfy itself that current control measures and the progress of associated action plans
provide reasonable / significant internal assurances of mitigation, and;
d) Note the recommendation for Risk CO56 to be removed from the Corporate Risk
Register.

Is this subject matter confidential?
Yes ☐
No ☒
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
02
03
04
05
06

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

Executive summary
The CCG’s Governing Body has to be confident in the systems, policies and people in place
to efficiently and effectively drive the delivery of its objectives by focusing on the minimising
of risk.
The Governing Body Assurance Framework (GBAF) and Corporate Risk Register (CRR)
represent the key documents for ensuring all principal risks to the CCG's objectives are
identified and controlled, and for providing sufficient assurances to the Governing Body as to
the effectiveness of these controls. Effective risk management is an essential part of the
CCG's system of internal control and regular, consistent reporting of the GBAF and CRR to
the Governing Body not only represents recommended good practice, but also supports the
provision of a fair and representative Annual Governance Statement.
Due to the NHS response to the COVID-19 pandemic, the planned development work to
refresh the GBAF for the 2020/21 financial year had been ‘paused’. Although NHSE/I
Command and Control arrangements are expected to remain in force for the remainder of
the financial year, the 2020/21 GBAF is more reflective of the ‘new normal’ for the NHS and
contextualised by the ongoing NHSE ‘Regional’ Command and Control arrangements.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date
th

8 Dec 2020

Meeting
Audit and Risk Committee

Decision made / outcome
Noted (CRR and GBAF)

Were there any conflicts of interest identified at any of the above meetings?
Yes ☐
No ☒
If ‘Yes, please give brief details:

Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this report or its
recommendations?
Are these risks included on the Corporate Risk
Register (CRR) or GBAF?

Yes
☐
☐
☐
☐
☐
☐
☐

No
☒
☒
☒
☒
☒
☒
☒

N/A
☐
☐
☐
☐
☐
☐
☐

☐

☐

☒

If ‘yes’, please provide CRR/GBAF reference number and risk description:
N/A
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1.

BACKGROUND

NHS Liverpool CCG aims to achieve its overall objectives, ambitions and maintain its
reputation via effective and robust risk management procedures. As a public body, the
CCG has a statutory commitment to manage any risks that affect the safety of its
employees, patients and its commissioned, financial and business services by adopting a
proactive approach to the management of risk.
The GBAF and Corporate Risk Register act as structured frameworks underpinned by
concepts of effective governance and other systems of internal control. Both documents
form the cornerstone of the CCG’s Risk and Assurance Framework in both the
identification and management of acceptable and unacceptable risks, and provide the
basis for the preparation of a fair and representative Annual Governance Statement.
Requirements for improvement in controls and assurances are translated into action plans
under specific ‘named’ lead/managerial control so that monitoring, tracking and reporting
can be supported, with clear target dates and milestones identified where appropriate.
2. GOVERNING BODY ASSURANCE FRAMEWORK 2020/21
Many of the CCG’s ‘business as usual’ activities continue to be significantly impacted by
the events of 2020. It was, however imperative for the GBAF to be in place for the
remainder of the financial year. Following extensive work with the Governing Body and
CCG Senior Leadership Team from September 2020 onwards, a ‘six-month’ assurance
framework (running from November 2020 until 31st March 2021) has been in place as a
‘living document’ since approval at the November 2020 Governing Body meeting.
The new format allows for greater scrutiny and ownership of action plans, and provides
clear accountabilities at Committee level for the delivery of strategic objectives and
consequently, the management of both operational and strategic risk. This is a particularly
important inclusion given the revision to the CCG’s Constitution in April 2020 and the
delegated decision making responsibilities under the Group’s revised Scheme of
Reservation and Delegation.
The risks formulated for each objective within the GBAF and their respective residual risk
scores are summarised in the table below:
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GBAF
Risk
Ref

Risk Description

Risk Owner

Residual
Risk
Rating
(L x C)

Trend

Chief Officer

16



RAG
Rating

Commissioning for better health outcomes
GBAF01

Commissioned services and
programmes fail to improve health
outcomes due to lack of alignment with
NHS England & Improvement
objectives / priorites.

Amber

Fail to deliver services that improve
health outcomes

Ensure commissioning of high quality, safe and responsive health services
GBAF02

Failure to transform care and drive
continuous improvement in quality and
safety results in poor outcomes and
experiences for patients

Director of
Quality &
Outcomes

12



Amber

Director of
Strategy,
Integration &
Communications

15



Amber

16



Red

Reduce health inequalities
GBAF03

Failure to direct resources towards most
deprived wards and communities with
greatest need will widen health
inequalities

Ensure maximum value from available resources
GBAF04

Failure to achieve required financial
position in 20-21 as a result of increases
in expenditure in excess of resources
allocated to the CCG.

Chief Finance
Officer

Decisions that are evidence based and evaluated for maximum impact
GBAF05

Failure to use outcomes and intelligence
to drive and embed continuous
improvement of health and wellbeing for
the population.

Head of
Transformation
& Programmes

12



Amber



Amber

Maintain the CCG's reputation and safeguard public confidence
GBAF06

Loss of public confidence and damage
to organisational reputation due to
failure to deliver on statutory obligations
/ strategic commitments

Chief Officer

9

Following the scheduled monthly review of each risk with the respective Risk Leads, an
amendment to the risk description for GBAF01 has been made to more accurately reflect
the context and nature of the risk. It is vitally important that the CCG’s objectives clearly
set out its purpose and priorities through which it seeks to achieve success. As the GBAF
acts as the primarily a tool through which the organisation assesses and manages the
principal risks to these objectives, it is equally important to have clear and robust links
between the two.
Although the risk scores have (generally) remained static, this does not necessarily mean
that control measures are ineffective or that the CCG does not have the capacity to
manage areas of strategic risk. By their very nature, strategic actions to correct course or
mitigate risk are achieved over a longer-term period. Similarly, the weighting of assurance
against control measures is expected to increase during the final quarter of the financial
year as more ‘external’ assurance is received (i.e. Internal Audit Opinion and NHSE CCG
assurance framework assessment).
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3. OVERVIEW OF THE CORPORATE RISK REGISTER: JANUARY 2021
As at 2020 a total of 10 risks are included in the CCG’s Corporate Risk Register. No new
risks have been added since the November 2020 Governing Body update. The CCG’s risk
profile for November 2020 (low – extreme) is summarised below:
Risk
Category

Score Range

Total
Risks

Change
+/-

Extreme
High

15-25
8-12

2
8

None
None

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

Total
0
1
9
0

Risk increased
Risk reduced
No change (static)
New risks

The table below summarises the current risk scores and trends for all risks included in the
November 2020 Corporate Risk Register:
Score

Trend

12

One Liverpool

Service and financial risks linked to inability of Liverpool
Women’s Hospital to secure capital investment
Inability to deliver major transformation programmes

CO82

Corporate Services &
Governance

Risks to CCG Business Continuity due to COVID
pandemic (staff, finances and Command & Control)

12





CO85

Corporate
Governance

Risk to healthcare system resilience, supply chains and
workforce in event of ‘no deal’ EU Exit

10



CO36

System Resilience

16

CO84

System Resilience

CO83

Transformation & Programmes

CO77

Quality & Safety

CO81

Quality & Safety

CO86

Quality & Safety

System capacity and capability is overwhelmed by
increased demand
Mental health system capacity and capability is unable
to meet increased demand on services
Phlebotomy capacity in system is reduced due to slower
restoration of community services.
Financial and reputational risks to CCG due to delayed
processing of PUPoC cases
Standalone status of LWH risks delivery of high quality
and safe care to patients
Patients discharged in line with D2A are placed in
inappropriate care setting








CRR
Ref
CO54

Directorate / work area

Summary Description

One Liverpool

CO56

Services

&

8

16
9
8
9
12

3.1 Risks Recommended for Removal from Corporate Risk Register
One risk is recommended for removal from the Corporate Risk Register as at 4th January
2021:
CO56 One Liverpool

Inability
to
programmes

deliver

major

transformation

8
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Although the risk remains, discussions with the Risk Lead and with the CCG’s Senior
Leadership Team determined management and oversight could be delegated to the
People & Community Voice Committee. Should the Governing Body agree with this
recommendation, the Corporate Services and Governance Team will ensure an
appropriate audit trail is maintained for the transfer, with monitoring arrangements in place
to escalate the risk back on to the Corporate Risk Register if necessary.

4. STATUTORY REQUIREMENTS (only applicable to strategy & commissioning
papers)
This section is not applicable.

5.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY

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

6.

CONCLUSION

The Corporate Risk Register continues to be monitored on a monthly basis. Action plans
put in place against each risk identified are reviewed monthly by the appropriate subcommittee of the CCG Governing Body with first-line assurance of controls and actions
conducted by the Senior Management Team on a bi-monthly basis. Strategic risks to
corporate objectives are monitored on a monthly basis by the Senior Management Team.
Where legal issues arise from individual risks the Corporate Risk Register will include
plans to mitigate them. There are no inherent legal implications associated with the
Corporate Risk Register for January 2021.

Stephen Hendry
Head of Corporate Services and Governance
4th Jan 2021
Ends
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APPENDICES
1. Liverpool CCG Governing Body Assurance Framework 2020/21
2. November 2020 Corporate Risk Register
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GBAF Summary Sheet Quarter 3 2020/21
GBAF
Risk Ref

Risk Description

Risk Owner

Residual
Risk
Rating

Trend

RAG Assurance
Rating
Rating

(L x C)

May-20

Assurance
Rating

Assurance
Rating

Assurance
Rating

Assurance
Assurance Rating
Rating

Jul-20

Sep-20

Nov-20

Jan-21

Commissioning for better health outcomes
GBAF01 Commissioned services and programmes fail to improve

health outcomes due to lack of alignment with NHS England
& Improvement objectives / priorites.

16



Amber

Partial

Partial

Director of Quality
& Outcomes

12



Amber

Partial

Partial

Director of
Strategy,
Integration &
Communications

15



Amber

Partial

Partial

Chief Finance
Officer

16



Red

Partial

Partial

12



Amber

Partial

Partial

9



Amber

Partial

Partial

Chief Officer

Fail to deliver services that improve health outcomes

Ensure commissioning of high quality, safe and responsive health services
GBAF02 Failure to transform care and drive continuous improvement

in quality and safety results in poor outcomes and
experiences for patients

Reduce health inequalities
GBAF03 Failure to direct resources towards most deprived wards and

communities with greatest need will widen health inequalities

Ensure maximum value from available resources
GBAF04 Failure to achieve required financial position in 20-21 as a

result of increases in expenditure in excess of resources
allocated to the CCG.

Decisions that are evidence based and evaluated for maximum impact
GBAF05 Failure to use outcomes and intelligence to drive and embed

continuous improvement of health and wellbeing for the
population.

Head of
Transformation &
Programmes

Maintain the CCG's reputation and safeguard public confidence
GBAF06 Loss of public confidence and damage to organisational

reputation due to failure to deliver on statutory obligations /
strategic commitments

Chief Officer

Mar-21

NHS Liverpool CCG
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GBAF01
Commissioning for better
health outcomes

Current
status

Risk Owner

Chief Officer

Assurance Key:

Next
Review
Date

Assurance Rating

Trend



Mar-21

May-20

Jul-20

Sep-20

Nov-20

Jan-21

Mar-21

Not assured 
Partial


Fully

Risk description
Commissioned services and programmes fail to improve health outcomes due to lack of alignment with NHS England & Improvement objectives /
priorities.
Failure to deliver services that improve health outcomes
Risk Appetite
High Tolerance - Low Confidence = Do not expend
significant effort in developing mitigations

High Tolerance

High Tolerance

Low Tolerance - Low Confidence = Earliest possible
actions required to prevent risk rising

High Confidence

Low Confidence

High Tolerance - High Confidence = Take a 'balanced'
approach to how we expend effort developing mitigations

3
2

Low Tolerance - High Confidence = Always take all
available actions to mitigate risk

1

3

2

1
Low Tolerance

Low Tolerance

Low Confidence

High Confidence

Are there any gaps in this risk that do not have any
associated mitigating actions?

Inherent Risk Score

No

Is the risk an 'accepted risk'?:
(despite all mitigating actions being completed the risk would still
remain, to some degree as specified in the target risk rating)

YES

Target Risk (Risk Tolerance)

Residual Risk Score

L

C

Rating

L

C

Rating

Trend

L

C

Rating

Target Date

4

4

16

4

4

16



3

4

12

31-Mar-21
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Rationale for residual risk score
National COVID legislation remaining in place removes direct control of decisions and allocation of resources from CCG.
Responsible Committee
Existing Controls
1. Progression of existing plans that
address constitutional targets.

Governing Body
Existing Assurances

Gaps In Control

1. Governing Body oversight on progress of delivery of
Operational Plan for financial year.

2. Continued formal engagement with 2. Governing Body receives minutes of Performance &
NHSE to raise impact of COVID on
Quality Committee and maintains oversight of delegated
Liverpool population.
decisions. Performace report received and exceptions
reported to GB
3. Oversight maintained on impact of
COVID on CCG operational and
3. Membership of the C&M Partnership Board by the
strategic plans.
Accountable Officer to raise awareness of Liverpool
priorities.
4. BAMER Network established
4. BAMER Network meets formally on regular basis.

Gaps in Assurance

1. Clarity required in the STP governance
arrangements

1. Draft MoU to support STP
Governance

2. BAMER lead to be confirmed following
departure of previous post-holder

2. Joint committee to be established for
C&M CCGs

Action ref. and description
A1 Further engagement with STP required to ensure
appropriate governance is established

Assigned to
Chief Officer

Latest Update
Draft MoU circulated for comment.

Due Date

Status

Ongoing

In progress

A2 Establish a joint committee of C&M CCGs

Chief Officer

Draft paper considered by GB development session. Final
paper to brough to future GB

31st Mar
2021

In progress
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GBAF02
Ensure commissioning of
high quality, safe and
responsive health services

Current
status

Risk Owner

Director of Quality &
Improvement

Assurance Key:

Next
Review
Date

Trend

Mar-21



Assurance Rating
May-20

Jul-20

Sep-20

Nov-20

Jan-21

Mar-21

Not assured 
Partial


Fully

Risk description
Failure to transform care and drive continuous improvement in quality and safety results in poor outcomes and experiences for patients
Risk Appetite
High Tolerance - Low Confidence = Do not expend
significant effort in developing mitigations

High Tolerance

High Tolerance

Low Tolerance - Low Confidence = Earliest possible
actions required to prevent risk rising

High Confidence

Low Confidence

High Tolerance - High Confidence = Take a 'balanced'
approach to how we expend effort developing mitigations

3
2

Low Tolerance - High Confidence = Always take all
available actions to mitigate risk

1

3

2

1
Low Tolerance

Low Tolerance

Low Confidence

High Confidence

Are there any gaps in this risk that do not have any
associated mitigating actions?

Inherent Risk Score
L

C

Rating

No

Is the risk an 'accepted risk'?:
(despite all mitigating actions being completed the risk would still
remain, to some degree as specified in the target risk rating)

Target Risk (Risk Tolerance)

Residual Risk Score
L

C

Rating

YES

Trend

L

C

Rating

Target Date

4
4
16
3
4
12

2
4
8
31-Mar-21
Rationale for residual risk score
Lack of clarity as to remit of Hospital and Out of Hospital Cells' responsibility for managing clinical risk of long waits for elective care (and cancer
Page 6
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surgery/treatments)
Responsible Committee
Existing Controls

Existing Assurances

Gaps In Control

Gaps in Assurance

1. Quality Assurance Group (QAG) in
place with LCC to review quality
standards across health & social care.
CCG able to instigate Single Item
Quality Surveillance Groups with
NHSE/I where significant quality
concerns with providers exist.

1. Performance & Quality Committee minutes and reporting 1. Backlog of elective surgery due to COVID- 1. Concerns raised by CQC re: Liverpool
template submitted to Governing Body for oversight and
19 creating long waits for patients could
University Hospital Foundation Trust
assurance.
lead to poor outcomes or harm for specific (LUHFT) following receipt of whilsteblow
groups or individuals.
allegations.
2. Annual review of compliance against the Safeguarding
Action to address: B1
Action to address: B2
Assurance Framework.
2. Currently determining a process for
3. Significant support to local care homes and residential
review of individuals placed in the
2. People & Community Voice
homes for meeting Infection, Prevention & Control
Independent Sector as per NHSE
Committee established in April 2020 to standards. 'Train the Trainer' offer taken up by high
guidance - this requires additional
percentage of providers.
capacity and strong links to NHSE
ensure patient voice is heard in
commissioning for specialist
commissioning decisions and patient
4. Cheshire & Mersey Quality Surveillance Group (QSG)
placements.
experience is used to inform quality
has increased frequency of meetings to bimonthly agenda.
escalates concerns and issues to Regional QSG.
3. Organisational Health Check
Dashboards established for oversight 5. Chief Nurse Report is standing agenda item for each
of provider 'health' across a number of Governing Body meeting to provide updates on current
issues, assurance on delivery of work plans and mitigation
dimensions.
of risks.

Action ref. and description
B1 C&M In Hospital Cell exploring how best to utilise
capacity across Cheshire & Mersey to best effect.
LCCG part of this work.

Assigned to
Director of Quality &
Improvement

Latest Update
Trusts required to clinically assess waiting lists. CCG to
undertake Harm Review Audit of longwaiters to assess
potential harm and gain assurance. Harm review audit for
cancer patients planned for December 2020.
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Due Date

Status

Jan-21

In progress
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NHS Liverpool CCG
B2 CQPG continues monthly- focus will be on the
issues highlighted in the SIQSG and the trust's
response to assurance in light of their Enhanced
Surveillance status due to the merger, and the
current concerns.

Jul 2019 update (Q1

Governing Body Assurance Framework 2019/20
Director of Quality &
Improvement

LCCG has participated in the SIQSG and outlined
commissioner concerns. Commissioning Forum is aware of
the SIQSG and commissioners will continue to work
collectively and collaboratively to support improvement and
assurance work. CQC have reviewed the Trust and report
is currently awaiting 'factual accuracy check' prior to
publication. The former quality risk prfofile (prior to trust
merger) has been reviewed and will be closed, any actions
relevant to LUHFT will be factored into the workplan and
assurance confirmed at CQPG. In light of Never events, a
joint desktop excericse will be conducted by NHSE/I and
LCCG in January 2021.
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GBAF03
Reduce health inequalities

Current
status

Risk Owner

Director of Strategy &
Integration

Assurance Key:

Next
Review
Date

Trend

Mar-21



Assurance Rating
May-20

Jul-20

Sep-20

Nov-20

Jan-21

Mar-21

Not assured 
Partial


Fully

Risk description
Failure to direct resources towards most deprived communities and people in greatest need will widen health inequalities
Risk Appetite
High Tolerance - Low Confidence = Do not expend
significant effort in developing mitigations

High Tolerance

High Tolerance

Low Tolerance - Low Confidence = Earliest possible
actions required to prevent risk rising

High Confidence

Low Confidence

High Tolerance - High Confidence = Take a 'balanced'
approach to how we expend effort developing mitigations

3
2

Low Tolerance - High Confidence = Always take all
available actions to mitigate risk

1

3

2

1
Low Tolerance

Low Tolerance

Low Confidence

High Confidence

Are there any gaps in this risk that do not have any
associated mitigating actions?

Inherent Risk Score
L

C

Rating

No

Is the risk an 'accepted risk'?:
(despite all mitigating actions being completed the risk would still
remain, to some degree as specified in the target risk rating)

Target Risk (Risk Tolerance)

Residual Risk Score
L

C

Rating

YES

Trend

L

C

Rating

Target Date

5
5
25
3
5
15

2
5
10
31-Mar-21
Rationale for residual risk score
Residual risk remains high because of the enduring health inequalities in Liverpool. In addition, health inequalities are influenced by wider determinants
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which are not within the direct influence of the CCG.
Responsible Committee
Existing Controls

Governing Body
Existing Assurances

1. Joint Commissioning Programme
1. Continued Governing Body oversight of CCG's delivery
has developed overarching priorities
against its Operational Plan 2020/21.
and plans to reduce health inequalities
2. Establishment of the Liverpool Integrated Care
for the population of Liverpool.
Partnership, providing whole system leadership to achieve
One Liverpool objectives, and the Liverpool Strategic
2. Continued oversight of impact of
COVID on CCG plans with robust local Partnership to achieve Liverpool City Plan objectives
Engagement in place to gather
feedback from population on impact of 3. CCG planning and performance process provides a
COVID on health / access to health
robust framework to ensure equalities objectives are
services.
embedded in commissioning and from 2021/22 also for joint
commissioning.

Gaps In Control

Gaps in Assurance

1. Uncertainty over future course of COVID19 and its impact on the health and wealth
of the population, which could exacerbate
health inequalities.
Action to address: C1

1. No clear mechanism to establish a
commissioner coterminous with the ICS.
Action to Address: C3

2. Lack of clarity over future financial
envelope and accountability of CCGs to
2. Current command and control
commission to reduce inequalities at
arrangements reduce the ability of the CCG place.
to commission and target resources to
Action to Address: D1 (GBAF04)
address need and inequalities.
Action to Address: C2

3. Uncertainty about the future NHS
landscape in terms of the respective
commissioning roles of the ICS and the
Liverpool place.
6. CCG representation on Hospital / Out of Hospital Cells for Action to Address: C3
communications and system recovery / planning.
5. Rapid review of the impact of COVID-19 on inequalities
informed a refinement of One Liverpool critical actions.

Action ref. and description
C1 COVID Engagement exercise extended to gather
intel from population on impact of COVID on health /
access to health services.

Assigned to
Director of Strategy &
Integration

Latest Update
Engagement results and feedback to be analysed.
Full report to go to P&V committee Feb-2021
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Status
In progress
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C2 Action at CCG level to protect the most
vulnerable from Covid, to mitigate the risks
associated with relevant protected characteristics
and social and economic conditions.

Director of Strategy &
Integration

Enhanced analysis and community engagement underway.
Aim to better engage those communities who need most
support.
Testing and vaccine roll-out targeted through clinical need Smart testing aimed at harder to reach groups

Ongoing

In progress

C3 Continued CCG representation in NHSE
discussions regarding 'Commissioner' configuration
and 'place' based healthcare.

Director of Strategy &
Integration

Discussions continue to take place with North Mersey
system leaders and NHSE/I
NHSE proposals now published for the future of
commissioning (get title / words from Carole)

Ongoing

In progress
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GBAF04
Ensure maximum value from
available resources

Assurance Key:

Risk Owner

Current
status

Chief Finance &
Contracting Officer

Next Review
Date

Trend

Mar-21



Assurance Rating
May-20

Jul-20

Sep-20

Nov-20

Jan-21

Mar-21

Not assured 
Partial


Fully

Risk description
Failure to achieve required financial position in 20-21 as a result of increases in expenditure in excess of resources allocated to the CCG.
Risk Appetite
High Tolerance

High Tolerance

Low Confidence

High Confidence

High Tolerance - Low Confidence = Do not expend
significant effort in developing mitigations
Low Tolerance - Low Confidence = Earliest possible
actions required to prevent risk rising
High Tolerance - High Confidence = Take a 'balanced'
approach to how we expend effort developing mitigations

3
2

Low Tolerance - High Confidence = Always take all
available actions to mitigate risk

1
3

2

1
Low Tolerance

Low Tolerance

Low Confidence

High Confidence

Are there any gaps in this risk that do not have any associated
mitigating actions?
Inherent Risk Score
L

C

Rating

4
4
16
Rationale for residual risk score

Yes

Is the risk an 'accepted risk'?:
(despite all mitigating actions being completed the risk would still
remain, to some degree as specified in the target risk rating)

YES

Target Risk (Risk Tolerance)

Residual Risk Score
L

C

Rating

Trend

L

C

Rating

Target Date

4

4

16



3

4

12

31-Mar-21

These 'in-year' financial risks are potentially not able to be mitigated against (through savings programmes and / or redesign) given current financial
environment of block payments and impact of covid / phase 3 recovery approach.
Responsible Committee
Existing Controls
1. Robust internal systems of financial
control in place for General Ledger,
Accounts Payable, Accounts Receivable,
Treasury Management and Budgetary
Control.

Performance & Quality Committee
Existing Assurances

Gaps In Control

Gaps in Assurance

1. Current financial position reported in
November is a forecast deficit of £7.3m
(reduced from £11.9m planned deficit). This
is compared to nationally calculated
2. Audit, Risk & Scrutiny Committee (ARSC) receives annual baseline allocations plus Liverpool CCGs
assurances from statutory/non-statutory Governing Body
share of system allocation for COVID and
2. Performance and Quality Committee
Committees on discharge of functions and delivery of
Restoration.
sighted on progress against 2020/21 interim committee work plans. (Internal)
Action to address: D1
financial plans. Delivery of financial duties
and NHSE Business rules included as a
3. External Audit 'Value for Money' statement in Annual
2. Unpredictable demand for continuing
specific risk on Performance and Quality
Report & Accounts 2019/20 used as benchmark for 2020/21. healthcare / packages of care and
Committee Risk Register and is therefore
(External)
prescribing which could exceed planning
monitored / assured at committee level.
assumptions for 2020/21.
4.Internal Audit review of 5 areas of Financial Systems and Action to address: D1
3. Finance Update report a standing agenda Process including Budgetary Control in 2020/21 has resulted
item at Governing Body (presented by CFO) in a High Assurance rating for all areas - validation of CCG 3. No CCG contingency available to mitigate
to assure robust financial management and systems and processes in place. (External)
financial risk due to the interim funding
budget control.
arrangements in place for 2020/21.
Action to address: D1
4. Interim financial regime for April September 2020 ensures CCG is fully
4. Clarity on further national allocations for
funded for expenditure (subject to audit).
COVID and Service Development Fund
(SDF).
5. Interim financial regime for October to
Action to address: D1
March 2021 continues block payments to
NHS providers, Hospital Discharge
5. Identification of mitigations to offset
Programme is funded by separate national
forecast deficit.
allocations and Independent Sector activity
Action to address: D2
above April - June run rates is funded.

Action ref. and description

1. Governing Body receives regular reporting on activity
spend against NHSE tolerance levels through the Finance
Report and Corporate Performance Report. (Internal)

Assigned to

Latest Update

Due Date

Status

D1 - Continue to review forecast outturn assumptions in
accordance with NHSE guidance and phase 3 recovery,
liaison with NHSE on other outstanding reconciliation
issues.

Chief Finance & Contracting Following further review and confirmation of additional SDF
Officer
and Delegated Co-Commissioning funding the forecast
deficit has now reduced to £7.3m at month 8. Review of the
forecast financial position continues with NHSE /I.

Ongoing

D2 - Review potential mitigations (e.g. in-year CRES
opportunities) but recognise challenges of phase 3
recovery / second wave.

Chief Finance & Contracting Assessment continues to be undertaken to assess potential
Officer
mitigations but due to ongoing impact of COVID and the
current financial regime opportunities are currently limited.

Ongoing

In Progress

In Progress

NHS Liverpool CCG
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GBAF05
Decisions that are evidence
based and evaluated for
maximum impact

Current
status

Risk Owner
Head of Transformation &
Programmes

Assurance Key:

Next
Review
Date

Trend

Mar-21



Assurance Rating
May-20

Jul-20

Sep-20

Nov-20

Jan-21

Mar-21

Not assured 
Partial


Fully

Risk description
Failure to use outcomes and intelligence to drive and embed continuous improvement of health and wellbeing for the population.
Risk Appetite
High Tolerance - Low Confidence = Do not expend
significant effort in developing mitigations

High Tolerance

High Tolerance

Low Tolerance - Low Confidence = Earliest possible
actions required to prevent risk rising

High Confidence

Low Confidence

High Tolerance - High Confidence = Take a 'balanced'
approach to how we expend effort developing mitigations

3
2

Low Tolerance - High Confidence = Always take all
available actions to mitigate risk

1

3

2

1
Low Tolerance

Low Tolerance

Low Confidence

High Confidence

Are there any gaps in this risk that do not have any
associated mitigating actions?

Inherent Risk Score
L

C

Rating

4
4
16
Rationale for residual risk score

No

Is the risk an 'accepted risk'?:
(despite all mitigating actions being completed the risk would still
remain, to some degree as specified in the target risk rating)

NO

Target Risk (Risk Tolerance)

Residual Risk Score
L

C

Rating

Trend

L

C

Rating

Target Date

3

4

12



2

4

8

31-Mar-21
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1. Performance & Quality Committee
established in April 2020 to maintain
oversight of Business Intelligence and
population health data gathered from
providers and Local Authority.
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Performance & Quality Committee
Existing Assurances

Gaps In Control

Gaps in Assurance

1. Governing Body receive CCG operational plan
1. Need to enhance the linking of data as
highlighting projects that will be undertaken that link back to CCG data predominantly health related.
the One Liverpool Strategy
Action to address: E1
2. Joint Commissioning Group receive update on
intelligence highlighting issues across the city.

2.Review of impact of projects needs to be
enhanced, as causality not easily
2. Organisational Health Check
determined. (added Jan 21): Projects to be
Dashboards established for oversight 3. All new projects requiring additional resource received by more integrated in the joint planning
of provider 'health' across a number of Performance and Quality committee for sign off.
process with LCC for Mar 21.
dimensions including quality,
Action to address: E2
contractual performance and finance.
3. Access to real time data/responsiveness
3. PCN intelligence packs available to
of CSU
all PCNS highlighting population data
Action to address: E3
for local decision making
4. Fortnightly planning meeting held
where intelligence is presented on
projects requiring sign off.

Action ref. and description
E1 - CCG helping lead development of GRAPHNET
to support data linkage and modelling development.

Assigned to
Head of Transformation &
Programmes

Latest Update
GRAPHNET well established with CCG heavily supporting.
Expansion of data acquisition and modelling under way.
Capacity for extended support being reviewed.
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In Progress
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E2 - 100-day review process being established for
planning meeting to check progress of projects and
measure impact of changes. To be integrated into
the joint planning process with LCC.

Head of Transformation &
Programmes

E3 - Development of power BI and access to daily
sitreps

Head of Transformation &
Programmes

Planning process in development and currently onschedule with appropriate 100 day review process to be
embedded.

PowerBI development progressing well with data
publication in place for core elements. Daily sitreps in
place. Now progressing full transfer to PowerBI over next
12 months.
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In Progress
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GBAF06
Maintain the CCG's
reputation and safeguard
public confidence

Current
status

Risk Owner

Chief Officer

Assurance Key:

Next
Review
Date

Trend

Mar-21



Assurance Rating
May-20

Jul-20

Sep-20

Nov-20

Jan-21

Mar-21

Not assured 
Partial


Fully

Risk description
Loss of public confidence and damage to organisational reputation due to failure to deliver on statutory obligations / strategic commitments
Risk Appetite
High Tolerance - Low Confidence = Do not expend
significant effort in developing mitigations

High Tolerance

High Tolerance

Low Tolerance - Low Confidence = Earliest possible
actions required to prevent risk rising

High Confidence

Low Confidence

High Tolerance - High Confidence = Take a 'balanced'
approach to how we expend effort developing mitigations

3
2

Low Tolerance - High Confidence = Always take all
available actions to mitigate risk

1

3

2

1
Low Tolerance

Low Tolerance

Low Confidence

High Confidence

Are there any gaps in this risk that do not have any
associated mitigating actions?

Inherent Risk Score
L

C

Rating

No

Is the risk an 'accepted risk'?:
(despite all mitigating actions being completed the risk would still
remain, to some degree as specified in the target risk rating)

Target Risk (Risk Tolerance)

Residual Risk Score
L

C

Rating

NO

Trend

L

C

Rating

4
4
16
3
3
9

2
3
6
Rationale for residual risk score
The majority of what controls and assurances the CCG can influence is either in place or has a clear plan of action.
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Target Date
31-Mar-21

)

NHS Liverpool CCG

Responsible Committee
Existing Controls

Jul 2019 update (Q1

Governing Body Assurance Framework 2019/20

Audit & Risk Committee
Existing Assurances

Gaps In Control

1. Transparency in decision making Governing Body meets in public as
does Primary Care Commissioning
Committee.

1. GB continues to ensure public visibility of discussion and 1. No legal basis for STP - authority to act is
content.
derived from consent and participation of
public bodies.
2. Implemented revised Constitution and governance
Action to address: A1 (GBAF01)
structures from 1st April 2020
2. Clear governance arrangements in
2. Not all Governing Body Committees have
place to manage conflicts of interest
3. Appraisals completed for GB / Exec Team / Staff by Nov developed Annual Work Plans (as
and standards of business conduct.
2020.
highlighted in a number of Internal Audit
Reviews).
3. Staff talent approach commenced in 4. Plan updated and board effectiveness included.
Action to address: F1
2020.
5. Annual Internal Audit Plan agreed by Audit & Risk
3. NHSE/I Command & Control
Committee with Governing Body Oversight
4. OD plan in place.
arrangements at Regional level due to
COVID pandemic impacts on local
6. Audit & Risk Committee oversight of Internal Audit
5. Minutes of C&M Partnership
commissioning decisions and accountability.
Reviews, recommendations and delivery of action plans to Action to address: F2
included in GB agenda.
address weaknesses in controls. Last meeting of Audit &
6. Minutes and governance reporting Risk Committee held on 8th December 2020 - Internal Audit
update provided.
templates for each committee
published with Governing Body papers
7. Audit & Risk Committee Annual Reviews of CCG
on CCG website.
Committee Work Plan Delivery and Committee
Effectiveness.

Action ref. and description
F1 - Work currently underway to implement
consistent approach to annual work plans across all
committees
F2 - Ongoing CCG representation at NHSE Gold

Command / Silver Command and associated
forums.

Gaps in Assurance
1. Governing Body oversight of Hospital
Cell and Out of Hospital Cell intentions,
plans and objectives.
Action to address: F3

Assigned to
Latest Update
Head of Corporate Services & Majority of committees have now formally approved their
Governance
work plans for remainder of financial year and for
2021/22.Clinical Effectiveness Committee still has further
work to do in order to develop workplan.

Due Date
31-Dec-20

Status
In progress

LCCG continues to maintain close engagement with
NHSE/I via attendance at 'Cell' meetings and Gold/Silver
Command.

Ongoing

In progress

Chief Officer
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)

NHS Liverpool CCG
F3 - CCG representation on both Cells for
communications and system recovery / planning.

Jul 2019 update (Q1

Governing Body Assurance Framework 2019/20
Director of Planning,
Performance & Delivery /
Director of Strategy &
Integration

Feedback to be included in Chief Officer Report (Standing
Agenda Item at each Governing Body meeting).
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Ongoing

In progress

)

ONE LIVERPOOL

Risk Ref
Relevant CCG
includes date
added to CRR
Objective
Deliver high quality,
CO54
safe and responsive
Date Added: health services
01/02/2016

Risk Description
Risk Owner
Lead Committee
Risk Description:
Service and financial risks
associated with inability to
secure capital investment will
undermine the sustainable
delivery of services provided by
LWH

Cause and potential
impact/consequence of risk
Why could this risk occur and
what would be the effects if the
risk materialised?
Health economy aims and
ambitions for safe and effective
services for women's health and
neonates will not be realised.

L
3

C
4

Inherent
Risk
Existing Mitigation/Controls
How are we managing this risk? What are the
Score
key controls in place to prevent this risk from
(without
controls)
occurring?
12
The content of the PCBC is refreshed on a
regular basis to reflect current position and
assumptions regarding activity, finance etc.
The programme is overseen by the North
Mersey Committees in Common and the Joint
Committee.

Tertiary services could be lost to
the city.

Risk Owner:
Director of Strategy and
Integration

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

Lead Committee: North
Mersey Joint Committee

Proactive stakeholder management strategy.

CO56

Deliver high quality,
safe and responsive
health services

Risk Description:
CCG fails to gain consensus
from providers and system
partners in the development of
proposals for change and is
unable to deliver major service
change programmes as set
out in the One Liverpool
Strategy.
Risk Owner:
Director of Strategy and
Integration
Lead Committee:
People & Community Voice
Committee

L
3

Updates provided to NHS
England for the North West
'reconfiguration grid'.
A commitment to a solution to
address the sustainability of
LWH is contained within the
One Liverpool Strategy
endorsed by all partners.

Alignment with Operational Planning process
to translate strategy into delivery for the
system.

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

Has this risk been impacted
by COVID-19?
Yes

Date added:
30/03/2016

Who/where can we gain
evidence that these controls are
working effectively?
All assurances are 'positive'
unless stated otherwise.
Is assurance internal or
Regular oversight and progress
reports provided to the North
Mersey Committees in
Common.

CCG does not meet statutory
duties with regard to design and
decision-making processes for
service reconfiguration,
involvement and equalities,
which could lead to challenges
to decisions, including Judicial
Review.
Risks to quality, safety and
sustainability if service change
proposals are not progressed or
are delayed.
Reputational damage for the
CCG and the health and care
system.
Financial risks if service change
proposals intended to improve
financial sustainability or to rebalance the allocation of
resources do not succeed.

3

4

12

One Liverpool System Capability Programme
involving all health and social care partners, to
build a shared vision, purpose and consensus
on strategy. in delivery of system change
proposals. Liverpool Integrated Partnership
group established to oversee system
development strategy and planning.
Liverpool Provider Alliance established,
ensuring provider alignment .
Robust internal processes in place to assess
risk regarding engagement, consultation,
equalities responsibilities and service
reconfiguration.
Director of Strategy & Integration in post with
clear responsibility for managing risks around
involvement and stakeholder management.
North Mersey Joint Committee and
Committees in Common overseeing major
programmes of change across the North
Mersey footprint. North Mersey Leadership
Group established and meeting regularly.
Brings together all CEOs to manage cross
dependencies.
CCG Board learning and development
programme regarding equalities and
participation in statutory duties training has
been delivered.

Internal audit of engagement
infrastructure and process.
Evidence trail from statutory
committees and forums.
External evidence from
interaction with Liverpool Adult
Social Care and Health Select
Committee (OSC) and the
Health & Wellbeing Board.
The One Liverpool Strategy was
approved at the Health and
Wellbeing Board that took place
on 4th January 2020.
Evidence from Liverpool
Integrated Partnership Group
and Liverpool Provider Alliance
notes and actions.
Pipeline of major service change
proposals overseen by the
Committees in Common.
NHS England Assurance
Process

2

Movemen Is this action to address a
gap in Control (C)
t since
Residual
last
or a gap in Assurance (A)
Risk
update &
Must include 'Action
Score date last
C (Current) reviewed
Owner' and
4
12
Commissioners and the
►
Trust are currently
reviewing the next steps
following confirmation from
NHSE that the capital bid
has not been supported.
Refresh to pre-consultation
business case is ongoing
and programme plans
have been refreshed. The
refreshed One Liverpool
Strategy reflects the whole
system commitment to
achieving a positive
outcome. The next steps
for proposals will be
shaped by the Oversight
Board and a Clinical
Reference Group. An
indicative plan has been
developed, with the first
step to refresh the preconsultation business
case. This is expected to
be completed by Q3 2020.
Subsequent actions all flow
from assurance of the
proposals by NHSE.
Action Owner: Director
of Strategy and
Integration
Due Date: Ongoing
4

8

►

Refresh of One Liverpool
Strategy completed and set
out explicit commitment from
system partners
demonstrating consensus
around priorities and plans for
major service change. All
Provider Boards, LCC Cabinet
have given formal support to
the One Liverpool Strategy,
which sets out pipeline of
local major service change
proposals.
Joint Commissioning
Development Programme to
define commissioning
approach for Health & Care in
Liverpool
Proactive stakeholder
management strategy for all
service change programmes.
Update to be provided to
Governing Body in Jan 2021.
Action Owner: Director of
Strategy & Integration
Deadline: 5th Jan 2021

L
2

Target
Risk
Score
(risk
tolerance
C
)
4
8

1

4

Progress On Actions
What stage are planned current actions
at?
Are Implementation Dates on track?
How will this impact on Residual Risk?
Due to the Coronavirus Pandemic, no
progress has been made since March
2020. The Liverpool Women's Oversight
Board is expected to resume in Quarter 3
of 2020/21.
An overarching One Liverpool Estates
Plan is in development, which sets the
context for a new Liverpool Women's
hospital into a wider estate plan with
Liverpool University Hospitals and other
providers. When developed the system
will share and engage on this overarching
plan

The CCG COVID Engagement programme
commenced in September 2020, following
endorsement from the People and Community
Voice Committee.
In response to the COVID-19 Pandemic One
Liverpool priorities have been refined, informed
by a learning exercise on the impact of COVID.
The new priorities are mental health, reducing
inequalities and integrated health and care
services, which have bene endorsed by the
Liverpool Integrated Care Partnership.
Risk Recommended for removal from
Corporate Risk Register as at 4th January
2020 for future review and oversight by
People & Community Voice Committee.
Corporate Services team will ensure with
appropriate audit trail for transfer are in
place. Proposal that People & Community
Voice Committee assures Governing Body
via regular / exception committee reports.

4

PERFORMANCE & DELIVERY

Risk Ref
Relevant CCG
includes date
added to CRR
Objective
Deliver high quality,
CO83
safe and responsive
health services
Date added:
11/08/2020

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

Lead Committee:
Performance and Quality
Committee

Cause and potential
impact/consequence of risk
Why could this risk occur and
what would be the effects if the
risk materialised?
L
City has three service providers - 5
majority of activity delivered by
Mersey Care. Trust is only
currently able to restore 30% of
pre-COVID phlebotomy
capacity, leaving shortfall of
approximately 3,000
appointments.
City-wide capacity is affected by
staffing issues (sickness and
staff shielding) and reduction in
estate availability due to
COVID.

Management of social
Has this risk been impacted distancing measures in clinical
estate leads to reduced patient
by COVID-19?
footfall.
Yes
Immediate cessation of ‘drop in’
appointment model to 'booked’
appointments to support social
distancing and safer care.
Use of PPE and need to
doff/don after each session
increases appointment waiting
times.
Patients will not be able to
access clinical services in a
timely manner leading to delays

Who/where can we gain
Inherent
evidence that these controls are
Risk
Existing Mitigation/Controls
working effectively?
All assurances are 'positive'
How are we managing this risk? What are the
Score
unless stated otherwise.
(without key controls in place to prevent this risk from
occurring?
Is assurance internal or
C controls)
L
Drive-thru phlebotomy service launched at
Assurance gained through
3
3
15
Hunter Street testing site from 29/06/2020.
CQPG meetings communicated
to Performance and Quality
Arrangements in place to ensure urgent blood Committee and reported to
CCG Governing Body.
test requests from GPs are processed within
24 hours via Single Point of Contact (from
June 2020).
Mersey Care Board has full
oversight of risk (most recent
board papers 30th Sept 2020)
Fortnightly collaborative meetings held
confirm inclusion on Trust's
between Mersey Care and commissioners to
Corporate Risk register and
address shortfall and examine alternative
Trust Board oversight.
options for estate requirements and service
delivery.
NHSE conformation that any
Standing agenda item for all Mersey Care
scheme would fall under COVID
CQPG meetings.
funding model for
reimbursement of additional
Mersey Care has taken a number of actions to CCG costs.
improve capacity - including identifying
alternative estate as a priority to prioritise
phlebotomy and mobilise additional clinics (as
at July 30th 2020).
LQIS presented at Primary Care
Commissioning Committee on 18th August
where it was approved. To date 18 Liverpool
practices have signed up to the LQIS.

Is this action to address a
Progress On Actions
Trend
gap in Control (C)
What stage are planned current actions
Movement
Residual since last or a gap in Assurance (A)
at?
Risk
Are Implementation Dates on track?
update &
Must include 'Action
How will this impact on Residual Risk?
Score
date last
C (Current) reviewed
Owner' and
C - Proposal to offer a Local Amended LQIS only to be implemented
3
9

Quality Improvement Scheme where capacity or demand falls outside
(LQUIS) for Phlebotomy to be set parameters.
considered by CCG's Primary
Care Commissioning
Committee on 18th August
2020. Aim is to offer LQUIS to
city General Practices - if
approved CCC scheme
expected to deliver 3,288
appointments per week.
Action Owner: Director of
Performance & Delivery
Due Date: 18th September
2020 - completed
C - Due to limited uptake due
to financial envelope not
being adequate for many
practices, an amended LQIS
will be developed providing
increased funding against set
minimum delivery targets to
increase General Practice
adoption.
Action Owner: Head of
Transformation and
Programmes
Due Date: 18th October
2020 and then updates on
implementation if required

L
2

Target
Risk
Score
(risk
tolerance
)
C
3
6

SYSTEM RESILIENCE

Risk Ref
Relevant CCG
includes date
added to CRR
Objective
Deliver high quality,
CO36
safe and responsive
Date Added: health services
13/10/2014

Cause and potential
impact/consequence of risk
Risk Description
Why could this risk occur and
Risk Owner
what would be the effects if the
risk materialised?
Lead Committee
Fall in performance and a
Risk Description:
System capacity and capability potential adverse impact upon
service responsiveness and
is unable to meet increased
quality.
urgent care demand.

L
5

C
4

Who/where can we gain
Inherent
evidence that these controls are
Risk
Existing Mitigation/Controls
working effectively?
Score
How are we managing this risk? What are the
All assurances are 'positive'
key controls in place to prevent this risk from
(without
unless stated otherwise.
controls)
occurring?
Is assurance internal or
The CCG and AED Delivery Board continue to
20
Oversight of the plans via the
monitor performance closely and support whole
CCG Urgent & Emergency Care
system cooperation and collaboration
Team, North Mersey &
Southport AED Delivery subEscalation Management System (EMS) is now
group and AED Delivery Board.

L
4

Movemen
t since
Residual
last
Risk
update &
Score
date last
C (Current) reviewed
16
4
►

embedded within CCG to support real-time
escalation reporting and alert system partners to any
Governing Body oversight of
requests for mutual aid.

Risk Owner:
Head of Transformation &
Programmes

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

Lead Committee:
Performance & Quality
Committee

Due to the ongoing COVID-19 situation and the
requirement for the system to recover, the key
'emergency' response actions and responses
remain in place.

Has this risk been impacted
by COVID-19?
Yes

Surge Management plans in place for all providers.

performance reports at each
formal meeting.

Weekly teleconferences in
place with all system partners
prior to NHSE/I weekly
assurance calls along with
monthly performance calls.
Governing Body oversight of citywide Urgent & Emergency Care
Review - initial engagement
completed.

Delivery Sub group for North

Date Added:
28/08/2020

Risk Description:
System capacity and capability
is unable to meet increased
demand for mental health
services.
Risk Owner:
Head of Transformation &
Programmes
Lead Committee:
Performance & Quality
Committee
Has this risk been impacted
by COVID-19?
Yes

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

5

4

20

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

Oversight through Multi-agency
operational meetings, Crisis
Care Concordat arrangements,
updates through contracts and
senior management at Mersey
Care and the CAMHS
System Management Group in place to provide partnership.
twice weekly monitoring and manage mutual aid
response where required.
Issues and pressures monitored
under the system management
group twice weekly with mutual
aid management in place.
Governing Body oversight of
relevant performance provided.

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

L
3

Target
Risk
Score
(risk
tolerance
)
C
12
4

2

4

Progress On Actions
What stage are planned current actions
at?
Are Implementation Dates on track?
How will this impact on Residual Risk?
The D2A pathway and discharges continue to
be successful and ready for discharge (RFD)
numbers across LUHFT remain under control
and patient flow at a good rate. Additional
activity is underway to manage the transition to
new discharge processes required under
recent guidance.
LCCG working with partners to establish
capacity and resilience alongside recovery
plans to ensure sufficient capacity is available
and services can react to any increase or surge
in demand due to influenza/covid-19.
All system partners continue to respond to the
COVID-19 situation & expected demand. Clear
plans are in place across the system &
established relationships and integrated
working very much reflected in all
conversations, responses and mutual aid
actions.

Winter and full capacity planning is complete.
All partners have been involved in the
development and SRO's allocated to key areas
of delivery. The plan has a clear focus on
admission avoidance, capacity, flow and
LCCG UEC & System
Resilience Team continue to discharge linking in to established system
liaise with all partners regularly monitoring and response mechanisms.
to monitor and support the
system position and situation.
Action Owner: Urgent Care
Programme Delivery Lead
Due Date: Ongoing

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

Deliver high quality,
safe and responsive
health services

Must include 'Action Owner'
and Implementation Date

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

LCCG Incident Team meetings increased to 3 x
weekly to maintain communication and coordination
across CCG teams and link with regional EPRR and Service performance and
System Resilience functions.
delivery monitored through A&E

CO84

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

4

4

16



U dfollowing
d 2 priority
/08/2020
(H and
d
The
actions
responses are now in place:

* Winter and full capacity plan has been
completed. Partners are involved and a
North Mersey system plan has been
* Development of a medium term
strategy and action plan with key developed with a clear focus on admission
partners across Local Authority,
avoidance, flow and discharge as well as
Providers and VCSE sector led by wider system plans via the C&M Out of
Liverpool City Council.
Hospital Cell. SRO's are in place with a
programme plan to manage pressures
* Plans under development to
explore investment in capacity to throughout the winter period.
respond to forecast increases in
activity over the next 18 months
with likely peaks in winter 2020/21

* Regular monitoring of the actual and
comparative situation relating to waiting
• LCCG have established a system times, bed occupancy and access to
management group and an internal services is established and
incident team to monitor the
updated/shared on a regular basis
situation twice weekly and take
action to increase monitoring and
agree mitigation activity where
required.

* System Capacity and flow weekly
meeting in place led by Mersey Care to
establish ongoing position, forecast
* Regular reporting through
position and agree organisational and
Contract Monitoring, CQPG, North system responses to capacity and flow
Mersey Crisis Care Concordat and
issues.
various service specific meetings.
Action Owner: Programme
Delivery Lead (Mental Health
and LD)
Due Date: Ongoing for
remainder of 2020/21 financial
year

* Mental Health service capacity and
escalation issues included in the Local
System Management Group meetings
three times per week.

8

QUALITY & SAFETY

Risk Ref
Relevant CCG
includes date
added to CRR
Objective
Deliver high quality,
CO77
safe and responsive
Date added: health services
11/06/2018

Risk Description
Risk Owner
Lead Committee
Risk Description:
Financial and reputational risk
to the CCG due to PUPOC
cases not being progressed in
a timely manner.
Risk Owner:
Director of Quality, Outcomes
and Improvement
Lead Committee:
Performance & Quality
Committee

Cause and potential
impact/consequence of risk
Why could this risk occur and
what would be the effects if the
risk materialised?
L
Financial and reputational risk
4
to the CCG if cases are not
progressed in line with NHS
England / Statutory guidance.
Increased risk of Judicial Review
from legal representatives of
families awaiting decision of
retrospective review.

C
4

Inherent
Risk
Existing Mitigation/Controls
How are we managing this risk? What are the
Score
key controls in place to prevent this risk from
(without
controls)
occurring?
16
Case 'tracking system' in place at MLCSU for
retrospective reviews requiring completion
(there are currently a total of 40 cases that the
CCG is aware of that require a retrospective
review process to be completed).
Advice received from CCG's Legal Partners on
organisation's statutory duty to complete
reviews for cases post 31st March 2013. Legal
advice reviewed in light of revised framework in
October 2018 to ensure it reflects current
guidance that PuPOC be considered as CCG
'business as usual'.

There are currently 6 'open'
PUPOC cases requiring review.

Who/where can we gain
evidence that these controls are
working effectively?
All assurances are 'positive'
unless stated otherwise.
Is assurance internal or
Papers highlighting risk and
options presented at Governing
Body meetings throughout
2018/19 for oversight at
Governing Body level.

L
2

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

CCG Governing Body agreed in
January 2019 to proceed in the
Revised CHC Framework (October 2018),
review of retrospective claims for
implemented locally. CCG linked to NHSE
CHC assessments in the post
Lead and associated meetings to inform CCG's 1st April 2012 period.
approach and to remain aware of policy and
guidance, changes and associated
implementation.

Has this risk been impacted
by COVID-19?
Yes

Movemen Is this action to address a
gap in Control (C)
t since
Residual
last
or a gap in Assurance (A)
Risk
update &
Must include 'Action
Score date last
C (Current) reviewed
Owner' and
8
4
 (C) (A) CHC Framework
had been suspended from
March 2020 to support to
support swift discharge of
complex patients from
hospital and prevent
admissions during Covid
19 pandemic. Direction
from NHSE to recommence CHC
Framework and
assessments from 1st
September 2020. The work
to present the PUPOC
policy to GB is paused further update will be
provided to the Governing
Body at November 2020
meeting.

CO81

Deliver high quality,
safe and responsive
health services

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

3

4

12

3

3

9

►

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

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

2

3

6

CCG Governing Body agreed in 3
January 2019 to proceed in the
review of retrospective claims for
CHC assessments post NHSE
1st April 2012 cut-off period.

4

12



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

M&L CSU will continue the appeals
2
process for pre-Covid CHC decisions
so that post covid the reconciliation
process to assess and review decisions
is for the duration of Covid only.

4

8

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

Performance & Quality
Committee receives regular
assurance via Chief Nurse
Report

Chair of CCG has elected to chair the
combined monthly CQPG / CRM to support
CCG oversight.

Regular 'Board to Board'
meetings in place between
LWH and LUHFT (includes
working with Clatterbridge
Cancer Centre in relation to
cancer pathways)

Formal process of updates to
Quality Surveillance Group
(QSG).
Combined monthly Clinical Quality
Performance Group (CPQG) / Contract Review Chief Nurse's Report is standing
Meeting (CRM) in place from January 2020 for agenda item at each Governing
quality, performance and contractual oversight. Body meeting.

Risk Owner:
Director of Quality, Outcomes
and Improvement
Lead Committee:
Performance & Quality
Committee
Has this risk been impacted
by COVID-19?
Yes

This risk is a system priority with the One
Liverpool Strategy to find a long term solution
to address clinical risks.

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

Action Owner: Director of
Quality, Outcomes and
Improvement
Due Date: 2nd November
2020

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

Date added:
18/12/2019

L
2

Target
Risk
Score
(risk
tolerance
C
)
8
4

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

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

CO86

Date Added:
27/08/20

Deliver high quality,
safe and responsive
health services

Risk Description:
Patients discharged from
hospital care in line with D2A
guidance and local pathway
placed in inappropriate care
settings which do not meet
their needs.

Negative impact on patients
and families if they are not in
appropriate placement to
meet needs.

Potential financial risks for
individuals and families if,
following reassessment they
are no longer eligible for free
care and are required to
Risk Owner:
contribute financially postDirector of Quality,
Outcomes and Improvement review.
Lead Committee:
Performance & Quality
Committee

Financial and reputational risk
to the CCG if cases are not
progressed in line with NHS
England / Statutory guidance.
Increased risk of Judicial
Review from legal
representatives of families.

4

4

16

CHC Framework suspended for the duration of
Covid 19 pandemic to support swift discharge
of complex patients from hospital and prevent
admissions.
Cheshire & Mersey Out of Hospital Cell
supporting CCGs to ensure consistency of
approach and effective use of resources (via
Director of Nursing).
Case 'tracking system' put in place at M&L
CSU at start of D2A process (March 2020) to
track patients for retrospective reviews
requiring completion Numbers are approx.
1100 for Liverpool (in line with expectations)
Steering Group meets weekly to progress,
Panel in place for disputes.
Revised CHC Framework (October 2018) fully
implemented locally. CCG linked to NHSE
Lead and associated meetings to inform CCG's
approach and to remain aware of policy and
guidance, changes and associated
implementation.
CHC assessment team have been redeployed
to support the Discharge process.
'National 'Discharge to Assess' Guidance
updated in August 2020. A 'System Group' is
in place to implement guidance

Oversight and assurance of
effectiveness of current process
monitored via regular meetings
with partners.
NHSE/I require fortnightly data
submission to demonstrate
progress against trajectory 'run
rate' of completed reviews
(approx. 55 per week until end
of February 2021). National
Covid funding to be utilised to
support this work.

The work to present the PUPOC policy
Action Owner: Director of to GB has been paused. There are
Quality, Outcomes and
currently 6 LCCG 'open' PUPOC
Improvement
cases.
Due Date: Ongoing
2020/2021

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

CORPORATE GOVERNANCE

Risk Ref
Relevant CCG
includes date
added to CRR
Objective
CO82
Deliver high quality,
01/04/2020 safe and responsive
health services

Has this risk been
impacted by COVID19?
Yes. COVID-19 is
causal factor.

Risk Description
Risk Owner
Lead Committee
Risk Description:
Service, Staffing and financial
risks associated with the
response to COVID19 and
impact on maintaining
essential business as usual
functions
Risk Owner:
Head of Corporate Services
and Governance
Lead Committee: Senior
Leadership Team

Cause and potential
impact/consequence of risk
Why could this risk occur and
what would be the effects if the
risk materialised?
Lack of available technology to
provide home working for the
work force.
Fall in performance and a
potential adverse impact upon
service responsiveness and
quality.
Financial risks to the CCG with
regards to additional expense as
a result of the COVID19
response not being recorded.
Lack of governance process to
capture SLT decisions made
during the COVID19 incident
response. Implications of PSED
not acknowledged.
Psychological and physical
impacts on staff during
response. Staff resilience and
mental health.

L
4

C
4

Who/where can we gain
Inherent
evidence that these controls are
Risk
Existing Mitigation/Controls
working effectively?
Score
How are we managing this risk? What are the
All assurances are 'positive'
key controls in place to prevent this risk from
(without
unless stated otherwise.
controls)
occurring?
Is assurance internal or
Incident Management Team based in the Major
National, Regional and local
16
Incident Room at the CCG

teleconferences taking place

Single Point of Contact (SPOC) established for
Data returns /SITREPS to NHSE
Incident Management Team. Dedicated telephone
centrally managed by IMT
lines have been established within the incident room.
Internal Business Continuity Plans
and Business Impact Assessments
iMerseyside roll out of Skype for business to all
reviewed and updated.
laptops / PCs etc.
Reporting and governance structures in place for
SLT decision making.
Web portal established to enable access relevant
files should there be any problems accessing the
internal K Drive
Roll calls for all teams established.
Robust governance arrangements in place to
capture COVID spend, led by Head of Financial
Management. Alert to spend also captured in the 3x
per week CCG Incident Calls.

Staff skills audit completed to
support decision making process for
redeployment of staff to other NHS
organisations.
SLT meetings 3 x per week.
Publically available information is
available on our website
iMerseyside have expanded
bandwidth to support the number of
CCG and GP Practice staff working
from home

Recovery cell established to ensure workforce needs
are met and building environment is safe for phased Monthly meetings with NHSE/I
Incident Control Centre Team
return.
established.
Staff 1:1s with line managers established to identify
any physical or mental health issues associated with
new working arrangements.

L
3

Movemen
t since
Residual
last
Risk
update &
Score
date last
C (Current) reviewed
4
12

►

CO85

Date added:
27/08/2020

Deliver high quality,
safe and responsive
health services
Has this risk been
impacted by COVID19?
Yes.

Risk Description:
Negative impact on Health
Services and patients should
the UK exit the EU with 'no
deal' in place.
Risk Owner:
Chief Officer

Lead Committee:
Governing Body

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

4

5

20

Internal communication and command & control Senior Leadership Team kept up 2
to date each week on all
structures in place. CCG Incident Control
Centre remains set up to act as SPOC if risk is communications received
realised.
The CCG planning and
response arrangements remain
Internal CCG EU Exit Planning Group reconvened from September 2020. EU Exit Risks in place and are kept in a state
reviewed by group at last meeting (23rd
of readiness pending progress
December 2020). CCG representation on
and clarification of the national
Lierpool City Council EU Exit Planning Group. position.
Continued oversight of risks by
All providers asked to factor in EU Exit to winter Governing Body through
planning process.
presentation of CRR and high
level reports.
CCG specific EPRR plans reviewed and in
place.
Daily SitRep (7 days p/w)
submissions to NHS England
Existing on-call arrangements tested during
recommenced from 23rd
COVID response.
December 2020. Exception
reports to Senior Leadership
Cheshire & Merseyside wide tested command Team and Governing Body via
and control structures and response scenarios SRO.
in place.
Ongoing watching brief by lead CCG officers
through Gov.uk daily bulletins.
Confirmation of NHSE National 'Strategic
Commander' for EU Exit and Regional
Command and Control arrangements.

5

10



Is this action to address a
gap in Control (C)
or a gap in Assurance (A)
Must include 'Action Owner'
and Implementation Date
Any additional financial
expenditure as a direct result
of responding to the COVID19
pandemic to be reported to
Finance as this has to be
reported nationally.
Action Owner: Head of
Financial Management
Deadline: Ongoing

CCG Headquarters open as at 4th Jan
2021for specific staff to book desks /
workspaces. Original aim of phased return
of staff in January 2021 will be impacted if
city region is placed in Tier 4 (or in the
event of a further national lockdown).

Arrangements have been put in place to
ensure any staff requiring alternative
arrangements to working from home have
Further development of
communication pathways with access to support or alternative base (if
the Merseyside Resilience
necessary).
Forum to ensure consistent
messages and cross working
across health.
Action Owner: Head of
Corporate Services and
Governance
Deadline: Ongoing
Work ongoing with Tandem
(Landlords) to ensure floors 4
and 5 compliance with social
distancing requirements (as
part of recovery work stream).
Action Owner: Head of
Corporate Services and
Governance
Deadline: 10th July 2020 completed

L

Target
Risk
Score
(risk
tolerance
)
C

3

4

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

Workforce data continues to be monitored
by HR & Remuneration Committee sickness levels for LCCG have improved.

12

Continued CCG
representation on Regional
and/or National Webinars
relating to EU Exit
implications for NHS.
Action Owner:
Head of Corporate
Services and Governance.
Deadline: Ongoing

A trade deal between the UK and EU was
brokered on 24th December 2020. EU
and UK Parliamentary approval given
without 'formal' legislative process and
therefore application of agreement will be
provisional until ratification in European
Parliament in early Jan 2021. Risk score
reduced due to significantly decreased (or
eiminated) likelihood of 'no deal' but
remains on Corporate Risk Register whilst
implications of deal are analysed.

2

5

10

Reporting to:

Governing Body

Date of Meeting:
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Stephen Hendry, Head of Corporate Services & Governance
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Decision ☐

Discussion ☐

Assurance ☒

Information ☒

Purpose of this report
This report is to provide members of the committee with:
Details of the breadth, scale and response to complaints, subject access requests, Freedom
of Information Act requests and MP enquiries.
Recommendation(s)
The Committee is asked to:
Receive and note the contents of the six monthly summary report.
Is this subject matter confidential?

Yes ☐

No ☒

Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01

Commissioning for better health outcomes

☒

02

Ensure commissioning of high quality, safe and responsive health services

☒

03

Reduce health inequalities

☒

04

Ensure maximum value from available resources

☒

05

Decisions that are evidence-based and evaluated for maximum impact

☒

06

Maintain the CCG’s reputation and safeguard public confidence

☒

Executive summary
MP – the CCG has responded to 10 MP enquiries during this period, which is a decrease of
13 with no trends identified.
Parliamentary Health Questions – none received in this period
Subjective Access Requests – the CCG received 1 request compared to 13 in the previous
year, which was relating to continuing healthcare.
FOI - Although the numbers of FOI requests has decreased compared to those received in
1

the previous year, the complexity and number of questions has increased from 922 to 941.
The ICO acknowledged the unprecedented times the NHS was under and advised that
although it was still a statutory function to process FOI they would not penalise an
organisation for not meeting the 20 working day deadline. The CCG worked to maintain the
statutory deadline, but unfortunately one FOI was not responded to within 20 working days,
and it took 26 working days to respond. The top 3 categories were commissioning/contracts/
procurement, finance questions and primary care questions for example questions regarding
the Local Network Alliance.
Complaints – The CCG received 89 complaints compared to 90 in the previous year.
Currently 13 of these are still open. The highest number received was for general practice at
24 of which the majority would have been redirected, the figures have stayed quite constant,
although there was a drop for Liverpool University Foundation Trust - Aintree Site 8 to 4, and
the Royal Site 17 to 15. There was an increase for Mersey Care NHS Foundation Trust from
10 to 15.
General Enquiries – The CCG received 115 enquiries in relation to 87 in the previous year,
48 of these related to COVID-19 enquiries, the majority of these were supporting shielded
members of the public through wave 1 of the pandemic, providing advice, support, and
assistance with food parcels etc.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date

Meeting

22/12/2020

Decision made / outcome

Performance and Quality Committee

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

No ☒

If ‘Yes, please give brief details:
Implications

Yes

No

N/A

Quality

☒

☐

☐

Patient Experience

☒

Conflicts of interest

☐

☐

☐

Equality / PSED

☒

Privacy or GDPR

☒

Workforce

☒

Are there any risks associated with this report or its
recommendations?

☐

☒

☐

Are these risks included on the Corporate Risk
Register (CRR) or GBAF?

☐

☒

☐
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☐
☐
☐
☐

☐
☐
☐
☐

If ‘yes’, please provide CRR/GBAF reference number and risk description:

Equality & Human Rights Analysis

Yes

No

N/A

Do the issue(s) identified in this report affect one of the protected ☐
group(s) less or more favourably than any other?

☒

☐

Are there any valid legal/regulatory reasons for discriminatory ☐
practice?

☐

☒

If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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1.
PURPOSE
The purpose of this paper is to bring to the Governing Body’s attention the breadth, scale
and response to complaints, subject access requests, Freedom of Information Act
requests and MP enquiries.
2.
RECOMMENDATIONS
The Governing Body Committee is asked to:
 Receive and note the contents of this six monthly summary report.
3.
BACKGROUND
This report presents Liverpool Clinical Commissioning Group’s activity against MP
enquiries, Subject Access Requests, Freedom of Information Request and Complaints for
the period of 1 April to 30 September 2020. All such requests or enquiries are managed
through the Corporate Services & Governance Team who receive, investigate and process
such enquiries.
Figures in brackets throughout the report show the comparison to the 2019/20 data for the
same time period.
4.
MP ENQUIRIES
Liverpool CCG has received a total of 10 MP enquiries between 1 April and 30 September
2020 compared to 13 received last year during the same time period. There are 3 open
MP enquiries for this period and no trends or themes have been identified.
Month Received
April 2019
May 2019
June 2019
July 2019
August 2019
September 2019
TOTAL

Number of MP Enquiries received
3 (3)
0 (3)
1 (0)
0 (2)
2 (5)
4 (0)
10 (13)

5.
PARLIAMENTARY HEALTH QUESTIONS (PHQ)
From 1 April to 30 September 2020, Liverpool CCG received 0 PHQ in line with the 0
requests received during the same period in 2019/20.
6.
SUBJECT ACCESS REQUESTS
Between 1 April and 30 September 2020 there has been 1 (13) subject access requests
which related to Continuing Health Care.
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7.
FREEDOM OF INFORMATION ACT REQUESTS
FOIs are received into the team primarily via a dedicated email account, although direct
personal contact and telephone enquiries are made on occasion. All such requests are
recorded on Ulysses to track and manage the progress. Initial screening of the request will
then determine if the request has been properly directed to the CCG or needs to be
redirected elsewhere for a response.
Although numbers have decreased compared to those received in the previous year, the
complexity and number of questions has increased.
The number of freedom of information requests received by Liverpool CCG from 1 April to
30 September 2020 is shown in the table below with the figures in brackets being the
previous year’s data:
Month

Number received

April 2020
May 2020
June 2020
July 2020
August 2020
September 2020
Sub total

11 (32)
11 (26)
13 (20)
20 (20)
24 (29)
19 (21)
98 (148)

Total number of questions / elements
in the requests
124 (156)
84 (223)
155 (149)
214 (121)
235 (158)
129 (115)
941 (922)

7.1
Response time
Under the Freedom of Information Act, a public authority must comply with Section 1 (1)
promptly and, in any event, no later than the twentieth working day following the date of
receipt. Below is the average response time of FOI requests during this period.
Month / Year
April 2020
May 2020
June 2020
July 2020
August 2020
September 2020
7.2

Average response time (working days)
14 (11)
16 (12)
11 (8)
16 (12)
12 (12)
16 (7)

Number of breaches

During the Covid 19 Pandemic the ICO issued guidance to acknowledge the
unprecedented challenges faced by the NHS and other public sector organisations and
advised that although FOIs should be logged, and continue to be processed, that
organisations would not be penalised for any FOI which took longer than the statutory 20
working days.
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Unfortunately, during this period there was one FOI that the CCG was unable to process
and respond to within the usual deadline and this FOI was processed within 26 working
days. The delay in response was due to issues experienced with transfer to a new risk
management system and to a reduction in resources due to staff being deployed to
support Covid 19.
7.3
Themes
Analysis of the 98 requests received over the first six months of the financial year show the
following key themes:
Main themes

Apr
20
1 (13)

May
20
3 (8)

Jun 20
6 (7)

Jul
20
12 (5)

Aug
20
9 (10)

Sep
20
7 (7)

1 (4)

0 (1)

1 (2)

1 (5)

1 (2)

0 (2)

Primary Care questions / GP
numbers / Incentives / GP
Federations
Contact details for CCG
members/leads and/or officers/
HR
Drug / Medicines / Prescribing
Management / Pan Mersey

1 (3)

1 (8)

2 (4)

2 (3)

1 (5)

0 (4)

0 (4)

0 (0)

0 (0)

0 (1)

1 (2)

2 (1)

3 (8)
(3%)

0 (3)

4 (4)

2 (0)

0 (1)

3 (2)

0 (2)

1 (1)

1 (4)

0 (2)

3 (0)

3 (4)

2 (2)

Other

2 (1)

0 (0)

1 (1)

0 (2)

2 (2)

0 (2)

IT / Telecommunications

3 (0)

0 (0)

1 (2)

0 (0)

1 (1)

0 (0)

3

2

0

2

3

8

11
(32)

11
(26)

13
(20)

20
(20)

24
(29)

19
(21)

9 (12)
(12%)
10(13)
(10%)
5 (8)
(5%)
5 (3)
(5%)
18 (11)
(18%)
98 (148)

Continuing
Healthcare
Personal Health Budgets

Commissioning Policy /
Contracts/Service
Specifications/Pathways/
Procurement
Investment / Finance questions
/Expenditure

General Enquiries/information
Total

/

Total
40 (50)
(39%)

4 (16)
(4%)
7 (27)
(7%)

From the above table it is evident that the ‘top 3’ categories of FOI requests received are
‘Commissioning’ (39%), ‘General Enquiries and Information’ (18%) and ‘Drug, Medicines
and Prescribing Management’ (12%). These can be further broken down as follows:
•

Requests received and logged under ‘Commissioning’, 39% were specifically
requesting information/details of CCG contracts;

•

All FOI requests received and logged under ‘General Enquiries and Information’
18% were varied and included contact details for CCG colleagues
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•

All FOI requests received and logged under ‘Drug, Medicines and Prescribing
Management 12% related to drug rebates and prescribing

7.4 FOI Publication Scheme
As well as responding to requests for information, the ICO states that we must also publish
information proactively. The Freedom of Information Act requires every public authority to
have a Publication Scheme, approved by the Information Commissioner’s Office (ICO) to
publish information covered by the scheme. NHS Liverpool CCG’s Publication Scheme is
now publically available on our internet page http://www.liverpoolccg.nhs.uk/contactus/freedom-of-information/past-foi-requests/.
We are continuing to develop our approach to publishing material on the NHS Liverpool
CCG website, particularly around those areas where we receive frequent similar FOI
requests. Work is underway to further develop and refine our publication of FOI responses
on the CCG website.
8.

COMPLAINTS

8.1

Complaints received by Liverpool CCG

Liverpool Clinical Commissioning Group takes all complaints seriously and aims to provide
an ‘outcomes based’ local resolution for patients, carers and families who access the
CCG’s complaints process. When dealing with complaints the primary aim for the CCG is
to remedy the situation as quickly as possible and ensure the individual is satisfied with the
response they receive. It is important that individuals feel assured that they have been
listened to, treated with respect and that any issues raised have been satisfactorily
resolved within agreed timescales.
The CCG aims to provide a full response to complaints received within 35 working days,
however depending on the complexity of the complaint longer may be required.
Extensions to this timescale are agreed jointly with the complainant, who is kept informed
of progress throughout the investigation. The CCG aims to remedy complaints locally
through investigation and resolution meetings if appropriate with each ‘local resolution
plan’ tailored to the individual making the complaint. If the complainant remains dissatisfied
after all attempts to resolve the complaint locally have failed, they have the right to refer
the matter to the Parliamentary and Health Service Ombudsman (PHSO) for the second
stage.
Complaints received
From 1 April to 30 September 2020, NHS Liverpool CCG recorded a total of 89 (90)
complaints, 24 of these complaints were in relation to Primary Care (GP/Pharmacy) and
they were therefore either redirected appropriately or we closed the case as the provider
was already investigating.
Of the complaints received, there are currently 13 cases still open and under investigation.
Two of these relate to Tourette’s service at Alder Hey and continuing health care.
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Number of
complaints
16 (14)

Provider

Reason for complaint

CCG

4(8)

Aintree University
Hospital NHS
Foundation Trust

9 x CHC
12 x closed
1 x website/communications
4 x ongoing
1 x estates
1 x information
1 x HR
2 x IFR decision
1 x communication
1 x unhappy with response from 3 x closed
Trust PALS
1 x ongoing
2 x waits for surgery
1 x unhappy with treatment

6(5)

Alder Hey
Children’s NHS
Foundation Trust

24(23)

15 (10)

2 (4)

2 x ASD Pathways referral
1 x unhappy with response from
Trust PALS
2 x lack of Tourette’s service
1 x unhappy with treatment
General Practice
2 x GP complaint
4 x prescription access
3 x medication queries
2 x unhappy with diagnosis
1 x information governance
1 x medical records
1 x delayed treatment
5 x staff attitude/behaviour
2 x access to appointments
1 x results error
1 x infection control
1 x removal from practice
Mersey Care NHS 3 x District Nurses
Trust
1 x referral delay
3 x community phlebotomy
3 x medication
2 x access to MH services
1 x assessment
1 x safe discharge
1 x treatment
Liverpool Women’s 1 x visiting during pandemic
NHS Foundation
1 x communication
Trust
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Outcome

3 x closed
3 x ongoing

All closed
Primary Care enquiries
are usually advised to
contact their practice
directly to try and resolve
the concerns locally or
directed to NHSE as
appropriate.

13 x closed
2 x ongoing

2 x closed
Both already being
investigated by Trust

Number of
complaints
3

Provider

Reason for complaint

Outcome

NHSE England

1 x patient safety/PPE
2 x access to dentist

3 x signposted to NHSE
and closed.

15 (17)

LUHFT

12 x closed
2 x ongoing
1 x referred to other CCG

2 (1)

LHCH

1 x patient travel expenses
1 x poor communication
1 x end of life care
5 x delay in treatment
3 x staff attitude/behaviour
1 x dental treatment
1 x patient belongings
1 x delayed discharge
1 x treatment
1 x waiting time
1 x HR process

1 (1)

NWAS

1 (0)

St Helens &
1 x treatment
Knowsley Hospitals

8.2

1 x care and treatment

1 x closed
1 x not investigated as out
of remit of NHS
complaints process
Already being
investigated by NWAS
Referred to Knowsley
CCG

Example of ‘lessons learned’

i.
Mersey Care
This complaint came from a family member regarding interpreters not being booked for a
deaf patient, meaning the family member had to interpret on their behalf for 10 hours.
The Trust apologised to the family and all staff were reminded via the Trust Newsletter
how to access BSL interpreters. Laminated posters were also put in departments to
inform staff of details and the process for booking interpreters.
8.3
Parliamentary and Health Service Ombudsman
There was no contact from the Parliamentary and Health Service Ombudsman during this
period.
9.

GENERAL ENQUIRIES (PALS)

Between 1 April and 30 September 2020 the Corporate Services Team have dealt with
115 enquiries (compared to the 87 enquiries dealt with during the previous year). General
enquiries include letters, emails or phone calls received by the CCG that are not formal
complaints about patient care, delays in access to services or rescheduled appointments
(e.g. general questions around the CHC process).
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48 related to postponement or delay in treatment and access to food parcels or assistance
required during the Covid19 pandemic.
Enquiries within our remit were responded to and some were re-directed to the CSU, CHC
Team, provider PALS teams or NHS England.
10.

Compliance with Safeguarding arrangements

2 safeguarding issues were flagged to the Safeguarding Team.
One related to the Tourette’s Service at Alder Hey and the other was in regards to a
mental health patient who advised that he did not have access to a GP or medication.
11.

STATUTORY
REQUIREMENTS
commissioning papers)

(only

applicable

to

strategy

and

This section is considered to not be applicable as this is a performance paper.
12.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY

The provision of effective processes and systems within the Corporate Services Team
supports the finances of the CCG.
13.

CONCLUSION

The Performance & Quality Committee can be assured that the Corporate Services Team
takes its responsibilities for complaints, FOIs, MP enquiries and subject access requests
very seriously and has put into place the necessary infrastructure and plans to ensure that
it is able to discharge its statutory and wider NHS obligations in an effective and
professional manner.
Carol Hughes
Senior Corporate Services Officer
Sallyanne Hunter
Deputy Head of Corporate Services & Governance

17 November 2020
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Decision ☐

Discussion ☐

Information ☐

Assurance ☒

Purpose of this report
This report is to provide members of the committee with:
• A short overview of the planning process to give assurance of how
schemes have been managed and selected and the process being
enacted to derive the 2021-22 Operational Plan
• An overview of the current status of the schemes in the 2020-21
Operational Plan.
Recommendation(s)
The Committee is asked to:
a) Note current progress of the schemes in the operational plan, including
those schemes not progressed.
b) Note the planning process being enacted for 2021-22
Is this subject matter confidential? Yes ☐
No ☒
Relevance to CCG Strategic Objectives / Governing Body Assurance
Framework
01
02
03
04
05
06

Commissioning for better health outcomes
Ensure commissioning of high quality, safe and responsive health services
Reduce health inequalities
Ensure maximum value from available resources
Decisions that are evidence-based and evaluated for maximum impact
Maintain the CCG’s reputation and safeguard public confidence
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☐
☒
☐
☒
☐
☒

Executive summary
• The COVID-19 pandemic has impacted the delivery of operational plan
schemes.
• 11 schemes out of 38 originally included within the operational plan have
been stood down.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)

Date

Meeting

Decision made / outcome

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

Yes ☐ No ☐
If ‘Yes, please give brief details:
Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this
report or its recommendations?
Are these risks included on the Corporate
Risk Register (CRR) or GBAF?

Yes
☐
☐
☐
☐
☐
☐
☐

No
☐
☐
☐
☐
☐
☐
☐

N/A
☒
☒
☒
☒
☒
☒
☐

☐

☐

☐

If ‘yes’, please provide CRR/GBAF reference number and risk description:

Equality & Human Rights Analysis
Yes No
N/A
Do the issue(s) identified in this report affect one of the ☐
☐
☒
protected group(s) less or more favorably than any other?
Are there any valid legal/regulatory reasons for ☐
☐
☒
discriminatory practice?
If the answer to either of the above two questions is ‘YES’, please include
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a section in this report explaining why.
LIVERPOOL CCG GOVERNING BODY
JANUARY 2021 OPERATIONAL PLAN UPDATE

1.

BACKGROUND

This report seeks to provide the Governing Body with an overview of the CCG
planning process to provide insight into the steps followed in identification of CCG
priorities for 2020-21 and the process being implemented to create the operational
plan for 2021-22.
Using this process NHS Liverpool Clinical Commissioning Group (CCG) Operational
Plan for 2020-21 set out the CCGs commissioning intentions and investment profile
amounting to £5.053m across thirty-eight initiatives/projects beginning April 2020.
This report gives an update on progress against this 2020-21 Operational Plan.

2.1 OVERVIEW OF CCG PLANNING PROESS
This section seeks to provide Governing Body with some assurance of the
operational planning process of the CCG. A version of this process was
enacted to select the 2020-21 priorities, progress of which are described in
sections 2.2 onwards. This process will also be enacted to select the priorities
to take forward in the CCG Operational Plan for 2021-22.
Project Stages
The Project Stages are described below and show how a project is taken
through a lifecycle from mandate, approval, mobilisation/implementation,
through to evaluation. A set of documentation supports the articulation of each
project in terms of the scope, associated impact (finance, outcomes, quality),
monitoring and risks.
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Governance
There is a governance structure for approval and monitoring of projects,
ensuring decisions are escalated appropriately to the relevant Senior Leads,
Committees and Governing Body where necessary. This governance process
also ensures that the right clinical and patient involvement in service change
has occurred.
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Annual Prioritisation
As part of the annual planning round, projects are taken through a
prioritisation process to understand their relative priority and agree priority
areas for investment. Projects are scored against a set of criteria including
how well they meet strategic need, integration, quality, patient outcomes, ease
of delivery, and the financial return on investment. This is then moderated by a
prioritisation group which will have clinical and patient membership.

2.2 OVERVIEW OF THE 2020-21 OPERATIONAL PLAN AT FEBRUARY
2020 AND AUGUST 2020
NHS Liverpool Clinical Commissioning Group (CCG) Operational Plan for 2020-21
set out the CCGs commissioning intentions and investment profile amounting to
£5.053m across thirty-eight initiatives/projects beginning April 2020. This report
gives an update on progress against this 2020-21 Operational Plan.
The declaration of a Level 4 National Incident in January 2020 by NHS
England/Improvement (NHSE/I) established a command and control infrastructure
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and shifted financial and commissioning responsibilities from CCGs to NHSE/I. The
change in the CCGs financial responsibilities meant an immediate stop to any new
planned investments and resulted in a pause in the operational plan expectations.
As services started to stand back up, the CCG Planning Team worked with
Programme Leads to undertake a rapid review of the schemes in the 2020/21
Operational Plan. This review sought to confirm the project status, associated risks
and any changes introduced to these services in response to Covid-19.
The stocktake review with recommendations was taken to the Planning Group in
early August for consideration where officers agreed a set of actions detailed in the
table below.

February 2020 (GB Approved)
August 2020
No. Where
Investment
Stocktake Review &
Schemes No.
Investment
Schemes £000s
Agreed Actions
tbc
• Prioritisation of services/ schemes to be
conducted to confirm Mental Health
Mental
Investment Standard (MHIS) for Sept
7
30
6
Health
submission
• MHIS prioritisation approved by P&Q
Committee Oct 20
• 11 schemes (£928k) closed - no investment
• Stoma Project to proceed - funding
approved via PCCC Dec 19
New
• 2 schemes to proceed, these had adapted
17
2631
4
Schemes
in response to COVID (Care Homes and
for 20-21
End of Life).
Refreshed Form 1s
requested.
• LSSCOG (3 schemes) to proceed but
checkpoint report required on progress
• Investment confirmed
Place
• 4 schemes to proceed
5
1766
Based
• Paper required for Social Model of Health to
Investments
describe the whole model covering existing
services/ investment. To release funding.
• Investment confirmed
Schemes
funded
• 1 project (Stroke 6month reviews) had
9
626
Nonclosed and become a commissioned
Recurrently
service
2019 / 2020
• End point review required for all
Total
38
5053
10
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2.3 2020/21 SCHEMES CLOSED - NOT PROGRESSED (11 PROJECTS)

Pop Segment Programme Scheme Name
Healthy Pop

Children

Disability

Children

LTC

Prescribing

LTC

Prescribing

LTC

Respiratory

LTC
LTC

Prescribing
Prescribing

LTC

Prescribing

LTC
End of Life
Frailty

Prescribing
Children
Community

Children's Asthma
Children's
Community
Occupational Therapy Service
(sensory motor therapy)
Chronic Pain
Direct Oral Anticoagulant (DOAC)
in
Atrial
Fibrillation
(AF)
Optimisation Project
Early Accurate Diagnosis and
Optimisation Service
Lidocaine Prescribing
Management of High Cost Drugs
Prescribing Networks 50/50 Gain
Share
Diabetes Prescribing savings
Zoe's Place Baby Hospice
Safe Steps Scheme (Care Homes)
Total

Original
Agreed
Investment
(£000)
228

100
280

71
tbc
50
65
tbc
51
27
56
928
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2.3 RISKS IDENTIFIED FOR OPERATIONAL PLAN SCHEMES CLOSED
Scheme Name
Children's Asthma
Children's Community Occupational
Therapy Service (sensory motor
therapy)
Chronic Pain
Early Accurate Diagnosis and
Optimisation Service
Direct Oral Anticoagulant (DOAC) in
Atrial Fibrillation (AF) Optimisation
Project
Lidocaine Prescribing
Management of High Cost Drugs
Prescribing Networks 50/50 Gain
Share
Diabetes Prescribing savings
Zoe's Place Baby Hospice

Risks
Scheme not started. Improved outcomes.
No immediate risks as the service had moved to virtual
appointments in response to COVID and remodelled
delivery to improve capacity and support delivery of
18week standard.
Scheme not started. Improved outcomes.
Services focussed on COVID response – scheme not
started. Improved outcomes.

Actions
Refreshed Form 1 for consideration 21/22
None

Refreshed Form 1 for consideration 21/22
Refreshed Form 1 for consideration 21/22
CCG limited financial control in 2020/21.

Optimised prescribing and improved outcomes
CRES delivery for 20/21.

Service had initially closed in response to COVID.
Contractual/financial risks identified.

Refreshed Form 1s for prescribing initiatives
requested. These have been produced and
come through the process since September
2020.

Picked up through contracts.
Identified as a priority by Cheshire & Mersey
Health Care Partnership - await guidance.

This scheme aimed to specifically reduce falls in care
homes with risk that this would not be progressed.
Safe Steps

Many changes introduced to support care homes in
response to Covid-19 and this was not an immediate
priority.

Due to service changes introduced in
response to Covid-19, Liverpool Provider
Alliance was asked to produce a refreshed
Form 1 (business case) for the Care Home
Advanced Model of Provision (CHAMP) and
include Safe Steps in this. Refreshed Form
1 due January 21.
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2.4 2020/21 NEW SCHEMES – INVESTMENT CONFIRMED TO PROCEED (8
PROJECTS)
Investment was confirmed for the projects listed below.
Rollout of two projects (*Care Home Advanced Model of Provision and *End of Life)
however had been accelerated at risk, in response to Covid-19 by the Provider
Alliance. The Provider Alliance has been requested to prepare refreshed Form 1s
to come through the planning process and these are due in January 21.
Pop Segment

Programme

Scheme Name

New Schemes 2020/21 (3 projects)
LTC
Prescribing Stoma
*Care Home Advanced
Frailty
Community
Model of Provision (CHAMP)
Frailty

Community

*End of Life - IMPaCT

Total
Place Based Investment (5 projects)
Frailty
Community Fracture Liaison Service
Frailty
Community Falls Pick Up Service
Frailty
Community Community Frailty Pathway
LTC
Community ICT Co-ordinators
LTC
Community Social Model of Health
Total

Investment
(£000)
tbc

Stage

Procurement
Implemented

551 tbc
Tbc
TBC
194
250
372
300
650
1766

Implemented
(South)

Implemented
Implemented
Mobilisation
Implemented
Mobilisation

These projects are all live although at different stages of implementation. Routine
progress monitoring is currently being established for schemes including the
requirement for an end point review for schemes that have received investment and
been implemented e.g. Falls pick up service, Fracture Liaison Service.
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2.5 SCHEMES FUNDED NON-RECURRENTLY IN 2020/21 (11 PROJECTS)
The following schemes have received non recurrent funding and require an end
point review (post implementation review) to assess the impact of investment
against the original expectations and to propose future commissioning
recommendations. The post implementation reviews for those highlighted blue have
been scheduled to come through the planning process and will be considered as
part of the planning round via the prioritisation process for 2021/22 (shown below).
Pop
Segment
LTC
LTC

CVD
CVD

LTC

Respiratory

End of Life
Healthy
Pop
Healthy
Pop
LTC

Children

LSCOG: Syncope
LSSCOG: Integrated Heart Failure
LSSCOG: Enhanced Community
Respiratory Team
Children's Palliative care

Prevention

Physical Activity & Sport

Prevention

Smoke Free Start to Life

Community
Planned
Care

Vague Symptoms

Children

Infant Feeding Pathway

Community

Care Home Trusted Assessor

Prevention

CURE pilot

LTC
Healthy
Pop
Frailty
Healthy
Pop

Programme

Scheme Name

Escape PAIN

Total

Investme
nt (£000)
652
54
70
46
30
35
66
55
200
1208
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2.7 MENTAL HEALTH INVESTMENT STANDARD
The investment for mental health initiatives was established through a prioritisation
process and approved by the Performance and Quality Committee in October
2020.
The table below summarises the CCGs investment of £1,702k in mental health
services in 2020/21 to support delivery of the national Long Term Plan expectations
and the national Mental Health Investment Standard (MHIS). Of this £1,518k is
recurrent investment.

Project Name
IAPT - Trainees (MHIS)
CAMHS 0-25 (mixture): To implement the priorities identified in the
Local Transformation Plan for C&YPMH
Adult ADHD: Community Prescribing (Shared Care) - MHIS
Crisis Beds (MHIS)
Perinatal Mental Health (MHIS)
Sexual Violence Support Service (MHIS)
Early Intervention Psychosis (EIP) (MHIS)
Crisis Resolution Home Treatment (CRHT) (MHIS)
Improving Access to Psychological Therapies (MHIS)
Triage Car / NWAS (MHIS)
Bereavement by Suicide (MHIS)
Mental Health Advocacy (MHIS)
Dementia - Care Navigators
Total

Investment
(£000)
tbc
322
94
200
186
60
200
200
174
80
36
120
30
1702

All the schemes with the exception of the IAPT Trainees are live. Monitoring of the
mental health schemes is in place to support review of the impact of the investment.
KPIs have been identified against the schemes with dashboards produced locally
and via Cheshire & Merseyside Health Care Partnership.
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3.

NEXT STEPS

The 2021-22 Operational Plan will be brought for approval to the next
Governing Body
A regular report will be brought to Governing Body to update on
progress against the Operational Plan.

4.

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

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

If ‘no’ explain why

ii.

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

5. EQUALITY IMPACT ASSESSMENT
5.1
5.2
5.3

6.

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

FINANCIAL IMPLICATIONS AND RISK
N/A

7.

WORKFORCE IMPLICATIONS
N/A
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8.

COMMUNICATION REQUIREMENTS
N/A

9.

CONCLUSION
The majority of operational plan schemes continue to progress,
although these have also been impacted upon by the pandemic.
Those schemes that have not progressed have been reviewed and
the associated risks assessed.

Michelle Urwin, Senior Planning Manager
ENDS
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