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Purpose of this report
This report is to provide members of the committee with:
• CCG performance against key NHS Constitutional measures, quality standards,
performance and outcomes targets for the period of December 2020.
Recommendation(s)
The Committee is asked to:
a) Note the performance of the CCG in the delivery of key national performance indicators
for the period highlighted and of the recovery actions taken to improve performance and
quality.
b) Determine if the levels of assurance given are adequate in terms of mitigating actions,
particularly where risks to the CCG’s strategic objectives are highlighted.
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
☐
02
Ensure commissioning of high quality, safe and responsive health services
☒
03
Reduce health inequalities
☐
04
Ensure maximum value from available resources
☒
05
Decisions that are evidence-based and evaluated for maximum impact
☐
06
Maintain the CCG’s reputation and safeguard public confidence
☒
Executive summary
• Targets were met in 14/32 reported indicators.
• Targets were not met in 18/32 reported indicators.
• Performance against standards for LD Annual Health Checks and SMI Physical
Health Checks continue to be key risks for the CCG.
• The impact of the COVID-19 pandemic can be seen upon performance across the
board.
• Actions are in place in relation to those areas where targets were not met, however
some targets will continue to be missed despite those actions due to the impact of
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COVID-19. Assurance regarding actions is sought and challenged regularly at Clinical
Quality and Performance meetings with providers.

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 a section in
this report explaining why.
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1.

BACKGROUND

The CCG is held to account by NHS England for performance against key indicators as defined in the
NHS Oversight Framework, which requires the CCG to focus on maintaining and improving performance
against the measures in the five domains of New Service Models; Preventing Ill-Health and Reducing
Inequalities; Quality of Care and Outcomes; Leadership and Workforce; and, Finance and Use of
Resources. Ultimately, the CCG Governing Body has to be assured that the services we commission are
delivering NHS Constitutional, national and quality standards to meet these local system priorities and
achieve the CCG’s aims of a radical upgrade in population health, a strong focus on prevention and
reduced health inequalities.
In response to feedback, the format of the Report has been altered from this month. A table of the
indicators which are not performing is included in the narrative section, along with their corresponding
quality impacts and the future outlook for those indicators. The one-page summary of performance is
now contained in the Appendices, along with a streamlined format for the exception reports.
When NHS England recommence reporting against the wider NHS Oversight framework, a summary of
performance against this will also be included. The report will also be expanded to give an overview of
other performance issues as Performance & Quality Committee deem appropriate. Performance &
Quality Committee will receive this report on a monthly basis and where performance is not meeting the
required standards, make a decision (in line with the Performance Framework) on any elements that
require escalation to the Governing Body.
From this month, two additional indicators are being reported within the report. The first is the Perinatal
Mental Health Access standard, which is a national target. The second is the proportion of those with LD
aged 14-25 who have received an annual health check in the last 12 months. This is a local target; it is
being included within the report as it represents a key risk to the CCG relating to the delivery of the
SEND Written Statement of Action.
The aim of this report is to provide a balance between reporting the most current local NHS performance
data and trends with meaningful insight of the potential/actual risks to quality, safety and patient care
from sub-optimal provider performance.
The Corporate Performance Report will continue to draw the Committee’s attention to specific areas of
concern/risk in addition to providing relevant assurances on the key mitigating actions taken at both
CCG and provider level to improve the position.
2.

FEBRUARY 2021 PERFORMANCE SUMMARY

The data used and referenced in this report is the most current at the time of writing. Specifically, for the
month of February 2021, performance data mainly from December 2020 has been used as the basis of
the analysis.
2.1 HIGHLIGHTS
The CCG met its target against 14 out of 32 reported indicators. Of note:
•
•
•

28 Day Faster Diagnosis Standard continues to be maintained above the target.
31 Day Decision to Treat to Treatment standard continues to perform above target.
Cancer 31 Day Standard to subsequent treatment with Anti-Cancer Drugs continues to meet the
target and retain its position as best in peer group.
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•

IAPT Recovery has been maintained above the target level for three consecutive reporting
periods.

2.2. AREAS FOR IMPROVEMENT
The CCG did not meet its targets for 18 of the 32 reported indicators.
•
•

Cancer 2 Week Wait from GP referral did not meet the standard, having fallen below the target in
November for the first time since January 20.
Breast Symptomatic 2 Week Wait from GP referral continued to fail the standard, having not met
the target in November for the first time since April 2019.

Some areas continue to show a consistent deteriorating trend, most notably:
•
•

Dementia diagnosis rate
Physical Health Checks for People with SMI

These areas were also highlighted in the last report and are of particular concern given the health
inequalities experienced by people with Learning Disabilities and Mental illness. A letter highlighting the
importance of these checks was sent to General Practice, however recent communication from NHSEI
requesting the stand down of certain primary care activity in order to support COVID vaccination
increases the risk that these areas may not recover well during Q4.
NWAS Liverpool CCG performance against national standards has deteriorated based on the most
recent data, with none of the 6 standards being met, so an exception report is included.
Despite not meeting the targets in some areas, there is still some progress to be seen:
•

RTT Incomplete pathways within 18 weeks has shown four consecutive months of improvement.

•

Performance against the 6-week Diagnostic Waiting Time standard has improved for the eighth
consecutive month.

•

Performance against the 1-week standard for Urgent referrals into CYP Eating Disorders has
improved for the fourth consecutive quarter.

There continue to be pressures across the system due to the COVID-19 pandemic, in particular the
effects of the Liverpool ‘second wave’ can be seen in the October and November data, with the impact
carrying forward into December.
The full performance summary can be seen in Appendix 1, followed by the relevant exception reports
and the Liverpool CCG organisational dashboard. Table 1, overleaf, details all the standards where the
target has not been met, along with the outlook for those indicators. Further detail mitigating actions for
those metrics described in table 1 can be found in Appendix 1.
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TABLE 1:
Standard

Associated Quality Impacts
Early diagnosis can help people take
control of their condition, plan better for
their future.

Dementia
Diagnosis Rate

There is evidence that an early
diagnosis can help people to continue to
live independently for longer.
Treatments can be more effective when
a diagnosis is made earlier.

Outlook

The CCG will continue to fail this target
for the foreseeable future. The impact of
COVID deaths on the Dementia register
has been significant, and General
Practices, where most cases of
Dementia are initially detected, are
currently more focussed on vaccination.

Learning
Disability
Annual Health
Checks

People with a learning disability often
have poorer physical and mental health
than other people. In addition, they can
sometimes find it hard to know when
they are unwell, or to tell someone
about it. A health check once a year
gives people time to talk about anything
that is worrying them and means they
can get used to going to visit the doctor.
It can also improve people’s health by
spotting problems earlier.

Deteriorating based on most recent
internal data, and there continues to be
large variation in delivery of health
checks between different General
Practices. For the subset of this cohort,
aged 14-25, performance is also not on
trajectory. This represents a key risk to
the CCG due to the upcoming DFE
revisit in relation to the SEND WSOA.

Physical Health
Checks for
people with SMI

People living with severe mental illness
(SMI) face one of the greatest health
inequality gaps in England, with a life
expectancy 15–20 years lower than the
general population. This disparity in
health outcomes is partly due to
physical health needs being overlooked.
People with SMI have double the risk of
obesity and diabetes, three times the
risk of hypertension and metabolic
syndrome, and five times the risk of
dyslipidaemia (imbalance of lipids in the
bloodstream) than the general
population.

Deteriorating based on most recent data.
The bulk of these checks happen in
primary care, with the work often
concentrated in Quarter 4. However, the
COVID 3rd wave has impacted upon the
activity in primary care, with the focus
having been on vaccination.
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Standard

Associated Quality Impacts

Percentage of
incomplete
pathways within
18 weeks

Improving based on most recent trend
and unvalidated weekly data, although
the system will continue to fail the 92%
target.

52 Week
Waiters

Potential for patient's condition to
worsen whilst waiting

Waiting List
Size

Possibility of patients who are
considered low risk moving into the high
risk category due to delays
Effect on patient mental health due to
the impact of ongoing physical
conditions

Diagnostics 6
Weeks Waiting
Time

Outlook

Potential for patient to present back at
primary care or at A&E if they have
experienced a long wait

Deterioration in position is expected to
continue due to impact of COVID-19
pandemic.
The position had been steadily improving
since April, however, this stalled in
December. Based on the most recent
available unpublished data, and the
known impact of the COVID-19 3rd wave,
no improvement is expected when the
January data is released.
The position is also likely to be adversely
affected when an under-reporting issue
relating to Endoscopy at Spire is
resolved.

Cancer: 2WW
Cancer: Breast
Symptomatic
2WW

Potential for patient's condition to
worsen whilst waiting.

The system usually performs well
against this target, but the pandemic
2nd/3rd wave impact means it is likely that
the target will be missed in January too.

Possibility of patients who are
Cancer: 62 days
considered low risk moving into the high
from urgent GP
risk category due to delays.
referral
Effect on patient mental health due to
Cancer: 62 days
the impact of ongoing physical
from National
conditions and of waiting for treatment
Screening
knowing they have a potentially lifeService
threatening condition.
Cancer: 62 days Potential for patient to present back at
from Consultant primary care or at A&E.
Upgrade
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The system will likely continue to miss all
of the 62-day targets. These targets
were already challenged prior to the
pandemic, and coupled with the impact
of COVID-19, there is no realistic
prospect of sustained achievement in the
near future.

Standard

Associated Quality Impacts

CYP Eating
Disorders:
Urgent 1 Week

An improving position is anticipated
when the next quarter’s data is released.
A steady recovery has been seen for the
Risk of people at severe risk being left
last 4 quarters, since investments made
without appropriate care and treatment if
by the CCG began to have an impact. It
services do not have the capacity to
should be noted however that the Urgent
meet demand.
target is subject to small numbers, which
can cause volatility in reported
performance.

CYP Eating
Disorders:
Routine 4
Weeks

Poor patient experience where long
waits occur in AE.
A&E 4 Hour
Standard

Shorter waiting times have been
associated in some studies with
reductions in mortality.

Outlook

The system will continue to fail this
target, based on historic performance
and more recent unpublished data.

NWAS
Standards:
Cat 1 mean < 7
mins
Cat 1 90% < 15
mins
Cat 2 mean <
18 mins
Cat 2 90% < 40
mins
Cat 3 90% <
120 mins

Longer than acceptable response times
for emergency ambulances impacting
on timely and effective treatment and
risk of preventable harm to patient.
Likelihood of undue stress, anxiety and
poor care experience for patient (and for
family members) as a result of extended
waits.

It is expected that these targets will
continue to be missed, given the high
levels of demand on the ambulance
service, coupled with high levels of staff
sickness/isolation. Both of these are
driven by the pandemic.

Impact on patient outcomes for those
who require immediate lifesaving
treatment.

Cat 4 90% <
180 mins

3.

NEXT STEPS

Performance will continue to be monitored, with challenge as appropriate at relevant assurance
meetings. An updated reported will be presented to Performance and Quality Committee next month.
4.

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

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

If ‘no’ explain why
If yes attach either the engagement plan or the engagement report as an appendix.
Summarise key engagement issues/learning and how responded to.

5. EQUALITY IMPACT ASSESSMENT
5.1
5.2
5.3

6.

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

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

7.

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

8.

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

9.

CONCLUSION
Where performance is at variance to plan, action is underway with Trusts to deliver corrective
action to improve performance. Performance continues to be affected by the COVID-19
pandemic and recovery plans and actions are in place across the system to address this, with
reference to the planning guidance. Despite mitigating actions, the outlook is poor for around
half of the reported indicators.

Laura Buckels, Senior Performance Manager
Shan Mattock, Lead Intelligence Analyst- Performance
ENDS

Ends
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APPENDIX 1: PERFORMANCE AT A GLANCE
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APPENDIX 2: EXCEPTION REPORTS
1. AE 4 HOUR WAITING TIME TARGET
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2. DIAGNOSTIC WAITING TIMES
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3. CANCER WAITING TIMES

Page 12

CTD…
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4. RTT INCOMPLETE PATHWAYS
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5. RTT INCOMPLETE 52 WEEK WAITERS & WAITING LIST SIZE
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6. CYP EATING DISORDERS WAITING TIMES
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7. IAPT ACCESS & RECOVERY
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8. LEARNING DISABILITY ANNUAL HEALTHCHECKS

Page 18

9. DEMENTIA DIAGNOSIS RATE
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11. PHYSICAL HEALTH CHECKS FOR PEOPLE WITH SMI
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12. PERINATAL MENTAL HEALTH ACCESS
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13. NWAS
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Appendix 3: Liverpool CCG Organisational Dashboard
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Appendix 4: February 21 Liverpool CCG Peer Group Reference Document
Indicator
Diagnostic Waiting Times
Cancer 2 week wait
Cancer 2 week wait: Breast Symptomatic

Best

Median

Worst

NHS Stoke on Trent CCG

NHS Leicester City CCG

NHS Salford CCG

NHS Nottingham and Nottinghamshire CCG NHS Sandwell and West Birmingham CCG

NHS Hull CCG

NHS Sheffield CCG NHS Sandwell and West Birmingham CCG

NHS Hull CCG

Cancer 62 Day From Urgent GP Referral To First Treatment

NHS Nottingham and Nottinghamshire CCG

NHS Leicester CCG

NHS Hull CCG

Cancer 62 Day From Consultant Upgrade To First Treatment

NHS Salford CCG

NHS Leicester CCG

NHS Newcastle Gateshead CCG

NHS Leicester City CCG
NHS Wolverhampton CCG
NHS Newcastle Gateshead CCG

NHS Salford CCG

NHS Hull CCG

NHS Sheffield CCG

NHS Liverpool CCG

NHS Hull CCG

NHS Manchester CCG
NHS Salford CCG NHS Sandwell and West Birmingham CCG
NHS Stoke on Trent CCG

NHS Stoke on Trent CCG
NHS Leicester CCG

Cancer 62 Day From National Screening Service To First Treatme
RTT Incomplete Pathways <18 Weeks

CYP Eating Disorders: Urgent (1 Week)

CYP Eating Disorders: Routine (4 Weeks)

IAPT Access
IAPT Recovery
Perinatal Access
Physical Health Checks For People With SMI
Learning Disability Annual Health Checks
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NHS Manchester CCG
NHS Salford CCG
NHS Stoke on Trent CCG
NHS Sandwell and West Birmingham

NHS Wolverhampton CCG

NHS Sheffield CCG

NHS Salford CCG

NHS Newcastle Gateshead CCG

NHS Liverpool CCG

NHS Stoke on Trent CCG

NHS Liverpool CCG

NHS Manchester CCG

NHS Nottingham and Nottinghamshire CCG

NHS Leicester CCG

NHS Sheffield CCG

NHS Salford CCG

NHS Manchester CCG

NHS Hull CCG

NHS Sandwell and West Birmingham CCG NHS Nottingham and Nottinghamshire CCG

NHS Sheffield CCG

Peer Group

NHS E 10 Similar CCGs
NHS Hull CCG
NHS Leicester City CCG
NHS Liverpool CCG
NHS Manchester CCG
NHS Newcastle Gateshead CCG
NHS Nottingham and
Nottinghamshire CCG
NHS Salford CCG
NHS Sandwell & Birmingham
CCG
NHS Sheffield CCG
NHS Stoke on Trent CCG
NHS Wolverhampton CCG

Reporting to:

Performance and Quality Committee

Date of Meeting:

23rd February 2021

Title of Report:

Finance & Contracts Update January 2021 – Month 10 20/21

Presented by

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

Report Author

Lead Governor
Senior Leadership
Team Lead
Report Category

Mark Bakewell
Chief Finance & Contracting Officer
Decision ☐
Discussion ☐ Assurance ☐

Information ☒

Purpose of this report
This paper summarises the CCG’s financial performance for the month of January 2021
(Month 10) for the Performance & Quality Committee and contains details regarding:
a) Finance Performance at Month 10 which is reflective of the revised finance regime
that is in place in response to COVID-19.
b) Month 07 to M12 expenditure plans which exceed notified allocations for the period.
c) Further anticipated ‘True-Up’ and ‘Hospital Discharge Programme’ revenue resource
limit allocations.
d) Hosted allocations which are being managed on behalf of the Cheshire & Merseyside
system.
e) Revisions to forecast outturn expenditure which impacts favourably on planned deficit.
f) The financial framework beyond the current reporting period.
g) The work of the contracts team.
Recommendation(s)
That the Committee notes:
a) The current financial position, nationally determined block contract payments to NHS
Trusts / FTS, additional COVID-19 expenditure, current and further anticipated
allocations and hosted system allocations and associated payments.
b) That the CCG continues to work with NHS England and partners at a system level.
c) The update on the work of the contracts team.
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
02
03
04

Commissioning for better health outcomes
Ensure commissioning of high quality, safe and responsive health services
Reduce health inequalities
Ensure maximum value from available resources
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☐
☐
☐
☒

☐
☐

05
Decisions that are evidence-based and evaluated for maximum impact
06
Maintain the CCG’s reputation and safeguard public confidence
Executive summary

This paper summarises the CCG’s financial performance for the month of January 2021
(Month 10) for the Performance & Quality Committee. The paper also includes an update on
the financial framework beyond Month 06 and an update on the work of the contracts team.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date
N/A

Meeting

Decision made / outcome

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

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

Yes
☐
☐
☐
☐
☐
☐
☒

No
☐
☐
☐
☐
☐
☐
☐

N/A
☒
☒
☒
☒
☒
☒
☐

☒

☐

☐

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

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☐
☒
group(s) less or more favourably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☐
☒
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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PERFORMANCE & QUALITY COMMITTEE
Tuesday 23rd February 2021
Title of Report

FINANCE UPDATE: JANUARY 2021 (Month 10)

Lead Governor

Jan Ledward
Chief Officer

Senior Management Team Lead

Mark Bakewell
Chief Finance & Contracting Officer

Report Author

Peter Quayle – Head of Financial Management
Rebecca Tunstall – Deputy Chief Finance Officer
Val Atwood – Deputy Chief Contracting Officer
This paper summarises the CCG’s financial performance for the month of January 2021 (Month 10) for the Performance &
Quality Committee and contains details regarding:

Summary

 Reporting continues to reflect the revised finance framework in place as a result of COVID-19 pandemic with adjusted ‘inyear’ allocations, separate ‘true-up’ allocations for M1-6 and separate ‘Hospital Discharge Programme’ & ‘Independent
Sector excess’ funding streams.
 Month 07 to M12 expenditure forecasts exceed notified allocations for the period (as part of Cheshire & Merseyside
‘envelope’), with a current plan deficit position of £8.28m now established as the ‘plan’ for m7-12 NHS England returns.
 Month 10 forecast outturn deficit of £3.15m, after anticipated HDP/IS true-up funding, is £5.13m favourable to plan.
 System allocations are being hosted by Liverpool CCG on behalf of the Cheshire & Merseyside system.
Recommendation
That Liverpool CCG’s Performance & Quality Committee notes:
 The current deficit financial position for the period M7-12, and work continues with NHS England and system partners to
identify next steps to further reduce the gap compared to the available resource envelope
Relevant Standards or targets

 Financial Duties
 NHS England Business Rules
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1. Executive Summary
Overall Financial Position
•
The CCG is currently reporting a £3.15m deficit forecast outturn position as at 31st January 2021 for the period M7-12. However, this is on the basis that the additional expenditure relating to
the Hospital Discharge Programme (HDP) post M09 of £6.54m and Independent Sector of £1.30m are nationally funded.
•
The M7-12 deficit position of £3.15m is an improvement of £2.32m compared to the position reported at the end of month 9 (£5.47m) and reflects improvements to prescribing £0.50m,
primary care services £0.85m and telehealth / digital £0.8m expenditure forecasts.
•
The CCG is also hosting ‘system’ funding of £328.2m on behalf of the C&M partnership and making associated transfers to other CCG’s and payments to NHS providers, with year to date and
forecast outturn expenditure consistent with hosted allocations.
•
COVID-19 specific costs of £25.5m have been incurred to date, with costs forecast to increase to £30.8m by financial year-end. Further HDP funding of £6.5m M9-12 is anticipated, following
the receipt of M7-8 HDP true-up funding of £7.5m during Jan-21.
Revenue Resource Limit (Allocation)
•
The CCG received RRL allocations totalling £497.2m in respect of April to September (including ‘true-up’ funding), which brought total allocations for the period in line with reported
expenditure of £497.2m.
•
The CCG’s own notified RRL allocations for October to March 2021 total £499.6m (which is £3.15m below revised forecast expenditure levels for m7-12 resulting in a corresponding deficit).
•
Hospital Discharge Programme (HDP) costs of £6.5m covering the period M7-8 were funded during Jan-21, with the expectation that post M08 costs will also be nationally funded.
•
As host to Cheshire & Merseyside system funding, the CCG has received system allocations totalling £328.2m, with corresponding payments due to NHS providers.
Financial Regime
•
Fixed block payments continue to be made to NHS providers during the m7-12 period, with separate funding streams for Hospital Discharge Programme.
•
External claims can no longer be made for incurred COVID related expenditure relating to the period m7-12, the CCG has received an additional share of the C&M envelope in respect of
anticipated ‘COVID’ costs
•
Liverpool CCG has agreed to host C&M HCP resources and system agreed Top-up, Covid and Growth payments to NHS providers within Cheshire and Merseyside. This has resulted in an increase
in resources of £328.2m, together with associated expenditure which will be reflected in the annual accounts for the CCG as extraordinary non-recurrent in-year adjustments.
•
CCG and Provider plans collectively exceed available resources at a Cheshire & Merseyside system level, with plan deficits subject to continuing review and challenge.
Reserves, Investments & Cash Releasing Efficiency Savings
•
The CCG’s plan reserves currently include earmarked allocations that have yet to be applied, together with the realignment of a number of budgets to reserves, where costs have been
forecast below original planned levels (including Social Prescribing, BCF and the receipt of System Development funding).
•
Unapplied System and Health Care Partnership allocations are also held within Reserves pending further HCP guidance on its intended application. These reserves are reported as being fully
committed.
•
Original Planned Investments and Cash Releasing Efficiency Savings were suspended as the NHS focuses on its response to COVID-19 under NHS England’s Command and Control regime.
Financial Risk
•
Financial planning guidance covering the period Oct-20 to Mar-21 expects NHS Commissioners and Providers to contain costs within a C&M HCP system resource envelope.
•
System wide work is on-going to assess the scale of the challenge to deliver services in the remaining months of the year compared to the total resource envelope.

Overall Conclusion – M07 to M12 Expenditure Plan exceeds notified allocations resulting in a forecast deficit for the final 6 months of 2020/21.
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2. Revenue Resource Limit
Revenue Resource Limit - SUMMARY
Baseline Recurrent Programme Allocation *
Baseline Non-Recurrent Programme Allocations
In-Year Programme Allocations
Commissioner Sustainability Fund
Primary Care Co Commissioning
Total Revenue Resource Limit (Programme)
Running Costs Allocation
Total In-Year Allocation
Prior Year (carried forward) Surplus after Draw Down
Total Liverpool CCG Allocation
Hosted C&M System Allocations
Hosted C&M Health Care Partnership Allocations
TOTAL ALLOCATIONS

MONTH 9

New

MONTH 10

£000
879,348
0
(2,620)
19,236
81,993
977,957
8,653
986,610

£000
0
0
2,282
7,468
0
9,750
442
10,192

£000
879,348
0
(338)
26,704
81,993
987,707
9,095
996,802

0

0

0

986,610
309,557
18,662

10,192
(241)
228

996,802
309,316
18,890

1,314,829

10,179

1,325,008

Key Messages
a.

Baseline "In-Year" revenue resource limit (RRL) allocations totalled £970.9m for 2020/21. Revenue resource limit
allocations may be revised throughout the financial year. The CCG's expenditure is not permitted to exceed its revised
"in-year" RRL allocation under NHS England Business Rules.

b.

Baseline allocations were notified prior to the closure of the 2019/20 annual financial accounts. As such, any prior year
carry forward of surplus or agreed draw down had not been finalised at the time that baseline allocations were notified
to CCGs.

c.

As a consequence of COVID-19, a temporary finance regime covering the period from April to Sep-20 was put in place by
NHSEI, with retro COVID and Non-COVID true-up funding, resulting in total CCG resources of £497.2m for the first 6
months of the year, delivering a cumulative break-even position for the period.

d.

e.

The CCG's allocations now total £996.8m for the year, with allocations increasing by £10.2m during Jan-21, which includes
£7.5m of retrospective Commissioner Sustainability Funds for Hospital Discharge Programme costs incurred during Oct20 & Nov-20. A full analysis of Liverpool CCG allocations is contained in the supporting table.
Liverpool CCG is acting as the host for the Cheshire & Merseyside System allocations £309.3m and C&M Health Care
Partnership (HCP) resources £18.9m. The HCP direct the utilisation of these resources. Resources totalling £17.2m are
currently held within Reserves awaiting further instruction from the HCP.

Page 31

FURTHER ANALYSIS OF ALLOCATIONS
In-Year Programme Allocations
Clatterbridge Lymphoemedia *
Prospective M01-M06 allocation & M07-M12 NHSE Model Breakeven adjustments

£000

£000

11

0

£000
11

(27,365)

0

(27,365)

System Funding transferred to Liverpool CCG

16,352

0

16,352

SDF Lung Health Checks £346k; Glucose Monitoring £71k & CYPMS Green Paper £960k.

1,377

0

1,377

513

0

513

2,585

0

2,585

Adult MH Individual Placement Support £85k & Integrated Community Teams
Envelope Improvement - SDF Timing
Remote monitoring (telehealth)

500

0

500

Digital first primary care

481

0

481
506

Perinatal - MOCT

506

0

Winter Pressures / Volunteers

768

56

824

Mental Health - Integrated Community Teams / Rough Sleeping / Integrated SMI

658

764

1,422

1,097

0

1,097

MH Resilience Hubs

Share2Care (Alder Hey)

598

0

598

Flash Gloucose £148k, Digitisation £25k, CYP Pallative / EoL care £33k, Oximetry £10k

83

133

216

NHS 111 First

291

0

291

Primary Care Network Development Fund (PCNDF)

424

0

424

0

1,116

1,116

Remote monitoring licence costs
GP retention / resilience / reception & clerical

0

213

213

C&M HCP transferred to / from Liverpool CCG

(1,499)

0

(1,499)

Total Non-Recurrent Allocation

(2,620)

2,282

(338)

Commissioner Sustainability Fund

£000

£000

£000

RETRO COVID-19 top-up allocation

13,088

0

13,088

RETRO NON-COVID top-up allocation

6,148

0

6,148

0

7,468

7,468

19,236

7,468

26,704

£000

£000

£000

82,258

0

82,258

Hospital Discharge Programme - Out of Envelope (M07 & M08)
Total Commissioner Sustainability Fund Allocations
Primary Care Co-Commissioning Allocations
Baseline Primary Care Co-commissioning allocation *

(762)

0

(762)

Impact & Investment Fund and increase in practice funding

Prospective M01 to M06 delegated Non-Recurrent adjustment

336

0

336

Care Homes Premium

161

0

161

81,993

0

81,993

Total Primary Care Co-Commissioning Allocation
Running Costs Allocations

£000

£000

£000

Baseline Allocation *

9,267

0

9,267

Prospective M01 to M06 running costs Non-Recurrent Adjustment

(614)

0

(614)

0

442

442

8,653

442

9,095

NHS Pensions - Employers contribution central 6.3% uplift
Total Running Cost Allocation

3.a Operating Cost Statement
Full Year

Expenditure Area
Acute Services
Community
Continuing Care
Mental Health
Other Programme
Commissioning Reserves
Primary Care & Prescribing

Budget
£000

Year to Date
Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

COVID-19 Expenditure

Variance
£000

YTD Actual

Forecast

748,753
140,970
54,865
101,645
44,784
20,773
211,817

579,926
111,236
44,962
84,170
39,876
12,445
176,336

580,138
110,751
44,712
84,713
41,758
11,587
173,906

212
(485)
(250)
543
1,882
(857)
(2,430)

749,023
140,576
55,035
102,193
51,085
19,617
208,998

270
(394)
170
548
6,301
(1,157)
(2,820)

0
1,617
1,200
86
19,396
0
3,012

0
1,753
2,056
86
23,698
0
3,012

Sub Total - Programme Expenditure
Corporate

1,323,608
9,679

1,048,952
8,143

1,047,565
7,967

(1,387)
(176)

1,326,527
9,470

2,919
(209)

25,311
157

30,606
156

TOTAL EXPENDITURE
Planned Deficit

1,333,287
(8,279)

1,057,095
(5,519)

1,055,532
0

(1,563)
5,519

1,335,997
0

2,710
8,279

25,468

30,761

TOTAL INCLUDING PLANNED DEFICT
Anticipated HDP funding outside of system
Anticipated Independent Sector funding
REVISED VARIANCE (after anticipated 'true up')

1,325,008
6,542
1,297
1,332,848

1,051,576
2,247
603
1,054,426

1,055,532
0
0
1,055,532

3,956
(2,247)
(603)
1,106

1,335,997
0
0
1,335,997

10,989
(6,542)
(1,297)
3,149

Month 10 Reporting
M07 to M12 revised expenditure budgets had been set in excess of notified
Revenue Resource Limits (RRL), resulting in a plan deficit of £8.28m.
Expenditure is forecast to exceed resources by £3.15m (after receipt of
anticipated Hospital Discharge Funding of £6.54m and Independent Sector
funding of £1.30m).
The forecast outturn variance of £3.15m, represents a £5.13m improvement
compared to the Plan deficit of £8.28m.
The full year budgets include £328.2m of hosted System and HCP funding, with
YTD and FOT expenditure consistent with budget.
The CCG allocations also include £2.3m of hosted Women's & Children's
funding. The service is forecasting to breakeven against its RRL allocation and
other income streams.

Key Messages
Acute Services: is reporting a £270k adverse forecast outturn (FOT) variance at M10 (Year to Date (YTD) adverse variance £212k), following the settlement of 2019/20 NHS Provider service level agreement outturn costs £60k, LCC collaborative
commissioning income risk £347k, excess Independent Sector costs £142k for which additional funding is anticipated, other costs in excess of budget of £11k, less a favourable NCA forecast of £290k relating to devolved administration recharges.
Community Services: is reporting a £394k favourable FOT variance (YTD favourable variance £485k), comprising: £1,155k independent sector excess costs for which additional funding is anticipate, offset by other costs forecast £1,549k favourable to
plan, notably releting to telehealth services and digital costs.
Continuing Care Services: is reporting a £170k adverse FOT variance (YTD favourable variance £250k), comprising: Hospital Discharge Programme costs of £319k for which additional funding is anticipated (predominantly CSU assessment & support
costs), with Packages of Care costs forecast favourable to budget by £149k based on latest available activity and cost data.
Mental Health Services: Is reporting a £548k adverse FOT variance (YTD adverse variance £543k), comprising: Perinatal Mental Health recharges from Warrington CCG £632k, with other MH packages of care forecast to underspend by £84k.
Other Programme: Is reporting a £6,301k adverse FOT variance (YTD adverse variance £1,882k), comprising: Hospital Discharge Programme costs of £6,224k for which further external funding is anticipated (M07 & M08 HDP costs were funded during
Jan-21). Other FOT expenditure exceeds budget by £77k.
Commissioning Reserves: Is reporting a £1,157k favourable FOT variance (YTD favourable £857k) following the realignment of a number of budgets to reserves, where costs have been forecast below original planned levels £1,117k (including Social
Prescribing and BCF), with other reserves forecast £40k favourable to plan.
Primary Care & Prescribing: Is reporting a £2,820k favourable FOT variance (YTD favourable variance £2,430k), comprising: £1,104k favourable prescribing variance based on latest available prescribing data, and £1,716k favourabe variances across other
expenditure categories, including GPIT, List Size payments, GPFV and Premises.
Corporate - Running costs are reporting a £209k favourable FOT variance (YTD favourable variance £176k) largely due to the level of current staffing vacancies and additional recharges for shared posts across Liverpool and Knowsley CCGs.
Anticipated Funding: Hospital Discharge Programme costs and excess Independent Sector costs above M01 to M04 levels are to be funded by NHSEI from outside of Cheshire and Merseyside system allocations. The revised deficit of £3,149k after
anticipated true-up funding of £7,840k, represents a £5,129k improvement to the Plan deficit of £8.279k.
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3b. Operating Costs: COVID-19 Expenditure Analysis
LCCG Long List Ref
3
5
8
77
84
85
1
58
62
63
79
89
96
101
102
26
27
31
57
98
30
43
44
51
62
64
90
100
103
2
4
11
13
30
49
62
69
70
71
72
73
74
76
81
82
83
85
92
93
95
97
104
105
106
8
35
68
51
55
62
91
99
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COVID-19 Scheme
Bluetooth Headset licences for CISCO softphones
Telehealth additional LCCG capacity from 2,000 to 6,000 patients.
LCCG - 2nd on-call
Telehealth additional capacity for C&M
Telehealth additional LCCG capacity recurrent revenue costs
BT WAQ computer software license costs
Total Community
Revitalise - PHB Respite
Discharge Costs re £1.3bn - PHB Respite Care - alternative care package
LCCG Hunter Street Swabbing Hubs
MLCSU - COVID-19 CHC Staff support costs
Discharge Costs re: £1.3bn - various CYP packages
Personal Health Budgets (PHB) PPE costs
Interpreter - for virtual CHC review
Discharge Costs re: Nurse Assessments
CHC remote management of patients
Total Continuing Care
MENCAP - Support for 12 vulnerable LD service users with IT.
Samaritans - telephone crisis support
Xenzone - Additional KOOTH children and young people capacity
AMHP (Approved Mental Health Professional) assessments
Cygnet Health - increased independent sector costs
Total Mental Health
GP letters to vulnerable patients
Installation of perspex screens - Various GP Practices
LNA Leadership team working
Incident Response Team skeleton staff Easter Bank Holidays
LCCG Hunter Street Swabbing Hubs
Discharge Costs re: £1.3bn - Hospital Discharges
Additional security at community premises
NHSPS - IT installation costs to increase Croxteth HC capacity
Disabilities Trust
Total Other Programme
SMS text messaging service (GP Practices)
Primary Care 24 - Out of Hours
CCS Media Ltd & EMIS - GPIT Laptops
Bluetooth Headset Costs
GP letters to vulnerable patients
GP Practices - PPE
LCCG Hunter Street Swabbing Hubs
GP Practices - Bank Holidays
GP Practices - Digital / IT
GP Practices - Medical Equipment
GP Practices - Cleaning / Cleaning Products
GP Practices - Misc / Sundries
Primary Care 24 - Deceased Management Service
Various Pharmacies - Medicines Optimisation - End of Life care.
Additional Bandwidth to support Covid-19 response
GP IT Revenue costs
Asylum - Health Assessments
BT WAQ computer software license costs
GP Practices - COVID-19 Overtime costs
GP Practices - COVID-19 Sickness Cover
LUFTH -Asylum Health installation of shelter to support TB vaccinations
Choose & Book Team - response to increased demand
GP Practices - Supporting General Practice Fund
GP Practices - Additional Flu Expenditure
EMIS - Community access to Spine
Total Primary Care
LCCG - 2nd on-call
SMR Social - facebook ad campaign - COVID-19
LCVS support to Shielding vulnerable patients.
Incident Response Team skeleton staff Easter Bank Holidays
Training Courses - Virtual Minute Taking and Chairing
LCCG Hunter Street Swabbing Hubs
Coronavirus Communications & Engagement
Additional BI costs in support of Covid response.
Total Running Costs
TOTAL COVID-19 COSTS

Year-to-Date
Month 09
£000
4.9
677.5
0.1
353.4
535.2
1.1
1,572.3
6.0
18.6
0.8
36.0
6.6
10.5
0.1
330.0
442.8
851.3
4.0
11.0
99.7
0.4
1.8
116.9
0.2
93.3
7.2
1.3
477.1
19,055.9
1.3
3.6
7.1
19,646.9
201.0
58.6
154.9
17.8
19.8
86.6
0.8
643.1
2.4
18.0
56.7
24.8
3.9
33.0
51.3
1.5
15.9
63.1
44.8
14.9
3.3
1.1
0.0
0.0
0.0
1,517.2
1.3
15.0
81.0
6.8
0.2
5.3
43.0
4.2
156.8
23,861.3

Jan-21
Actual
£000

0.0
0.0
0.0
0.0
44.6
0.0
44.6
0.0
2.0
0.0
0.0
0.0
0.0
0.1
110.0
236.5
348.6
0.0
0.0
(31.2)
0.0
0.0
(31.2)
0.0
0.0
0.0
0.0
54.5
(305.2)
0.0
0.0
0.0
(250.7)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
1,475.0
16.6
3.6
1,495.2
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
1,606.4

Year-to-Date
Month 10
£000
4.9
677.5
0.1
353.4
579.8
1.1
1,616.8
6.0
20.6
0.8
36.0
6.6
10.5
0.2
440.0
679.3
1,199.9
4.0
11.0
68.5
0.4
1.8
85.7
0.2
93.3
7.2
1.3
531.6
18,750.7
1.3
3.6
7.1
19,396.2
201.0
58.6
154.9
17.8
19.8
86.6
0.8
643.1
2.4
18.0
56.7
24.8
3.9
33.0
51.3
1.5
15.9
63.1
44.8
14.9
3.3
1.1
1,475.0
16.6
3.6
3,012.4
1.3
15.0
81.0
6.8
0.2
5.3
43.0
4.2
156.8
25,467.8

Full Year Forecast
£000
4.9
677.5
0.1
353.4
716.4
1.1
1,753.4
6.0
24.6
0.8
36.0
6.6
10.5
0.2
539.0
1,432.5
2,056.1
4.0
11.0
68.5
0.4
1.8
85.7
0.2
93.3
7.2
1.3
640.5
22,943.5
1.3
3.6
7.1
23,698.0
201.0
58.6
154.9
17.8
19.8
86.6
0.8
643.1
2.4
18.0
56.7
24.8
3.9
33.0
51.3
1.5
15.9
63.1
44.8
14.9
3.3
1.1
1,475.0
16.6
3.6
3,012.4
1.3
15.0
81.0
6.8
0.2
5.3
42.1
4.2
155.9
30,761.4

KEY MESSAGE

Liverpool CCG has incurred COVID-19 costs totalling £25.47m during the first ten
months of 2020/21.
COVID-19 costs totalling £1.61m were incurred during January 2021, which includes
payments under the Supporting General Practice Fund and Remote Management
of Patients. Hospital Discharge Programme costs have been revised following the
receipt of the latest activity and finance data from MLCSU/LCC.
All COVID-19 cost proposals are considered by SLT before schemes are advanced.
Capital expenditure requires prior approval from NHSE before any costs are
incurred.
£1.61m of costs have been incurred to date in support of increased Telehealth
capacity for Liverpool and the wider Cheshire and Merseyside system.
Hospital discharge costs total £19.22m at the end of January 2021, based on latest
available data, of which £9.71m has been incurred post M06 for which additional
funding of £7.47m has been made available to date, with the balance of £2.25m
due to the CCG. Full Year costs of £23.51m are forecast with total additional
funding of £6.45m anticipated from NHSEI.
GP Practices have submitted claims for reimbursement of their directly incurred
additional COVID-19 related costs totalling £2.38m to date (including the
Supporting General Practice fund). Additional costs of £0.47m have also been met
by the CCG in support of GP communications with patients, installation of perspex
screens in GP premises and the provision of Laptops to GP practices.
The CCG has received COVID-19 funding of £13.09m in respect of costs incurred
during April to September. Additional national funding of £7.47m has been
received to date, with a further £2.25m expected from NHSE in respect of Hospital
Discharge Programme (HDP) costs incurred M09 to M10.
COVID-19 costs of £30.76m are forecast for the year. Specific COVID-19 and HDP
funding of £20.55m has been received to date, with further HDP funding of £6.54m
anticipated from NHSEI.

4. Statement of Financial Position
Statement of Financial Position

0

Movement
£000
0

14

1,062

1,047

Other Current Assets

14,143

131,284

117,142

Total Current Assets

14,157

132,346

118,189

TOTAL ASSETS

14,157

132,346

118,189

Accounts Payable / Accruals

57,502

93,315

35,813

Total Current Liabilities

57,502

93,315

35,813

Retained Earnings incl. In Year

(43,345)

39,031

82,376

Total Taxpayers Equity

(43,345)

39,031

82,376

14,157

132,346

118,189

Total Non-Current Assets
Cash

TOTAL EQUITY + LIABILITIES

31-Mar-20
£000
0

31-Jan-21
£000

Key Messages
Cash - Cash balances are expected to be at minimum levels at the financial yearend. Throughout the year, CCGs are required to maintain month end cash balances
at no more than 1.25% of cash draw down for the month. The January month end
cash balance of £1.06m represents 0.82% of the £129.1m draw-down for the
month and is within the cash target.
Other Current Assets - have increased by £117.1m in-year to a value of £131.3m at
31st January 2021. Current assets includes LCCG's monthly pre-payment of NHS
Trust / FT's block contracts amounting to £55.3m per month, together with the
C&M Health Care Partnership hosted System funding prepayments of £50.9m.
These pre-payment are in accordance with NHSE/I cash management guidance and
is to assist NHS Providers with cashflows and to facilitate the prompt payment of
creditors during the current COVID-19 response.
Accounts Payable / Accrued Expenditure - has increased by £35.8m in-year to a
value of £93.3m at 31st January 2021, which includes an increase in liabilities with
Liverpool City Council of £16.9m reflective of the Covid Hosital Discharge
Programme payment arrangements and pending Health Care Partnership payments
totalling £10.7m.
Retained Earnings - has changed from -£43.3m to +£39.0m at 31st January 2021.
The movement reflects year-to-date financial performance, plus / minus
movements in working capital balances. The additional drawdown of cash in April
to double up on NHS provider block payments (April & May's blocks paid over in
Apr-20) and the Cheshire & Merseyside system payments being paid monthly in
advance has significantly impacted on Total Taxpayers Equity.
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5. Better Payment Practice Code
BPPC - 1st April 2020 to 31st January 2021

Total Number of
Invoices Paid

Total Paid within
Target

Compliance
% age

Value Paid within
Target
£000
861,106

Compliance
% age

97.1%

Total Value of
Invoices Paid
£000
861,589

NHS

1,924

1,869

NON NHS

13,029

12,800

98.2%

191,792

186,455

97.2%

Better Payment Practice Code

Target

M01
YTD

M02
YTD

M03
YTD

M04
YTD

M05
YTD

M06
YTD

M07
YTD

M08
YTD

M09
YTD

M10
YTD

Performance by Volume – NHS

95%

94.7%

95.3%

95.9%

96.5%

96.8%

96.9%

97.1%

97.3%

97.3%

97.1%

Performance by Volume - Non-NHS

95%

98.1%

98.0%

98.1%

98.0%

98.2%

98.3%

98.3%

98.3%

98.2%

98.2%

Performance by Value – NHS

95%

99.9%

99.9%

99.9%

99.9%

99.9%

99.9%

99.9%

99.9%

99.9%

99.9%

Performance by Value - Non-NHS

95%

95.7%

97.3%

98.3%

98.4%

98.6%

98.7%

98.7%

97.1%

97.1%

97.2%

99.9%

M11
YTD

M12
YTD

KEY MESSAGES

Under the Better Payment Practice Code (BPPC), CCGs are expected to pay 95% of all creditors within 30 days of the receipt of a valid invoice.
The year to date BPPC performance are all compliant with target. Cumulative performance for the volume of NHS invoice paid in compliance with the standard
now stands at 97.1%, NHS value 99.9%, Non NHS volume 98.2% and Non-NHS value 97.2%.
The April 2020 BPPC performance for NHS volume at 94.7% compliance was two invoices short of the target for the month. It should be noted that it is the
cumulative BPPC performance that the CCG is required to report in its Annual Accounts and the CCG's cumulative performance exceeds this target.
January's performance for NHS volume (95.5%), NHS value (99.9%) Non-NHS volume (98.4%) and Non-NHS Value (98.8%) all exceeded the BPPC target for the
month.
The BPPC target of 95% compliance for the 2020/21 financial year is expected to be achieved. Cashflow forecasting informing the monthly cash drawdown will
remain critical to delivering future BPPC compliance, together with operational staff engagement in reviewing and authorising valid invoices in a timely manner.
The CCG is required to publish its BPPC performance in its Annual Report and Accounts each year.
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7. Conclusion
The CCG’s expenditure plan for 20/21 M7-12 exceeded available resources by £8.3m resulting in a
corresponding plan deficit (based on available info at M7)
Updated information as at Month 10 has resulted in a reduction in forecast deficit to £3.1m(after
assumptions regarding Hospital Discharge Programme and Independent Sector funding)
Cheshire & Merseyside provider and commissioner finances continue to be scrutinised by NHSEI
and the Health Care Partnership given that current expenditure forecasts exceed the System
resource envelope.
The Performance & Quality Committee is asked to note the contents of this report.
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Status of these minutes (check one box):
Draft for Approval:

☐

Report to:

Governing Body

Formally Approved:

☒

Meeting Date:

9 March 2021

MINUTES OF THE MEETING OF

AUDIT AND RISK COMMITTEE
Date:

Tuesday 22 September 2020

Venue:

SKYPE Conference Call

Name

Time: 2:30pm

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

Present:
Sally Houghton (SHO) – Chair
Helen Dearden (HDE)
Cathy Maddaford (CMA)
David O’Hagan (DOH)

Lay Member for Audit
Lay Member for Governance
Non-Executive Nurse/Lay Member
GP Director

In Attendance:
Val Attwood (VAT) (for Item H1)
Mark Bakewell (MBA)
Gary Baines (GBA)
Stephen Hendry (SHE)
Sallyanne Hunter (SHU)
Barrie Morris (BMO)
Michelle Moss (MMO)
Nigel Woodcock (NWO)
Debbie Richardson (DRI)

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

Apologies Received:
Jan Ledward (JLE)
Carole Hill (CHI)
Georgia Jones (GJO)
Carol Rogers (CRO)
Becky Tunstall (RTU)

Chief Officer
Director of Strategy, Communications & Integration
Senior Audit Manager; External Audit, Grant Thornton
Lay Member for Public & Patient Involvement
Deputy Chief Finance Officer

ISSUES CONSIDERED
2020

A1
1.
2.

3.

A2
4.

A3
5.

WELCOME
SHO welcomed those present to the meeting, noting that business would be conducted on
the assumption that members had read all papers ahead of the meeting.
SHO informed members that as a consequence of the private session held prior to the
meeting the internal and external auditors would be offering training sessions for the
benefit of new members.
Also as a consequence of the private meeting HDE and SHO would discuss better ways
to challenge the risk management process.

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

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than those
already listed on the LCCG register. None of those listed on the register were pertinent to
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the discussions at the meeting. MBA noted dual roles with Liverpool and Knowsley
CCGs.

A4
6.

A5
7.

MINUTES OF THE MEETING HELD ON 7 JULY 2020.
The minutes of the previous meeting held on 7 July 2020 were accepted as an
accurate record.

ACTION LOG
The action log was discussed with the following points made:
a) Item 1 was complete and published.
b) Item 2; the A&E delivery board had only recently recommenced and this
would be brought back to the next meeting;
c) Item 3 had been developed and was to be trialed at the November Governing
Body (GB) meeting, completed.
d) Item 4 was resolved with all forms submitted electronically.
e) Item 5 was on the meeting agenda. Those submitted via the new system had
been assessed and RAG rated. A large number of staff were yet to declare
and automated email prompts were being sent. Work was underway with line
managers to follow this up. HDE queried the poor response and was informed
that the reason behind this was unknown. It was agreed to raise the issue with
Senior Leadership Team (SLT) asking leads to chase in their areas as it was
compulsory for staff to complete it.
f) Item 6 was almost complete with 99% of documents ready. This had been an
extensive piece of work. It was suggested that circulating the list of policies to
members would be helpful.
g) Item 7 was complete with information circulated previously to heads of
services.
h) Items 8, 9 and 10 were completed and had been ratified by Governing Body
and uploaded to the CCG website.
i) Item 11 was complete with the session held the previous week.
j) Item 12 was complete with the risk listed as a generic risk and not specific to
the command and control situation. Allocations were being adjusted non
recurrently and top ups had been received. Some information regarding the
proposed arrangements for months 7 to 12 had been provided and was being
worked through.
k) Items 13 and 14 were the same task worded differently and completed with
templates circulated.
l) Item 15 was complete.
Action

Recommendations approved by the
committee, namely:
• Note the Audit and Risk Committee Action Log
Further actions required:
• Update action log in line with discussions;
• Promote completion of declarations of
interest for all staff at SLT;
• Circulate list of policies for governance to
ARC members;

B
8.

COMMITTEE EFFECTIVENESS
No items.
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Lead

Timescale

D Richardson;
S Hendry;

ASAP;
ASAP;

S Hendry;

Dec 20

Status

Complete;
On agenda for
Dec 20 ARC;
On agenda for
Dec 20 ARC;

C

GOVERNANCE

C1

FOLLOW UP DISCUSSION AFTER GOVERNING BODY DEVELOPMENT
SESSION

9.

SHO referred to the recent Governing Body development session where the Governing
Body Assurance Framework (GBAF) was discussed.

10.

HDE reported that she was left unclear where things were up to following the session.
Long term objectives were available but it was not obvious where these were broken
down into short and medium term operational plans for delivery and what the risks around
these were. There was a need for a short term overlay with the strategy imposed upon
the CCG by NHSE there was a disconnect between the short term strategy and long term
aims.

11.

SHO supported this view stating that the command and control concerns covered the next
six months and the short term objectives fed into the long term strategic plan. NHSE were
telling the CCG what it required to be delivered in the short term which may have been
different from what the CCG wanted to achieve in the long term. Consideration needed to
be given to the risks involved where the two plans did not match up.

12.

MBA remarked that this was a good point and under normal circumstances the CCG
would investigate how it could achieve what it wanted to achieve but these were not
normal circumstances. It had done a good job with the approach taken given the limited
control it had.

13.

HDE agreed that the CCG was not in control saying it was a very strange situation and
members did not have a long term view.

14.

SHE noted that regardless of the command and control situation the CCG still had
statutory liabilities and was in a high interest with low influence situation and it needed to
comply in the long term. A map detailing strategic objectives and the areas covered with
risks involved would be included in the 2021/22 version of the GBAF to highlight
committee ownership of relevant risks for Governing Body.

15.

HDE agreed with the caveat that an operational plan was required to support this and it
was not yet clear what the operational plan was as it was not visible.

16.

SHO asked if phase 3 planning status had been provided yet to which MBA responded
that normally the CCG would have a coordinating commissioning role and would be able
to say providers were not providing in line with contractual requirements however this was
not the case currently. The CCG had just submitted a narrative and a financial return was
due in early October for months 7 to 12. A place based narrative had been requested and
the CCG was trying to respond to the aspects of phase 3 recovery of which 60-70% was
for providers to deliver services. From a CCG perspective there was very little it was
directly responsible for and it was for the system to respond to using the Cheshire and
Mersey lens; looking at local place based inequalities and it was really unclear where work
was coming together to make things work for the next 6 months.

17.

SHO commented that the committee needed to agree what it wanted to take forward and
it would be helpful if SLT were told that Audit Committee was asking for clarity on the
operational plan for the rest of the year.

18.

DOH commented that it was important to be clear what the lead was going to be saying;
there were always difficult tasks being asked of the senior leadership team and Governing
Body members were aware that the team were good and could manage difficult tasks.
This was more evident at the moment. While members were aware they were not asking
SLT to complete an easy task as a Governing Body of non-executives there was a need
to ask what the plan was as the Governing Body should know and it appeared that it did
not.
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Action
Recommendations approved by the
committee, namely:
• Note the discussion.
Further actions required:
• SHO and HDE to discuss Risk Register and
operational plan;
• Alert SLT that ARC members were
questioning the strategic plan for the
remainder of the year.

Lead

Timescale

Status

S Houghton /
H Dearden

ASAP

On agenda for
Dec 20 ARC;

M Bakewell

ASAP

On agenda for
Dec 20 ARC.

C2
•
•
•

INTEGRATED RISKS REPORT UPDATE
GBAF update
CRR update
FRR update

19.

SHE reported that the Corporate Risk Register (CRR) had been presented to the
Governing Body in September and had since been updated. There were no new issues
with 4 risks added, 3 of which were linked to Covid and the 4th being EU exit.

20.

Following a directive from NHSE the EU exit strategy group had been set up again to
revisit the strategy and an initial meeting had been held. Risks were being reconsidered
in light of Covid and the issue was visible again for GB members.

21.

SHO commented that the register looked good and when viewed through the pandemic it
was evident that business as usual continued where possible.

22.

DOH stated that it was a dynamic document that was continuing to evolve.

23.

CMA remarked that it would be helpful to include the responsibilities of the relevant
committee with regard to the risk listed to enable understanding of how the committee
could use the risk register and GBAF to provide assurances that mitigations were in place.

24.

SHE responded that the GBAF had a top down direction to influence committees and
operational directions.

25.

SHO commented that the Fraud Risk Register (FRR) did not seem to have been updated
and could members be confident this was being revisited; where was it reflected into the
risk register asking about the process to ensure risks were captured on the FRR.

26.

MMO stated that the FRR had been reviewed and risks were highlighted within the FRR.
The FRR conformed to NHS standards with confidence that the CCG was compliant.

27.

SHE reported that MMO brought risks in and fed them through to relevant committees
within the risk management framework. It was noted that all risks listed on the FRR were
generally at a low level. The Corporate Governance team had recently recruited to a
vacancy within the team which would make a difference in working through this work. The
post was an internal secondment until March 2021.
Action

Recommendations approved by the
committee, namely:
• Satisfy itself that current process for ensuring
the effectiveness of control measures and
the progress of action plans provide
reasonable / significant internal assurance;
• Note the three new additions to the
Corporate Risk Register for September 2020
and;
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Lead

Timescale

Status

• Note the proposed process to develop the
Governing Body Assurance Framework for
2020/21 post October 2020.
Further actions required:
• None identified

D

FINANCIAL FOCUS

D1

REVIEW RISKS AND CONTROLS AROUND FINANCIAL MANAGEMENT

28.

MBA confirmed that the risks and controls around financial management were a repetition
of previous years. The CCG had a well-structured and evidenced approach to financial
management and control with good responses externally. Despite Covid the plan had
stood up to the test this year.

29.

There was work to be done on a month by month basis and the paper gave assurances of
financial management and control. The team did discuss issues at length with an internal
focus approach and there was no real change.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the review undertaken of financial
management risks and controls and actions
in place to support required improvements
Further actions required:
• None identified

D2
30.

REVIEW ANY CHANGES TO PROCEDURES OR STANDING
ORDERS/INSTRUCTIONS REQUIRED BY COVID19
MBA confirmed that no changes to procedures or standing orders and/or instructions were
required as a result of Covid.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the update.
Further actions required:
• None identified

D3

COVID19 DECISION LOG

31.

MBA reported that using the decision log had been a helpful process. SLT had met daily
for quite a while initially although it had been stood down to some extent now. None of
the decisions made were outside the Scheme of Reservation and Delegation and it was
important to evidence any and all decisions made should the organisation be audited for
Covid spend at a future point.

32.

MBA believed the strength of internal scrutiny led to the CCG successfully receiving the
income it had asked for as it could justify why it was asking for funding on each request. It
was believed that some local colleagues had been challenged and the decision log
showed a good thought out process articulating the decisions made and the CCG felt
trusted by NHSE.

33.

NWO reported that he had seen a decision log in one other CCG.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the decisions approved by the Senior
Leadership Team during the COVID period.
• Note that formal committees have now
reconvened and decision making processes
have returned to Business as Usual.
Further actions required:
• None identified

D4
34.

LIVERPOOL CCG LOSSES AND SPECIAL PAYMENTS
MBA confirmed that there were no losses and special payments to report at this point.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the verbal update.
Further actions required:
• None identified

E

INTERNAL AUDIT

E1

REVIEW INTERNAL AUDIT PROGRESS REPORT

35.

NWO delivered an update on the Internal Audit Progress Report noting that work was now
moving forward after a quiet period during quarter one due to attention being focussed on
the COVID19 response. Audits in primary care, finance and emergency planning were
underway and the terms of reference for work plans moving forward were agreed around
conflicts of interest, key financial systems and the GDPR review.

36.

A monthly internal audit insight report was circulated to key personnel which was a new
form of communication since the pandemic.

37.

SHO noted that the report mentioned that due to Covid a full audit plan may not be
completed within the year and so items needed to be prioritized in order that the
compulsory items were concentrated on to inform the audit opinion.

38.

NWO agreed stating that this was structured within appendix A2 of the report.

39.

GBA informed members that reference to insufficient audit work being done to inform the
annual opinion is a national statement that was included and it was not anticipated that
the CCG would be in that position. The CCG currently had one area listed as amber as it
had lost quarter 1 but this had since picked up and although caution was required MIAA
was comfortable with where the CCG was situated

40.

HDE asked if from a management team perspective the CCG was comfortable it had the
resource to respond to which MBA stated that there would inevitably be issues due to
remote working but the CCG and MIAA had a good working relationship and it was hoped
they could deal with any challenges.
Action

Recommendations approved by the
committee, namely:
• Note the content of the report;
Further actions required:
• None identified
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Lead

Timescale

Status

E2

REVIEW INTERNAL AUDIT RECOMMENDATIONS FOLLOW UP REPORT

41.

NWO reported on progress with the Internal Audit recommendations stating that progress
continued on the report with 7 recommendations implemented and completed; 6 partially
implemented with thanks to SHU for facilitation behind the scenes. When compared to
other organisations the CCG was in a good place with positive progress being made.

42.

SHO commented that the report included some actions for Ian Davies and these needed
to be updated. Also one item listed as partially implemented pending Primary Care
Committee evidence which was included within the constitution which was available online
and was complete.

43.

Actions for MBA and SHE were on track for completion with SHE reporting that the new
Declare system for recording staff interests would be automated with an audit trail which
would make it easier to performance manage once it was completed

44.

Conflict of Interest Quarterly returns for NHSE had not been requested and NWO agreed
to check how this would impact on the end of year audit. In terms of national guidance
this was what the return was based on and if it had been relaxed this would be reflected in
the opinion.

45.

SHO asked about progress with the Ulysses system and SHE clarified that this was
around complaints and incident management in the form of an electronic risk
management system. There were some issues as it had not done what had been
anticipated but these had been resolved to some extent. Further work was to be carried
out as problems had made it not fit for purpose however this had not impacted on
processes.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the report
Further actions required:
• None identified

E3
46.

E4
•
•

•

CONSIDER IF FURTHER DISTRIBUTION OF INTERNAL AUDIT REPORTS IS
REQUIRED
There were no internal audit reports for consideration or further distribution.

RECEIVE RESULTS OF MIAA COVID-19 SUPPORT BRIEFINGS
Governance considerations for Audit Committee Chairs
Governance and Procurement
Data Protection

47.

SHO reported on the MIAA Covid-19 support briefings which were brought to the
committee for review and comment. Audit committee comments were in response to key
governance considerations and they were the chairs view of activities the committee had
undertaken.

48.

A discussion took place regarding what was expected in terms of answers to questions
asked and clarity as some could be easily responded to while others were more vague.
This will be brought out in the committee chairs template which will enable chairs to
communicate what the committee needs.

49.

MBA commented that the briefing note was helpful as a sense check of what a good
response could look like and adding questions would add value. If the briefing stimulated
the thought process then that was a positive outcome. Comments could be taken forward
with a view to remedy in forthcoming months. Committees were not operating in normal
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circumstances and it was not good to overthink things. A robust system was in place with
80-90% of areas and the documents were to be used as a prompt.
50.

HDE agreed to reflect on it saying she would contact MBA if anything occurred to her and
it was already being addressed that committees didn’t report well to GB.

51.

It was noted that there was a strong internal process for Data Protection with a wellestablished IG steering group.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the reports
Further actions required:
• None identified

F

EXTERNAL AUDIT

F1

RECEIVE EXTERNAL AUDIT PROGRESS REPORTS

52.

BMO reported that the external audit was complete with the exception of the Mental
Health Investment Standard (MHIS) which was waiting for guidance from NHSE. Some
CCGs had received letters while others hadn’t.

53.

MBA reported that the CCG had not received anything to date although they had been
told that it is compliant. MBA will contact NHSE to progress this.

54.

BMO commented that value for money work was changing and where current practice
was to have a review of overall arrangements the National Audit Office were moving
towards focusing on governance arrangements and financial arrangements. It was
expected that the change would identify any weaknesses and draw conclusions looking
for evidence this would be based on and actions to be taken. The details were being
worked through with consultation underway on work to be done and when as there were
resourcing implications.

55.

Service review reports would look at sustainability tracking initiatives through
programmes.

56.

MBA commented that colleagues needed to recognise the change in approach and
language being used; often the operating plan delivered a degree or lack of flexibility and
this could be a different way of working. It was happening around us already.

57.

The national audit office is required to review its code of practice every 5 years to inform
value for money arrangements with costs calculated on work input with comments around
judgements auditors having to come up with bold statements. An additional power may
be that it includes a statement around ‘if CCGs fail to achieve a break even position they
must report to the Secretary of State’.
Action

Lead

Timescale

Recommendations approved by the
committee, namely:
• Note the report
Further actions required:
• None identified

G

COUNTER FRAUD

G1

REVIEW THE COUNTER-FRAUD PROGRESS REPORT
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Status

58.

MMO delivered the Anti-Fraud progress report for April to August 2020 highlighting the
Counter Fraud Functional Standard which was launched as a pilot in October 2018 and
formally published in June 2020 following an extensive trial period, where it has been
adopted in more than 100 public bodies, overseen by the Cabinet Office’s Counter Fraud
Centre of Expertise.

59.

In April 2021, all NHS organisations would be required to provide a return against the
Counter Fraud Functional Standard. The transition to the new standard will join the NHS
together with the wider public sector counter fraud community in a common approach
which was unclear as yet with further talks due to take place in January 2021.

60.

MIAA had circulated draft joint working protocols to the CCG’s Freedom to Speak Up
Guardian (FTSUG) and Fraud Champion. It was intended that these documents would
strengthen the overall process for raising concerns across the organisation.

61.

There had been no new allegations received within the period 01/04/2020 to 31/08/2020.
Two investigations carried forward from 19/20 were progressing.

62.

SHO commented that new standards had been brought in previously that were unknown,
the CCG had been marked as non compliant even though there was no way it could
comply with a new standard it knew nothing ab out and was this likely to happen again?
MMO said that this was not yet known; the team believed they had enough in place but
will confirm this as soon as possible.

63.

MBA thanked MMO for persevering with the fraud case which communicated the signal to
proactively seek out fraud. HDE asked how this would be communicated to the wider
CCG and was told once the sentence was passed it would be in the public domain and
communicated both internally and externally. Prosecuted cases can be publicized as a
zero tolerance approach.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• To review and note the content of the report.
Further actions required:
• None identified

G2
64.

NHS COUNTER FRAUD AUTHORITY CIRCULARS
The circulars were noted for information however SHO reminded members to raise
concerns if they felt anything further was required.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the reports
Further actions required:
• None identified

H

GOVERNANCE UPDATES

H1

SINGLE TENDER WAIVERS

65.

VAT delivered the report on tender waivers which covered July to August 2020. The CCG
has a duty to comply with its SFIs and standing orders with regard to procurement and are
governed by the procurement patient choice and competition regulations in England which
set out the regulations to be adhered to for healthcare; as well as the EU public contract

Page 45

regulations for non-healthcare and general purchases.
66.

The pandemic has had an impact on procurements with a number of procurement policy
notices being issued by the cabinet office which have had due regard to. There are
criteria built into the regulations which highlight when it is acceptable not to follow the
standard public contract regulations for reasons of expediency and continuity of service.
Due regard has been given to these with any decisions taken.

67.

During the period, LCCG has approved 2 tender waivers of which were reviewed by the
Senior Leadership Team during the COVID Pandemic. Additionally, the CCG has
considered the Procurement Policy Note – PPN01/20 ‘responding to COVID’ in
considering Waiver requests since the 01 April 2020.

68.

The CCG has made waiver documentation ‘controlled stationary’ in 2020/21 in order to
provide further assurance on compliance with process.

69.

In light of the COVID pandemic, the CCG continues to review the planned procurements
for 20/21 to determine the impact on timelines and plans and will report back to a future
committee should there be any further changes.

70.

Previously tender waivers were discussed at Finance and performance committee which
was stood down in April in order for the revised committee structure to operate with tender
waivers now being discussed at performance and quality committee.

71.

Performance and Quality committee will be reviewing procurements in light of Covid.

72.

SHO commented that the website content management original contract cost had doubled
and was this because the original request was not correct or had the size of the contract
grown. VAT responded that she did not know the full details however the intent was that
the practice level content management process would be passed back to individual
practices to manage in the longer term. The CCG learnt from this example as if it had
added an extension facility to the contract this addition would not be required. The
contract was to be extended by 12 months.

73.

SHO noted that the original work was taking twice as long and costing twice as much
which indicated the contract was either not specified properly or was not being managed
properly so was there a fault in the processes and procedures?

74.

VAT to investigate further and bring to the next meeting with a full cost break down.
Action

Recommendations approved by the
committee, namely:
• Note the list of procurement waivers from
01st July to 31st August 2020
Further actions required:
• Revisit content management request in light
of discussion;

Lead

V Attwood

H2

USE OF LCCG SEAL – Not used

H3

REGISTER OF INTERESTS UPDATE

75.

Timescale

Dec 20

Status

On Dec 20 ARC
agenda.

The register of interests was RAG rated and risk assessed. It was noted that there was
one risk highlighted as red which was being managed by the individuals line manager. A
flow chart of the process would be available for the next meeting.
Action
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Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the Register of Interests
Further actions required:
• Produce flow chart of management of risk;

S Hendry

Dec 20

On Dec 20 ARC
agenda.

H4

GIFTS AND HOSPITALITY REGISTER UPDATE - No updates

J1

ANY OTHER BUSINESS

76.

No other items of business were discussed. The meeting closed.
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In Attendance:
Val Attwood (VAT) (for Item H1)
Gary Baines (GBA)
Mark Bakewell (MBA)
Stephen Hendry (SHE)
Richard Houghton (RHO)
Sallyanne Hunter (SHU)
Georgia Jones (GJO)
Michelle Moss (MMO)
Fiona Ogden-Forde (FOF)
Catherine Stukley (CST) (for Item H1)
Becky Tunstall (RTU)
Nigel Woodcock (NOW)
Debbie Richardson (DRI)

Deputy Chief Contracting Officer, LCCG
Internal Audit - MIAA
Chief Finance and Contracting Officer
Head of Governance and Corporate Services
Corporate Services and Governance Manager
Deputy Head of Governance and Corporate Services
Senior Audit Manager; External Audit, Grant Thornton
Anti-Fraud Specialist, MIAA
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Senior Digital Transformation Lead. LCCG
Deputy Chief Finance Officer
Senior Manager, Internal Audit; MIAA
Committee Secretary

Apologies Received:
Carole Hill (CHI)
Charlotte Hinchcliffe (CHH)
Jan Ledward (JLE)
Barrie Morris (BMO

Director of Strategy, Integration and Communications
Head of Financial Services LCCG/KCCG
Chief Officer
Director, External Audit; Grant Thornton

ISSUES CONSIDERED
2020

A1
1.

A2
2.

A3
3.

WELCOME
Sally Houghton (SHO) (Chair) welcomed all those present to the meeting, noting that
business would be conducted on the assumption that members had read all papers ahead
of the meeting. Fiona Ogden-Forde, Governing Body member was welcomed as an
observer to the meeting and Richard Houghton who was new to the committee.

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

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than those
already listed on the LCCG register. MBA and RTU noted dual roles with Liverpool and
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Knowsley CCGs.

A4
4.

A5
5.

MINUTES OF THE MEETING HELD ON 22 September 2020.
The minutes of the previous meeting held on 22 September 2020 were accepted
as a true reflection of the meeting with the following amendments:
•
Point 18 amended to read: ‘DOH commented that it was important to be
clear what the lead was going to be saying; there were always difficult
tasks being asked of the senior leadership team and Governing Body
members were aware that the team were good and could manage
difficult tasks. This was more evident at the moment. While members
were aware they were not asking SLT to complete an easy task as a
Governing Body of non-executives there was a need to ask what the plan
was as the Governing Body should know and it appeared that it did not.’
•
Point 72 amended to read: ‘…however the intent was that the practice
level content management process would be passed back to individual
practices to manage …’

ACTION LOG
The action log was discussed with the following points made:
•
Item 1 remained ongoing.
Item 2 was almost complete with one outstanding work plan.
•
•
Item 3 was complete.
•
Item 4 was ongoing with governance routes being checked and almost
complete.
•
Item 5 was complete with a meeting taking place on 13th October and a
paper produced and on the GB agenda.
•
Item 6 was complete and on the GB agenda for January 2021.
•
Item 7 was on the meeting agenda. Item subsequently closed.
•

Item 8 was ongoing. The chart would be circulated to members within the week
for agreement virtually.
Action

Recommendations approved by the
committee, namely:
• Approve the minutes of the previous
meeting;
• Note the action log.
Further actions required:
• Update the minutes of the previous meeting
in line with the discussions;
• Update the committee action log in line with
the discussions.

B
6.
7.

8.

9.

Lead

Timescale

Status

D Richardson

ASAP

Completed

D Richardson

ASAP

Completed

COMMITTEE EFFECTIVENESS
SHO asked members for any comments regarding the work plan stating that it was a work
in progress and would be updated constantly throughout the year.
CMA queried whether organisational change and transition should be listed on the plan
from an audit point of view given the national direction towards a revised CCG regional
structure. MBA felt this was a good point and when more was known regarding how the
future direction would look then it could be added at that point.
MBA stated that there was to be a consultation period in January 2021 and more
assurance around the transition process and the direction the CCG would be likely to be
heading in would be available.
Members agreed to add the issue of transition to another organisation yet to be
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10.

11.

12.

determined to the work plan on an ad hoc basis for discussion as and when it was
required.
The Terms of Reference (TOR) were discussed with SHO mentioning a previous
discussion when the suggestion of increasing quoracy was raised. SHE informed
members that as the committee was a statutory committee, changes would need to be
agreed through the formal process of amending the constitution. Members agreed to
remain with what was in place for now and if it became problematic this could be
reconsidered.
DOH asked if a potential log of changes to the constitution was kept to inform any future
reviews. SHE responded that issues were recorded in the minutes and action logs from
the meetings and these were retained and reviewed when the constitution was reviewed.
SHE informed members that the TOR would be reviewed annually by Governing Body
with all committee TORs considered together to ensure consistency. Any significant
changes required in the interim would be considered on an ad hoc basis. Members
agreed to accept the TOR as they were.
Action

Recommendations approved by the
committee, namely:
The committee is asked to:
• Note the updated work plan and the
committee TOR.
Further actions required:
• add transition to another organisation yet

Lead

S Houghton

Timescale

Feb 2021

to be determined to the work plan on an
ad hoc basis;

C

Status

On ARC agenda
Feb 21.

GOVERNANCE

C1
13.

POLICY AND PROCEDURE FOR RISK MANAGEMENT
SHE commented that the approval of the Policy and Procedure for Risk Management was
not in line with the Audit Committee work plan dates and the work plan would be adjusted
to realign this. A revised Policy and Procedure for Risk Management was presented to
the July 2020 ARC. The GBAF will be updated; the process is underway with SLT leads.
The updated GBAF will go to the January Governing Body meeting.
Action

Recommendations approved by the
committee, namely:
The committee is asked to:
• Note the update
Further actions required:
• Updated GBAF to go to GB in Jan 2021;

Lead

S Hendry

Timescale

Jan 2021

Status

Completed – on
GB agenda Jan
21.

C2

REVIEW OF GOVERNING BODY ASSURANCE FRAMEWORK; CORPORATE
RISK REGISTER; FRAUD RISK REGISTER

14.

The GBAF update process was underway with a revised GBAF and CRR to be presented
to GB in January 2021.
DOH noted that the FRR looked comprehensive. DOH asked were new items marked blue
in the GBAF and did it include COVID19 and EU transition related risks? SHE responded
that it did not include EU transition related risks although perhaps it should; this would be
discussed in the development session in February in the context of the likelihood of risk
changing in the new financial year noting that plans change with regard to the EU which
were not yet known.
Risk appetite would need more discussion in February with SHO commenting that this
should be kept under consideration and review.

15.

16.
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17.

18.

19.

20.

DOH noted that some mitigations listed on the risk register were out of date and SHE
reported that the risk register would be updated for GB in January. It was a reflection of
capacity as the team had been down by one member since June and this person had
recently been replaced. The risk register was last updated in October.
HDE asked if SLT took responsibility for their elements of the risk register saying
ownership was needed to progress risks. SHE commented that SLT do take both the risk
register and the GBAF seriously however, as the committee had reflected there had been
difficulties during the pandemic response and some catch up had occurred; business as
usual had not stopped but additional work had been added. Colleagues were aware and
action on risks was taken but the documentation was not always up to date.
DOH commented that EU exit was very up to date noting that he felt it was important to
have an SLT member on the committee to feed back the view of how things were and had
been operating. MBA responded that it would be helpful to know which items colleagues
would like assurances on with DOH citing CO77 (Under the ‘Quality and Safety’ heading);
the creation of the incident room, use of Skype for business, superficial changes to day to
day operation, discharge planning; clarity of meaning was required which was difficult
when goalposts were being moved constantly.
CMA commented that it would be helpful to know when exactly the risk registers were
updated; was it for every committee or just for GB? Then colleagues could be clear when
looking at action points and it would save the team from frequent updating. SHE reported
that the CRR was within the remit of GB and updated for GB. Audit and Risk Committee
(ARC) reviews the process behind it so looked at the process not the actions.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Satisfy itself that current processes for
ensuring the effectiveness of control
measures and the progress of action plans
provide reasonable / significant internal
assurance;
• Note receipt of the updated HR &
Remuneration Committee and Fraud Risk
Registers;
• Note the progress of the Governing Body
Assurance Framework for 2020/21 from
November 2020.
Further actions required:
• None identified

C3

RECEIVE AND REVIEW THE RISK REGISTER FROM THE REMUNERATION
AND HUMAN RESOURCES COMMITTEE

21.

HDE presented the Risk Register from the Remuneration and Human Resources
Committee (RemHR) noting that it was helpful on a rotational basis to give members a full
picture of risk identified and how these were being managed.
The register was a ‘live’ document which was constantly updated and reviewed with the
version being discussed a draft of the version to be presented at RemHR committee the
following week.
Risks were considered at every meeting of RemHR looking at how risks were identified,
consideration of local and national requirements and statutory legislation and their impact
on objectives, along with horizon scanning for how the risks feed into other areas and
committees such as HR related fraud risks.
From an assurance perspective the RemHR committee reviewed risks quarterly with a
view to escalate risks as appropriate although there had not been a requirement to do this
to date. There were a broad mix of risks covering absence, training, and fraud amongst
others with HDE commenting that she felt it covered all aspects necessary which could
potentially stop the organisation from achieving its objectives from a HR perspective.

22.

23.

24.
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25.

26.

27.

28.

29.

30.

31.

32.

SHO commented that it was useful to have sight of the risk register as it helped the Audit
and Risk Committee (ARC) to look across the work of other committees to see emerging
themes. RHO’s role was to look at committee work and risk registers to see if themes
were emerging. An obvious risk for the RemHR risk register was the impact of change
and potential loss of talent when the organisation underwent the transition that was
forthcoming.
HDE commented that this was a good point and having the oversight across committees
would be beneficial in spotting themes in general. It was good to have a rolling review
giving general assurance across risk management showing how the organisation linked
together giving overall insight and this was a developing process.
CMA reported that she found it very helpful to look at the RemHR risk register as chair of
Performance and Quality Committee noting that it helped chairs to work together. Risk
HR07 was listed twice in error.
DOH agreed with CMAs comment noting that a lot of work went into the RemHR risk
register and chairs were more involved and this was evident. This was relevant to the
CCG objective to ensure maximum value for CCG resources and DOH asked if it was
possible to include costs to describe the financial impact stating that all risks affected
finance but the register didn’t look at the financial impact so colleagues could not see the
benefit or not of increasing or decreasing available resources.
MBA responded that this was a good point; there was a requirement to gain assurance
from processes to ensure the staffing resource reduced turnover along with sickness while
encouraging staff to feel valued and motivated. It was a challenge to describe the value of
this in financial terms however it would be considered although the risk register followed
national guidance and financial details were not a requirement at this point.
SHO suggested a refinement regarding objectives perhaps with a built in ‘sub objective’
which linked to a business plan describing what was hoped to be achieved while
articulating the objective succinctly? Members agreed that this (define objective and risk)
could be discussed at the February development session.
CMA enquired if SLT leads would be invited to the February development session to give
the opportunity to share the learning. SHO agreed that SLT leads would be invited; SHE
would action this.
SHR informed members that any change of format to the risk register would be
implemented from the new financial year. The CCG was also looking at new software for
Risk Management which may help here too.
Action

Recommendations approved by the
committee, namely:
The Committee is asked to:
• To note the contents of the report.
Further actions required:
• Define objective and risk to be discussed

at the February development session
with SLT leads invited to attend session
to give the opportunity to share learning.

C4
33.
34.

35.

Lead

S Hendry

Timescale

ASAP

Status

On ARC agenda
Feb 21.

CONFLICT OF INTERESTS AUDIT
SHE presented the updated Conflicts of Interest (CoI) Policy noting that there had been
no changes to statutory guidance and just minor updates as advised by MIAA.
Members sought clarity on the frequency of review and the change to the Head of
Contracts, Procurement and BI role both of which were to be updated within the policy
prior to publication. SHE agreed to circulate the revised copy to members for agreement
prior to publication.
SHO commented that in September NHSE had not asked for returns as it usually did as
part of its annual data collection cycle and had it requested the information since then?
SHE reported that no data had been requested in relation to conflicts of interest to date
however the CCG was not the only organisation in this situation. SHE agreed to attempt
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36.

37.

to find out what will happen by the end of the financial year and for an entry to be included
in the AGS.
GBA commented that this was the case for other organisations and he would inform
members if anything changed. SHE reported that the data collection had taken place with
the data being held but not signed off. DOH pointed out that as a statutory organisation
the CCG could potentially still be held responsible for non-completion.
SHE noted that in parallel with the emergency planning process responsibilities had not
changed and the CCG was doing what it was supposed to do even when it was not asked
for it and making sure all information was updated and publicized.
Action

Recommendations approved by the
committee, namely:
The committee is asked to:
• Note the contents of the report;
• Agree that the policy changes are ‘non
material’;
• Approve the revised version of the CCG’s
Conflicts of Interest Policy as a corporate
policy for dissemination and publication.
Further actions required:
• Revise CoI policy in line with discussions
and circulate to members for agreement;
• Clarify what return was to be included in
AGS re CoI.

C5
38.

39.

40.

41.

Lead

Timescale

S Hendry

ASAP

S Hendry

Feb 21

Status

On ARC agenda
Feb 21;
On ARC agenda
Feb 21.

DETAILED FINANCIAL POLICIES UPDATE
MBA delivered the updated financial policies commenting that the updates were part of
the finance departments annual cycle of governance. There were eight Detailed Financial
Policies in place within the CCG. This was in addition to the system processes and
policies provided nationally.
The updates were:
• FIN01 Financial Ledger - Update to journal process (including payroll journals), due to
the changes in working environment, paper copies were no longer printed and
manually approved. Controls exist within the management accounts on reviewing
monthly spend against expected spend which provided additional assurance;
• FIN02 Treasury Management - There was no longer the option to process manual RFT
payments; this had been removed from the RFT Transfer section within 5.4.1 and 8.6
had been updated accordingly; Maximum Cash Drawdown (MCD) is now known as
Annual Cash Drawdown Requirement (ACDR).
• FIN03 Non Pay Expense - Updated Purchase Order limits in line with the European
Commission tendering thresholds; Update to access changes process, previously
stated approved by finance staff, this had been changed to line manager of employee
requiring the change or via the SORD amendment process if it impacted on approval
limits; Update to Section 7 - Supplier Set Up and Amendment, to clearly state the CCG
under no circumstances should authorise to change the bank details if the supplier was
unable to pass the security checks.
• FIN04 Supplier Set Up Procedure - Update to section 2.6 and 3.3, to clearly state the
CCG under no circumstances should authorise to change the bank details if the
supplier was unable to pass the security checks.
• FIN05 Payroll - The payroll policy had been fully refreshed during 2020 to reflect
agreed roles and responsibilities between the CCG, St Helens & Knowsley Teaching
Hospital NHS Trust – Payroll Department and Midlands and Lancashire CSU.
SHO asked if the revised policies formed the basis of the MIAA key financial systems
audit to which MBA responded that it depended on the date the MIAA team visited, noting
that the materiality of the changes was small. NWO commented that the changes were
minor and if any were not included it would not cause a major concern.
HDE noted the changes were published on the internet however there appeared to be a

Page 54

42.

43.

44.
45.

lot of detail and were colleagues assured that the right people had been informed.
MBA reported that the team used the ledger on a day to day basis and knew it thoroughly
with new staff being taught how to use it. Senior staff run reports checking processes
used and any irregularities would be apparent but this had not happened to date.
HDE noted that FIN03 stated the limits would be in line with EU thresholds and what
would happen when the UK left the EU? MBA commented that he was waiting for
guidance when the negotiations were completed although he anticipated the equivalent
threshold would be the guidance received. In response to HDE asking if HR members still
met with regard to FIN05 MBA informed members that they did still meet albeit virtually
and less regularly since the onset of the pandemic. RTU reported that she had been in
regular contact with colleagues whilst working on this for some time.
NWO commented that it was an impressive set of procedure documents and the CCG
was in an excellent place with regard to standards achieved.
SHO thanked colleagues for the work involved in producing such a good set of policies.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the changes made to the finance
policies.
Further actions required:
• None identified

D

FINANCIAL FOCUS

D1
46.

D2
47.

48.
49.

50.

LOSSES AND SPECIAL PAYMENTS
There were no Losses or Special Payments to report.

REMAINING IN CONTROL – CCG FINANCIAL SYSTEMS
MBA presented the CCG Financial Systems report which was the outcome of an internal
review based on a MIAA guidance document. The review looked at Financial systems at
the CCG focusing on the operation of General Ledger, Accounts Payable, Accounts
Receivable, Treasury Management, Budgetary Control, and Financial Reporting and
Integrity.
The conclusion of the report was that the CCG had good control frameworks in place to
manage financial control risks.
SHO commented that it was reassuring that processes were in place to check the CCG
was managing risks appropriately, while members believed this to be the case the
verification was welcomed.
HDE asked where did the CCG sit amongst its peers to which NWO responded that the
current years audits were coming to an end and while it was not known in ranking terms
he could report that Liverpool CCG was in an excellent place.
Action

Lead

Timescale

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the content of the paper.
Further actions required:
• None identified

E
E1
51.

INTERNAL AUDIT
REVIEW INTERNAL AUDIT PROGRESS REPORT
NWO delivered the Internal Audit progress report highlighting 4 points:
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Status

•

52.
53.

54.

The Primary Care Commissioning finance report had been finalized since the
last meeting with substantial assurance;
•
There were 4 audits in progress – Emergency Planning, Conflicts of Interest,
Key Financial Systems and GDPR – these were in the final stages and would
be brought to the February meeting for review;
•
The data security and protection toolkit audit was due to be held in May 2021
but NHSE deadlines may change;
•
The report included a summary of the plan for Internal Audit which was in a
good place with the final audits to be completed being clinical quality of care
which may be impacted by the pandemic.
SHO commented that it was very pleasing to see the substantial assurance for the
Primary Care team and passed on her thanks to the team.
GBA reported that regular meetings had been held with MBA, RTU and the team and it
was clear there was a commitment from management to get the plan completed and
members should be aware of this. Other CCGs were struggling and it was encouraging to
note management’s commitment at Liverpool CCG.
SHO commented that this was good to hear.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the content of the report.
Further actions required:
• None identified

E2
55.

56.

57.

58.

59.

REVIEW INTERNAL AUDIT RECOMMENDATIONS FOLLOW UP REPORT
NWO delivered the follow up report December 2020 position statement noting that 7
actions had been completed since the last update and a further 7 partially completed
thanks to support from SHU. One further action had been superseded and was no longer
applicable.
CMA asked if the Primary Medical contracting and governance review was complete and
was told that it was a detailed point that had been partially implemented. The work plan
from the previous committee and the new committee would be agreed at the next Primary
Care Commissioning Committee meeting.
SHO noted that the quality agenda contract still listed Sam James and it was important
this was not lost now that he had left the CCG. SHO sought clarity on the risk
management and programme management item marked as partially complete asking if
this could be checked to which SHU responded that work was underway here to utilize the
Ulysses system after a demonstration of the software had been delivered. A further
meeting was to be held to discuss pricing.
MBA commented that it was useful to clarify what exactly needed to be done to progress
things. MBA would have a conversation with colleagues outside the meeting to progress
outstanding issues noting the CCG was in a good place compared to the last meeting and
there would be more clarity at the next meeting.
HDE commented that massive progress had been made on clearing actions
congratulating colleagues for that, the review had been concluded and no items were
added which was definitely massive progress.
Action

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the content of the report.
Further actions required:
• Follow up review actions with colleagues to
progress.
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Lead

M Bakewell

Timescale

Feb 2021

Status

On ARC agenda
Feb 21.

E3
60.

61.

62.

63.

64.

MIAA GBAF BENCHMARKING EXERCISE REPORT
SHO shared the GBAF benchmarking exercise report commenting that it wouldn’t
normally be circulated to the committee as standard but given recent discussions
members might find it useful and asking if members thought it would be useful to circulate
to all GB members.
HDE suggested circulating the report with an explanation to give context and members
could then decide if they wanted to read it or not. HDE found it to be a very useful
document.
SHE agreed to circulate the report to members at the end of January following the
January GB session prior to the development session with SHE suggesting it could be
framed to make it real to the organisation.
CMA commented that it would be good to send the report out noting that different
members of GB were at different stages in their learning and the GBAF raised questions
which showed members were engaging in the right way.
NWO stated that the report was based on the GBAF as at July 2020. A further
questionnaire survey had been circulated recently and the response from this could be
added to the report. SHO suggested if this information were available in time then it could
be included however it was important to circulate the report prior to the development
session.
Action

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the content of the report.
Further actions required:
• Circulate GBAF benchmarking exercise
report.

Lead

S Hendry

Timescale

Jan 21

Status

On ARC agenda
Feb 21.

E4

CONSIDER IF FURTHER DISTRIBUTION OF INTERNAL AUDIT REPORTS IS
REQUIRED

65.

SHO reported that she would share the internal audit report with GGR as chair of Primary
Care Commissioning Committee and he could decide whether or not to share the report
more widely.
Action

Recommendations approved by the
committee, namely:
• Note the discussion.
Further actions required:
• Share report with GGR.

F
F1
66.

67.

68.

Lead

S Houghton

Timescale

ASAP

Status

On ARC agenda
Feb 21.

EXTERNAL AUDIT
RECEIVE EXTERNAL AUDIT PROGRESS REPORTS
GJO informed members that the 2019/20 external audit was complete and work had
commenced on the 2020-21 audit. Planning was taking place throughout December with
an interim audit during January and February and a plan would be brought to the February
meeting for how the audit would progress.
An outline of what the audit would involve was delivered at the last meeting and the plan
would go into more detail regarding this. Chief accountant workshops were being
scheduled and invites would be sent out in due course.
Page 275 noted the deliverables and deadlines had not yet been set by the Department of
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69.

70.

Health; the assumption was the deadlines would be in May but there may be some
flexibility around this due to the situation around the pandemic. Members would be
updated once more information became available. The remainder of the report contained
the standard information along with updates members may find useful.
SHO asked if the updated value for money guidance had been received to date to which
GJO responded that training was due to take place that week which included an outline
from the National Audit Office. GJO would update members when she learnt more.
DOH noted the links in the report were not working in particular links to Fraud information
and Brexit insights. The report highlighted challenges and questions members had
regarding this.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the report.
Further actions required:
• None identified.

G

COUNTER FRAUD

G1

NHS COUNTER FRAUD AUTHORITY CIRCULARS

71.

The NHS Counter Fraud Authority Circulars were noted for information.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the circulars.
Further actions required:
• None identified.

H
H1
72.

73.

74.

75.
•

GOVERNANCE UPDATES
SINGLE TENDER WAIVERS
VAT presented a summary of the procurement waivers that had been approved by LCCG
from September 2020 to the end of November 2020 noting that the report outlined waivers
undertaken and approved through the normal governance process.
During this time, LCCG had approved 6 tender waivers via the Performance and Quality
Committee. In agreeing the waivers, the CCG had considered the Procurement Policy
Note – PPN01/20 ‘responding to COVID19’ which was published earlier in the Pandemic.
In light of the COVID19 pandemic and the PPN highlighted, the CCG had reviewed the
remaining planned procurements for 20/21 to determine the impact on timelines and plans
and this report outlined those that had been changed as a result and had a waiver agreed.
There were a small number where a decision was yet to be made and any change to
plans would be reported to a future meeting.
The 6 waivers agreed were:
Community and school based Children and Adolescent Mental Health Services (CAMHS)
- contracts with third sector providers have historically been ‘rolling’ in nature and
therefore there was a plan to procure these more formally in 20/21. Due to the impact of
COVID19 on the service delivery model, demand and the impact on the CCG lead, the
work to amend the service specifications and engage with partners has not been possible
during COVID19. Therefore a request to roll the contracts forward for a further 12 months
was agreed, with formal procurement due to commence by June 21 for new contracts to
be in place from April 22.
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•

•

•

•

•

76.
77.

Bariatric surgical services - The CCG is an ‘Associate Commissioner’ to the NHS Chorley
and South Ribble Contracts for bariatric surgical services. Due to the impact of COVID19,
it has not been possible to undertake meaningful engagement activity with patients and
the wider provider market. As a result, the Lead CCG has agreed a further extension to
contracts until January 2022 via a tender waiver and LCCG has agreed the same. It is
anticipated that procurement activity will commence in December 2020.
Various Social Model of Health services (including digitally enabled primary care) - The
Citizens Advice Bureau (CAB) contract for advice on prescription and social link workers
(social model of health) has been in place for 5 years following a tender exercise where
CAB was the only bidder. There was a plan to re-procure these services and add in some
similar services that were historic rolling agreements during 20/21. However, during
COVID19, there was a necessity to use the link workers differently to support shielding
and vulnerable individuals proactively across Liverpool and the wider providers have
worked collaboratively to implement a different model to support these individuals as
needs changed. This joint working has prompted a more thorough review of future need
and a new service model is being determined in collaboration with Liverpool City Council,
which will also include the additional of ‘digitally enabled primary care’ (which was a
separate contract previously) to support equity of access to key services across all
community settings. It is planned that procurement activity will commence in May 2021 for
a new contract to start in April 2022.
High Dependency Nursing Home (Paisley Court) - Paisley Court is a High Dependency
nursing home, within which the CCG block books a number of beds for Continuing Health
Care patients who have a high level of need and are not suitable for many local care
providers. Given the COVID19 pandemic, it was not felt that tendering a contract for a
care home environment during this time would be the appropriate, as it moves the focus
away from clinical care to commercial activity. Additionally, there would be no proposal to
move patients should the current provider not win any potential contract. Future
procurement activity is planned to commence in June 2021.
Any Qualified Provider (AQP) Audiology - The Audiology AQP contracts were previously
extended in into 20/21 to allow for a period of patient and stakeholder engagement whilst
a new service specification was developed. Given the COVID19 escalation earlier and
later in the year, it was not feasible to undertake this engagement and additionally, the
CCG commissioner has been re-deployed to support operational duties in COVID19
testing sites. The risk of challenge is considered low, as competition windows have
previously been opened with no new market applicants and anyone who approached the
CCG now could be considered for a new contract at any point. Additionally, all other local
partner CCG’s are in agreement with the same approach. The waiver will extend
contracts to April 2022, with engagement activity due to commence from April 2021.
Commissioning Support Unit (CSU) Services via Midlands and Lancashire CSU - The
CCG procured Commissioning Support Services via the national Lead Provider
Framework with contracts awarded from April 2016 for a maximum 5 year period. This
contract was collaboratively procured alongside all local North Mersey CCGs with service
specifications and collaborative prices aligned. NHS Liverpool CCG had hoped to procure
services via the new Health Systems Support Framework for services to commence from
April 2021, however, due to the escalation of the COVID19 pandemic, the CCG has had
to review local priorities and, in discussion with other local CCG’s, a decision to extend
the contractual agreement with MLCSU for a further 12 months was reached so that
operational attention can be focussed on the COVID19 response. All local CCG’s will
review future demand for services in conjunction with the Health and Care Partnership,
during 2021, recognising the intention to move towards a new delivery model at HCP
level from April 2022.
More detail was included in the accompanying documentation.
At the last meeting a waiver request had been submitted for ‘Damibu’ website content
management system and members had expressed concern regarding whether the
procurement could have been carried out differently. The paper presented at the meeting
now includes more detail showing how it came about explaining that phase one had been
procured in 2018 and there was no intention to extend or enhance the function at that
time. However, due to the escalation of COVID19 there had developed a need for
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78.

79.

80.
81.

82.

83.
84.

additional content to be delivered quickly and so more services were needed.
CST informed members that in April it became evident that technology was playing a big
part in everything the CCG was doing which was a cultural change in general practice.
Being able to support practices to help patients manage self-care and to provide
information digitally was an opportunity colleagues could not have foreseen initially.
VAT noted that there were some residual risks regarding the potential challenge here and
the CCG had acted in a consistent manner with local CCGs and in line with agreed
policies.
SHO thanked VAT and CST for the explanation saying it was understandable now.
DOH noted that a lot of changes had been out into the NHS system including the CAMHS
contract and it might require reviewing before the system was reorganized. DOH asked if
it was known which web pages were being used and by who on the Damibu system and
were practices using the system? CST reported that it was possible to see how many hits
pages had, what unique visits to sites were and where the population had specific interest
in particular news items.
CST informed members that currently site information was provided if requested however
investigations were ongoing to ascertain if information could be shared as there was
potential to use the data for research within the CCG.
CRO commented that it would be useful to share this information with the People and
Community Voice Committee.
MBA noted that this closed item 7 on the meeting action log.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the list of procurement waivers from
01st September to 30th November 2020
• Note the additional information in relation to
the Damibu waiver from the September
ARC.
Further actions required:
• None identified.

H2
85.

86.

USE OF LCCG SEAL
MBA informed members that the LCCG seal had been used for the purpose of changes to
the lease agreement for The Department and notice had been served on the 5th Floor.
The date listed in the report was incorrect and should read 15 November 2021.
Members were aware of recent developments regarding the Lewis’s site and staff had
been notified too. The lease had been revised from 4 years to 2 years after the break to
November 2023 for the 4th floor.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the use of the Liverpool CCG Seal.
Further actions required:
• None identified.

H3
87.

REGISTER OF INTERESTS UPDATE
SHE updated members on the register of interests noting a tangible improvement in the
process of managing declarations. Issues remained however there were no real risks to
report. Thanks to Carol Hughes for her work in pulling this together.
Action
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Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the update.
Further actions required:
• None identified.

H4

GIFTS AND HOSPITALITY REGISTER UPDATE

88.

There were no changes to note to the hospitality register.

J

ANY OTHER BUSINESS

89.

90.

91.
92.

SHE drew member’s attention to the Anti-Fraud policy which had undergone amendment during
the previous year which required ARC approval however there was no record of this approval being
discussed. Minor changes had been made updating job roles and responsibilities and changes to
standards along with the introduction of a fraud champion and the Freedom to Speak Up Guardian.
SHO suggested the policy be circulated to members with an explanation of changes. ARC
members would respond virtually if they were happy to accept the policy. If members raised
concerns the policy would be discussed at the next meeting.
HDE requested the changes be shown as tracked changes for ease. MMO informed members that
two versions would be circulated, one with tracked changes and one ‘clean’ copy.
Members agreed to consider the policy virtually.
Action

Recommendations approved by the
committee, namely:
• Note the update.
Further actions required:
• Circulate Anti-Fraud policy for consideration
and agreement virtually.
93.

94.
95.
96.

Lead

S Hendry

Timescale

ASAP

Status

On ARC agenda
Feb 21.

SHO asked members if they had any feedback on how the committee had operated on this
occasion saying as Chair she was disorganized at the beginning and apologised for that. The
meeting got back on track quickly.
HDE stated that it was a good meeting thanking SHO for her chairing skills which gave good
direction giving all members the opportunity to input to discussions.
FOF thanked members for the invitation to observe.
No other items of business were discussed. The meeting closed.
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CLINICAL EFFECTIVENESS – Shadow meeting
Friday 18 February 2020 3pm
Meeting Room 3, Liverpool CCG.

Minutes
Members:

In
Attendance:

Apologies:

No:
1.
2.
3.

Peter Kirkbride (Chair)
Janet Bliss
Sally Houghton
Monica Khuraijam
Paula Finnerty
Sam James
Fiona Lemmens
Gabbie Marr
Fiona Ogden-Forde
Debbie Richardson (notes)
Peter Johnstone
Jane Lunt

Agenda Item
Welcomes & Introductions
The Chair welcomed the group to the meeting and introductions were made.
Apologies
As noted above.
Declarations
There were no declarations of interest made relevant to the meeting’s agenda.

4.

5.

Minutes of previous meeting
As this was a shadow meeting in advance of what would be a newly formed
committee structure there were no previous minutes to consider.
Terms of Reference
Members discussed the proposed Terms of Reference (ToR) for the new
committee. PK suggested members consider what they wanted from the
committee and what they anticipated would be the committees’ function.
SJ stated that the committee was expected to consider the clinical value of
procedures and policies and make recommendations to Governing Body.
Members should remember to consider the clinical element of the proposal
not the finance implications.
FL asked members to ensure all decision making within the committee was
clinically led. The committee would be supported by clinical forum. The
Clinical Effectiveness Committee (CEC) was a formal sub-committee of
Governing Body and was listed within the formal committee structure.
Decision making was ultimately the responsibility of Governing Body with

Page 63

Action

6.

strong recommendation from this CEC.
SH stated that the purpose of CEC was to provide assurance of the
effectiveness of policies, structures and procedures, not the actual clinical
work.
PK queried how the committee could deliver advice as the ToR suggested,
noting that there was no recognition of the relationship with Clinical Forum
(CF) within the ToR.
SH stated that clarity was required to distinguish between the clinical and
policy sides.
PK stated that the discussion process would commence at CF and then be
brought to CEC following a deep discussion and it would then have the
clinical stamp of approval to take forward to Governing Body (GB).
JB commented that GPs weren’t involved previously so this change was
good.
PK suggested revising section 10 of the ToR to include CF.
MK stated that with over 140 policies there may be too many to be considered
when referring to section 8. This was relevant also to the level of change
within the policy.
PK asked members if they anticipated being expected to ‘Provide advice on
Clinical Policies or clinical advice on all policies’.
FL suggested the committee should bring research and development to more
prominence in the work of the Clinical Commissioning Group (CCG).
MK suggested a demonstration of the Low Dose CT Lung Cancer Screening
might be considered.
Membership of CEC was discussed with FL stating that a Memorandum of
Understanding (MoU) was in place with Public Health (PH) at Liverpool City
Council (LCC) and representation from PH was expected. This was a
potential conflict of interest and should be considered by members. There
was currently no one identified for this position and this needed to be
remedied and reviewed after a year.
Members agreed to hold 6 meetings per year with four formally listed within
the ToR. The meetings will be held on Tuesday and Fridays alternating bimonthly. The ToR will form part of the Governance Handbook.
Suggested revised ToR.
The revised ToR following the discussions would follow this format:
CLINICAL EFFECTIVENESS COMMITTEE TERMS OF REFERENCE
1.0 Constitution
1.1

The Clinical Effectiveness Committee (hereby referred to as The
Committee) is a Committee of NHS Liverpool Clinical Commissioning
Group. It has been established in accordance with the Clinical
Commissioning Group’s constitution.

1.2

These terms of reference set out the Committee’s membership, its role,
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responsibilities and reporting arrangements and shall have effect as if
incorporated into the clinical commissioning group’s constitution and
standing orders.

2.0

Purpose

2.1

The Committee will assist the CCG in the exercise of its functions
relating to the provision of healthcare and related services by:
•
•
•
•
•

Providing assurance that the CCG is developing clinical policies in line
with the organisations strategic direction and in accordance with
national / guidance and local priorities
Provide clinical advice to ensure effective use of resources for clinical
purposes
Providing clinical advice on the implementation of prescribing policies
Prioritising clinical advice on clinical policy prioritisation
Providing advice on evidence and effectiveness when setting quality
standards (including CQUIN) and the Quality Strategy

3.0

Membership

3.1

The Committee shall consist of not less than the following core
members:
•
•
•
•

3.2

Secondary Care Consultant Member (Chair)
Lay member with responsibility for Audit (Deputy Chair)
2 GP Directors
Director of Quality, Improvement & Outcomes
The following will be in regular attendance at the meeting but will have
no voting rights:

• Senior Medicines Optimisation Manager
• Research & Development Lead
• Director of Planning, Performance & Delivery
• Clinical Lead for Quality
• Clinical Lead for Prescribing
• Public Health Consultant
• Other senior managers
• Clinical leads as appropriate
4.0

Attendance

4.1

Members would normally attend meetings and it is expected that
members will attend a minimum of three out of every four meeting per

Page 65

annum barring any exceptional circumstances. Deputising
arrangements must be agreed by the Chair and the Chair may invite
other officers of the CCG to attend for particular items.
4.2

Should either the Chair of the Committee or Deputy Chair be unable to
attend a meeting, a deputising GP Director must be nominated.

5.0

Quorum

5.1

The meeting will achieve quorum if at least four core members are
present, including at least one GP and one non GP.

5.2

Should a member not be able to attend a committee meeting,
apologies in advance must be provided to the Chair and the status of
formal representative attending in their place must be communicated.
An officer in attendance for a committee member but without formal
acting up status may not count towards the quorum. Deputising
arrangements must be agreed by the Chair of the Committee.

6.0

Frequency & Notice

6.1

The Committee shall meet a minimum of four times per year. However,
the Chair of the Committee may arrange additional meetings at their
discretion. A schedule of pre-arranged meetings will be distributed to
all members on an annual basis.

6.2

Except as outlined in these terms of reference, meetings of the
Committee shall be conducted in accordance with the provisions of
Standing Orders, Reservation and Delegation of Powers and Standing
Financial Instructions approved by the Council of Members/Governing
Body and reviewed from time to time.

7.0

Authority

7.1

The Committee is authorised to:
•
•
•

8.0

Review and consider any activity of the CCG that falls within its terms
of reference and to discharge its responsibilities;
establish and approve the terms of reference of such sub-reporting
groups, or task and finish groups as it believes are necessary to fulfil
its terms of reference.
The Committee will have full authority to commission any reports or
surveys it deems necessary to help fulfil its obligations.
Duties
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•

Take responsibility for ensuring compliance with the principles of good
governance and the groups’ constitution when undertaking its terms of
reference

•

Provide assurance to the CCG’s Governing Body that clinical policy
and guidance are being developed and implemented in a robust and
proper manner.

•

Approve clinical policies where the updates or changes do not result in
material changes to clinical commissioning decisions and do not
change any thresholds that impact on treatment for patients. Where the
policy change does change clinical commissioning decisions and/or
thresholds for treatment for patients these should be approved by the
Governing Body, following recommendation from the Committee. All
policies that impact on the de-commissioning of services will be
approved by the Governing Body.

•

To seek assurance on the appropriateness of prescribing policies.

•

To seek assurances that clinical recommendations on investment and
disinvestment in services are based on rigorous assessment of clinical
effectiveness, evidence base, best practice, affordability and health
benefit / outcome.

•

The Committee will conduct its business in accordance with any
national guidance and relevant codes of conduct/good governance
practice as appropriate.

•

The Committee will agree an annual programme of work.

9.0

Conflicts of interest
The Committee will seek assurance that for every interest declared,
either in writing or by oral declaration, arrangements are in place and
have been implemented to manage the conflict of interests or potential
conflict of interests, to ensure the integrity of the Clinical
Commissioning Group’s decision making processes.
The Chair of the Clinical Effectiveness Committee will at each meeting
seek assurances on the review of declarations of interest against the
register of interests and the assessment of risk relating to interests.

10.0

Reporting

10.1 The minutes of Committee meetings shall be formally recorded and
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submitted to the CCG Governing Body. On occasion, a more detailed
report may be required.
10.2 The Committee shall receive highlighted reports from relevant SubCommittees/Groups:
• Clinical Forum;
• Research & Development Group;
• Medicines Optimisation Committee;
• And any other relevant groups
• Any necessary sub-groups/working
Committee’s Terms of Reference

groups

created

within

the

11.0 Monitoring Compliance
11.1 The terms of reference of the Committee shall be reviewed by the CCG
Governing Body six months after the inaugural meeting and at least
annually thereafter. The Committee shall contribute to the CCG annual
report, incorporating progress, reporting arrangements, frequency of
meetings and membership attendance.
11.2 The Committee will develop a work plan with specific objectives which
will be reviewed regularly and formally on an annual basis. The
Committee will also review its performance against its objectives and
the ‘’effective committee’’ checklist on an annual basis, submitting its
findings to the Audit & Risk Committee for assurance purposes.
12.0

Reviewing Terms of Reference

12.1 The terms of reference of the Committee (including membership) shall
be reviewed and approved by the Governing Body at least annually.
13.0 Status of these Terms of Reference

7.

Version 2

March 2020

Date approved by the Governing Body

__________

Date of next review

__________

Date of Next Meeting
To be confirmed.
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Status of these minutes (check
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☐
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Date:
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PEOPLE AND COMMUNITY VOICE COMMITTEE

Formally Approved:

☒

Date:

Tuesday 18 August 2020

Venue:

Skype Conference Call
Name

Time:

2.30pm

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

Present:
Carol Rogers (CRO) (Chair)
Janet Bliss (JBL)
Carole Hill (CHI)
Fiona Lemmens (FLE)
Cathy Maddaford (CMA)
In Attendance:
Saiqa Ahmed (SAH)
Helen Bennett (HBE)
Paula Guest (PGU)
Helen Johnston (HJO)
Peter Johnstone (PJO)
Emma Hurst (EHU)
Karen Kenny (KKE) (for Sarah
Dewar)
Jo Roberts (JRO) (for Andy
Woods)
Naheed Tahir (NTA)
Sarah Thwaites (STH)
Debbie Richardson (DRI)
Apologies Received:
Victoria Bernards (VBE)
Sarah Dewar (SDE)
Jane Lunt (JLU)
Steve Reddy (SRE)
Andy Woods (AWO)
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Lay Member for Patient & Public Involvement
GP Director
Director of Strategy, Communications and
Integration
GP Director
Non Executive Nurse
Public Advisor
Deputy Director Strategic Planning and
Intelligence (Mersey Care Foundation Trust)
Head of Corporate Services & Governance
Head of Communications & Engagement
Senior Medicines Optimisation Manager
Communications and Engagement Team
Engagement Manager
CCG Equality & Inclusion Service Representative
Public Advisor
Healthwatch Liverpool
Committee Secretary, Liverpool CCG
Public Advisor
Engagement Team, LCCG
Director of Quality, Outcomes & Improvement
(Chief Nurse)
Director of Children & Young People Services,
Liverpool City Council
Senior Governance Manager, Merseyside CCGs
Equality & Inclusion Service

2020
A1
WELCOME
1. Carol Rogers (CRO) welcomed all present to the meeting, in particular the
Public Advisors.
2. All members introduced themselves and their roles.
3. CRO noted that business would be conducted on the assumption that
members had read all papers ahead of the meeting.
A2
APOLOGIES FOR ABSENCE
4. The apologies for absence are detailed above.
A3
DECLARATIONS OF INTEREST
5. There were no additional declarations reported for noting at the meeting
other than those already listed on the LCCG register.
A4
MINUTES OF THE MEETING HELD ON 13 MARCH 2020
6. The minutes of the previous meeting held on 13 March 2020 were
accepted as an accurate record.
A5
ACTION LOG
7. The action log was discussed with the following points made:
a) Action 1 regarding recompense for volunteers had been overtaken by the
Covid19 response and will be considered at the next meeting;
b) Action 2 regarding external representation on the committee had
progressed with the involvement of 4 public advisors from the Patient
Engagement Experience Group;
c) Action 3 regarding the Terms of Reference was on the agenda for the
meeting;
d) Action 4 had not happened this time but would be instigated for future
meetings;
e) Action 5 regarding particular programmes information had been
overtaken by the Covid19 response and would come to the next meeting
once the programme groups had met in September.
Action
Recommendations approved by
the committee, namely:
• Note the update
Further actions required:
• Update action log in line with discussions
B
B1

Lead

D Richardson

Timescale

ASAP

Status

Completed

UPDATES
TERMS OF REFERENCE

8. CHI presented the updated Terms of Reference (TOR) noting the following:
9. All committee minutes are reported to the Governing Body (GB) once ratified.
Waiting for the minutes to be ratified can cause a time lag and so a list of key
actions and risks it reported to GB in a more timely fashion in the interim.
10. Points 6 to 22 of the previous minutes detail the changes discussed.
11. CRO commented that it was important to demonstrate how the People and
Community Voice Committee (PCVC) interlinked with the other CCG committees.
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12. CMA suggested it would be helpful for audit purposes to show where the public
advisors were recruited from within the TOR.
13. CHI informed members that Steve Peddie and Colin Heaney would also be invited
to join the committee to reflect the scope of the commissioning role within the city
council.
14. FLE enquired about a primary care representative and was told that this would be
clarified at the next meeting.
15. HJO reported that the public advisors had been recruited for a 12 month period to
be reviewed. The review date would be added to the TOR.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Note and approve the updated Terms of
Reference:

Further actions required:
• Revise TOR in line with discussions
B2

C Hill

ASAP

On Oct 2020
PCVC Agenda.

COVID19 EQUALITY BRIEFING (V7)

16. CRO introduced the item stating that an earlier version of the briefing was
presented to the CCG Governing Body in July 2020; the purpose of the briefing
was to set out the CCG’s responsibilities to comply with legislation in relation to
equality, human rights, duty of care, health and safety and employment.
17. The paper set out equality considerations for the CCG to respond to and
incorporate into strategy, planning, performance management and quality
improvement in the NHS recovery from COVID19. It also had implications for the
CCG as an employer and it set out mitigations and recommended actions for NHS
organisations.
18. JRO presented the Equality Briefing stating that the briefing had been widely
shared for action and circulation and was now at version 8 although the one
circulated was version 7, this was a reflection of how quickly it was changing. It
was a dynamic document that would be regularly updated to reflect learning and
best practice for the CCG to consider.
19. The document reflects the reset planning phase and the public equality duty still in
force. Members were aware that some groups were more disproportionately
affected by Covid19 and needed consideration before operationalizing any
changes which might adversely impact on these groups.
20. JRO informed members that the latest version of the briefing document would be
circulated to members and this would be a Word version so people could open the
embedded documents to read and consider their contents. This would include a
number of resources for information sources.
21. As work progressed on version 9, the NHS people plan along with other
documentation around the North West Covid19 community risk reduction
framework had to be considered looking at priority themes and health inequalities.
Time was needed to digest what the documentation was saying in order to take it
forward to address discrimination and inequalities.
22. JRO and AWO currently lead the Merseyside equality forum and were looking at
protected characteristics; identifying barriers and changes within the healthcare
partnerships across the system which fed into the work of CCGs. There was a
post within Mersey Care Foundation Trust (MCFT) which looked at the workforce
element and a workshop had been held across the Cheshire and Merseyside
footprint to scope out ways to work together moving forward, avoiding duplication
and sharing best practice. The group would welcome feedback and items of
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further inclusion to share across the system.
23. HBE noted that the impact assessment listed digital deprivation in over 65s and
informed members that new models of service delivery were being considered
here, looking at access, equipment, skills and feeling comfortable to use the
technology which was a challenge across many user groups.
24. JBL stated that people whose first language was not English and who were
hearing impaired were doubly disadvantaged and while there was no easy answer
the concern should not be forgotten.
25. CHI reported that there was an item on engagement linked to pre-procurement
and in the context of Covid19 there was now real life experience. CHI went on to
state that in the last few week during work to respond to an outbreak in the
Princes Park area of the city gaps had been highlighted in the Covid19 recovery
plans which had to be responded to quickly. This reminded the CCG that it had to
be more proactive and have urgency in its work to be ready for the next months
and more potential outbreaks or winter or bigger issues around access and
waiting during the recovery phase.
26. STH reported that Healthwatch was hearing the same with regard to digital
exclusion as well as financial concerns with some individuals not having access to
mobile phones; video consultations use a lot of data which can be costly;
communications only being sent out in English; where people would usually
manage with the help of family members the restriction to one person only for
hospital appointments means those who now have to go alone can struggle.
27. CHI reported that a learning exercise had taken place across the city, organized
by the City Council looking at planning actions for over the next few months.
However more practical and easily implemented responses needed to be
considered to act quickly to mitigate the impact of inequalities as a priority. The
phase 3 guidance focused on inequalities and a joined up approach was needed
to move tactically.
28. JRO responded that it was appreciated that people were responding at speed in
the early stages of Covid19 and were asked to revisit change logs to evidence
consideration of inequalities where possible. Work was underway looking at the
digital divide in particular phlebotomy was mentioned and mitigations were being
built into the process to avoid inequalities here. The suggestion was that
processes be considered collaboratively with a view to not reducing access to
services.

Action
Recommendations approved by
the committee, namely:
• Note the updated Equality Briefing;
Further actions required:
• Share Version 8 of the Equality Brief with

Lead

J Roberts

Timescale

ASAP

Status

Completed

members;

B3

UPDATES ON ENGAGEMENT WORK

29. CRO set the context for the engagement work outlining the following:
30. The three proposals were all in the CCG’s engagement plans and pipeline for
2020/21. The update was merely to provide an early overview in advance of the
proposals being presented to the committee in due course.
31. CHI reported that the Stroke and Spinal proposals were in development and
would come to the committee in due course but the timing was unclear due to the
resumption of services and NHS England (NHSE).
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32. Work was underway with Liverpool and Knowsley CCGs to develop hyper acute
services for stroke patients. The Royal Liverpool and Aintree Hospital as well as
Southport and Ormskirk Hospitals provided services locally. New standards had
been produced to provide services nationally in line with those previously agreed
for orthopedic services.
33. CHI chaired the Stroke board and a business case was ready to present to the
clinical senate before Covid19 struck. Clinical senate gives the process
independent scrutiny to ensure the proposal is clinically sound and would achieve
the outcomes set. The senate had been postponed due to Covid19 and was now
picking up proposals again. During Covid19 stroke services were transferred to
the Walton Centre to create capacity and this allowed more learning to happen so
the proposal was being revisited. The aim was to look at the business case by
late September and then the proposal could go to clinical senate in October. After
this the proposal would be presented to Governing Body to start the second stage
of the NHSE assurance process. The plan included a public consultation in
autumn which would be a verbal update on the intentions. The proposal would be
discussed at Committees in Common with the North Mersey group overseeing the
process.
34. CRO asked about a plan of engagement for public consultation and whether it
would come to the committee to look at the equality impact assessment.
35. CHI reported that spinal services were located in three places and the preferred
option was to hold them in one place had an overview approach from the whole of
Cheshire and Mersey was being taken to consider this. Located in the Walton
Centre with major trauma co located in Aintree with specialist expertise would
bring teams together and would come to GB for endorsement before engagement
took place.
36. HJO reported that Lymphedema services were provided by Marie Curie until last
year when MCFT agreed to take over the operation of this. Clinics were offered
on Marie Curie premises and it was unclear where these would be held when
MCFT took over which prevented engagement with patients until suitable alternate
premises were found. Patients were written to and told that MCFT would be
taking over the service and face to face clinics had been paused since due to
Covid19. MCFT had since commenced engaging with patients again to discuss
where clinics would be held.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Note the engagement update.
Further actions required:
• None identified
C
C1

COMMUNICATIONS
COMMUNICATIONS & ENGAGEMENT DELIVERY PLAN FOR 2020/21

37. HJO reported on the plan for communications and engagement outlining the
following:
a) The plan for 2020-21 had been refocused looking at priorities in light of
Covid19. The plan would be constantly updated and revised throughout the
year.
b) Focus was to be on the priorities which included CCG staff communications.
This had been made more difficult due to the pandemic whilst becoming more

Page 75

important since people were now working from home and it was critical to keep
staff informed.
c) It was important to build on the stakeholder database and further develop
relationships keeping those engaged between projects.
d) Work was underway to learn about people experiences in accessing services
during the pandemic, taking a system approach using the collective voice
across the NHS. Developing and strengthening relationships with the voluntary
sector was also a priority.
38. CRO commented that it was helpful to have the framework to help carry the
message forward enabling salient accessible points to be taken forward.
39. JBL stated that the document emphasized the need to get the message across
and was the CCG confident it could do this; it listens to the patient voice but did it
get the message across to the public.
40. CHI agreed saying it was frustrating that whilst in the level 4 incident (Covid19)
the CCG was not empowered to disseminate messages, these had to be signed
off regionally and nationally with flows and freedoms restricted. Messaging had
been top down and was now slightly relaxed so it was a good time to work with
NHSE to attempt to enact what the CCG wanted to achieve and be more
proactive in its approach.
41. CRO asked if now that the risk level had moved to 3 would the demonstration of
actions in the public realm be more apparent and would the public see and feel a
difference?
42. CHI responded that the messaging had not been stopped and a lot of work had
been carried out in local media broadcasting approved messages. The health
warning is that in level 3 moving into winter a high level of consistent messaging
across a wider area would be taking place and this would need to be
supplemented locally.
43. STH commented that local communications worked better than national
messages as the public had lost faith in the national messages and where there
was flexibility people were more likely to take on board any messages.
44. CHI commented that one of the benefits from Covid19 had been the collaboration
and the positive relationships that had developed across the different
organisations within the city which had put aside any differences and worked for
the greater good.
45. NTA reported that one of the problems of the communications was that they
weren’t always directed to the correct person. In particular carers were often not
included with the cared for being contacted only and this impacted on other issues
such as changing medical appointments and care needs which the carer needed
to be aware of.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Note the Communications and
Engagement Delivery plan for 2020-21.

Further actions required:
• None identified
C2

CORONAVIRUS PUBLIC ENGAGEMENT PLAN

46. HJO delivered the Coronavirus public engagement plan stating that the plan
intended to capture what the publics experience had been in accessing NHS
services and information during the pandemic. In addition, the plan would involve
speaking to Voluntary Community and Social Enterprise (VCSE) organisations
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about their experiences during the pandemic and how they dealt with the
challenges and any benefits they gained.
47. The plan would start with an online survey and the opportunity would be taken to
capture the information and use it to underpin medium to long term planning going
forward. The plan was intended to be the start of a detailed conversation and
would look at how NHS services were delivered within the city in future.
48. There had been issues with the interpreter service and reliance on virtual
channels which gave benefits as well as challenges. All of this would be fed into
the plan.
49. CRO commented that coronavirus was likely to be around for some time and it
was pertinent to remember this when trying to deliver improvements in the future.
50. FLE enquired if similar research was being carried out elsewhere to which HJO
responded that the team had looked at what others had done as had Healthwatch
and some partners were now at a reporting stage although not many had reported
finding back at this point. It was a concern to not fatigue people with the
consultation.
51. STH commented that work was underway behind the scenes to minimize
confusion and it was useful to share information.
52. CRO noted that a lot of research was underway at the local university’s
particularly for dementia and there may be some data that although it would be
viewed from a different lens it may have some commonality which would save
survey fatigue.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Note the engagement plan
Further actions required:
• None identified
D
FOR DISCUSSION
D1
INTERPRETER SERVICES PUBLIC ENGAGEMENT PLAN
53. HJO delivered an overview of the Interpreter services public engagement plan
highlighting the following:

54. The service is due to be re-procured in May 2021 after an extension of
contract which is due to expire in November 2020. Each NHS Trust
procures their own contract for interpreter services or makes ad hoc
arrangements as necessary. The intention is that a joint arrangement be
procured and a framework agreed which would be open to all local
providers and potentially Sefton CCGs and Liverpool City Region local
authorities and schools.
55. This would enable improvements to be made to the service along with an
opportunity for social value for local people. A lot of stakeholders are
involved and work is currently underway to see if the proposal would meet
requirements and a steering group had been set up.
56. VCSE partners would be engaged to undertake some engagement work,
talking to people about their communication needs.
57. JBL asked how accessible were the ‘English as a Foreign Language’
lessons stating that there was built in inequality if people did not speak the
same language, asking how easy is it for someone coming to this country
and how effective were the classes.
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58. HJO stated that the hope was that the engagement would give a rich
insight for the procurement itself and it could potentially be used by lots of
people.
59. JRO added that in terms of collaboration across systems following the
LCCG engagement with the deaf community quality standards would be
developed around training, identity checks, monitoring standards, bilingual
project etc. and these would form part of the procurement agreement.
60. CRO noted that the One Liverpool plan sought to join the services together
and the links were key.
61. HJO reported that plans would come back to the committee before going to
the patient engagement group. There had not been a lot of feedback from
the group to date with some noting concern that it potentially presented a
high risk as the procurement had been delayed.
Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Approve the proposal to develop a
framework and procurement plan for
shared interpreter services across the
shareholders mentioned

Further actions required:
• None identified
D2
ENGAGEMENT WORK
62. CHI delivered an update on engagement work in the pipeline which was not
in the engagement plan but which would be coming forward in the next
month’s outlining the following:
63. LUFHT had identified Upper GI (gastro intestinal) surgery, Urology, and
general surgery as the next areas to be reconfigured into single sight
services. The proposals would be developed looking at each service
separately and the committee will be kept informed of progress.
Action

Lead

Timescale

Recommendations approved by
the committee, namely:
• Note the verbal update
Further actions required:
• None identified
E

TO NOTE/FOR INFORMATION
64. No items.

F

ANY OTHER BUSINESS
65. No other items of business were discussed. The meeting closed.
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ISSUES CONSIDERED
2020
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Public Advisor
Note Taker

A1

WELCOME

1. Carol Rogers (CRO) welcomed all present to the meeting.
2. All members introduced themselves and their roles.
3. CRO noted that business would be conducted on the assumption that members
had read all papers ahead of the meeting.

A2

APOLOGIES FOR ABSENCE

4. The apologies for absence are detailed above.

A3

DECLARATIONS OF INTEREST

5. There were no additional declarations reported for noting at the meeting other
than those already listed on the LCCG register.

A4

MINUTES OF THE MEETING HELD ON 18 AUGUST 2020

6. The minutes of the previous meeting held on 18 August 2020 were accepted as
an accurate record.

A5

ACTION LOG

7. The action log was discussed with the following points made:
a) Action 1 regarding recompense for volunteers had been overtaken by the
Covid19 response and will be considered at the next meeting;
b) Action 2 regarding external representation on the committee had progressed
with the involvement of 4 public advisors from the Patient Engagement
Experience Group; item can close.
c) Action 3 regarding the Terms of Reference was on the agenda for the meeting;
item can now close.
d) Action 4 had not happened this time but would be instigated for future
meetings; Item can be closed.
e) Action 5 People Power Programme and Provider Alliance Group: CRO advised
the group has only had one meeting and still finding its direction due to Covid. A
paper will be submitted when more information is available. Item deferred.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Note the People and Community Voice
committee action log

Further actions required:
• Update action log in line with
discussions.

B

D Richardson

ASAP

Complete

UPDATES

B1

BAMER MENTAL HEALTH REPORT

8. SDE brought to the Committee a paper clearly identifying the function of the
service, giving details of relevant service provision and / or commissioning
milestones (review, specification change, consultation, procurement) and
timescales.
9. The BAMER community has a long history of having of poor or unequal treatment
compared to white counter parts.
10. BAMER community • more likely to be diagnosed with mental health problems
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•
•
•

more likely to be diagnosed and admitted to hospital
more likely to experience a poor outcome from treatment
more likely to disengage from mainstream mental health services, leading to
social exclusion and a deterioration in their mental health
11. NHS Liverpool CCG currently commissions the Liverpool Community
Development Service (LCDS) to address inequalities in mental health
experienced by BAMER communities and reduce barriers faced by members of
BAMER communities who need to access support for mental health issues. LCDS
is aimed predominately at people from BAMER communities with mental health
issues, as well as the organisations, professionals and services who work with
them and can provide support. People can self-refer to the service. They can also
be referred by other agencies.
12. There is a clear need for performance improvement, interaction and influence on
how the service serves the community. The service has been through a lot of
changes; the consultation programme is to establish evidence for a possible
redesign of service provision. Based on the results of the consultation and
analysis of current service provision the following factors will be taken in to
account:
• What current services offer
• What BAMER community need and want
• What professional need and want (including the police who arrest people on
mental health grounds)
• Best way of providing value and efficiency of service provision
• Best way of monitoring performance
13. It is vital that BAMER groups have a dedicated mental health provision.
Monitoring must take place (and be regularly reported back to commissioners) to
assess usage, demand and quality and effect of targeted services to BAME
community.
14. Providers must demonstrate how they monitor their performance and manage
waiting times with a cross comparison of non BAMER service users.
15. LCCG is waiting for an Action Plan from Mersey Care to take to CQPG however
this has not been provided, only acknowledgement they understand it is a
requirement to do so.
16. JBL suggested this is very much a quality issue for Mersey Care Mental Health
and could be raised at CQPG forum. SDE very much welcomed that idea as it will
facilitate GB having sight of the issue. JB/SD engaging to facilitate the issue being
put in the CQPG agenda.
17. Mersey Care and the Liverpool Alliance are working on an Action in Engagement
Plan for 2020. Mental Health is a priority area for Liverpool Alliance, even more so
with a current 30% increase in demand for the services it provides. In addition the
service needs to expand its reach so that barriers faced by BAMER communities
are addressed at community and primary care level and effectively link in with
LCC developments.
18. It is intended that BAMER community members will experience improvements in
access to effective mental health interventions; mental health professionals will
have increased knowledge and skills for effectively supporting people from
BAMER communities and addressing mental health issues appropriately to
patient need.
19. It is absolutely vital that performance around BAMER mental health services is
fully understood and clear and strong monitoring of BAMER services is a
fundamental requisite.
20. CRO commented that there has been a great deal of discussion and engagement
with BAMER but no actions have as yet been taken to move forward.
21. HJO highlighted that while engagement can be easily facilitated it will amplify the
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problem if it is not followed through and acted upon, which needs to be handled
sensitively.
22. JVI commented that the NHS has tried to include the BAMER community but
when it comes to implementing the programme it does not fit with what the
community needs. The NHS is spending money but the resources are not being
used in the way they should be for maximum effect and impact.
23. CHI suggested it is important how we think about how and what type of
engagement we need to be doing that is different and be more tailored and
constructive. CRO agreed and noted that the next steps we take must be
meaningful and address the issues particular to this community.
24. SDE highlighted that we need to understand the issues and identify why they are
different to other parts of the community; at the moment we have a ‘one size fits
all’ programme and it needs to be narrower and more aligned to different needs.
LPA recognise this but cannot meet the demand.
25. Further consideration needs to be given to how we commission in a different way
that will work with the community. LCCG is open to ideas and embarking on
different paths to channel the service where it needs to be. However before LCCG
can commit to this we need assurance that there are resources in place to do this.
26. SDE advised we need to put together something that clearly outlines the issues
and what exactly we propose to do to address them. So, not just a ‘paper’ plan
being drawn up but setting out a timeline with milestones of steps to be taken and
the impact they aim to have and how communities will see we are engaging in
ways that more suit their needs. This can be built into the overarching contract
with Mersey Care
27. CMA suggested a review of current KPIs, where they sit and/or fit in the services
appropriately and if they are being met. If they are not being met they will need
escalating. CHI advised the Escalation Committee is taking place soon and we
are currently doing GBAF and looking ahead to the next 6 months. Some of this
discussion is clearly fundamental to this and could act as the vehicle to be a line
of sight to GB for this.
28. CHI advised the ToRs of this committee are also in those of the Patient
Experience Group and it has been difficult to raise awareness and visibility in the
GB; if this Committee is looking to increase GB sight we need to step-up the
processes followed thus far in order we can demonstrate Action Plans have not
only been drawn up but the tasks and steps are already in place are having an
impact.
29. SHE/CHI highlighted that this is a part of the Commissioning Cycle process and
needs to demonstrate cause and effect in order to take it to GB.
30. FLE welcomed the plans to increase visibility of patient experience at GB stating
that the committee was already demonstrating its value.
31. CRO asked what the next steps were to progress this and CHI responded that the
report could be shared with the Senior Leadership Team (SLT) with a request that
the item be prioritized in terms of planning for next year.
32. CRO asked if the response could be brought back and circulated to Performance
and Quality Committee to ensure sight of actions taken

Action
Recommendations approved by
the committee, namely:
• To note the report;
Further actions required:
• Facilitate BAMER Mental Health Action
Plan to be discussed at MCFT CQPG;
• Promote review of KPIs through GBAF
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Lead

Timescale

S Dewar

ASAP

C Hill

Dec 20

Status

On PCVC Dec
20 Agenda;
On PCVC Dec

discussion with GB;
• Take report to SLT and bring response
back for sharing with P&QC.

B2

C Hill

Dec 20

20 Agenda;
On PCVC Dec
20 Agenda.

CHESHIRE AND MERSEYSIDE SPINAL SERVICES – PATIENT
ENGAGEMENT

33. In 2018, Getting it Right First Time (GIRFT) published a report that made a series
of recommendations to commissioners regarding spinal services in England. The
recommendations aimed to strengthen the quality of services and to reduce
inequity of care for patients.
34. In response, a Cheshire and Merseyside Strategic Steering Group was
established to set the strategic direction for delivering the improvement
recommendations. The steering group found that spinal services across Cheshire
and Merseyside are currently commissioned by 12 separate Clinical
Commissioning Groups (CCGs) and that each service had their own service
delivery models and referral pathways. Commissioners agreed that there needed
to be a single spinal service in the region with a unified pathway and agreed to
develop a shared commissioning approach to spinal services.
35. A clinical workshop was held in November 2019 where NHS England and local
commissioners shared with providers their preferred delivery model and design
principles, which were;
• Complex spinal surgery should take place on a single site and should be colocated with major trauma
• Robust arrangements for access to out of hours imaging should be in place
• Development of a single on-call rota for out of hours and emergency
consultant cover should be in place
• Elective surgery should be performed at scale
• Deformity surgery should take place at scale with a single MDT and should
be closely linked with cancer service
• The national back pain pathway across Cheshire and Merseyside should be
implemented
• All providers should be compliant with reporting data on the British Spinal
Registry
36. A Provider Board was established with medical and operational input from the three
main providers of spinal activity in the region; Liverpool University Hospitals NHS
Foundation Trust (LUHFT), The Walton Centre NHS Foundation Trust (WCFT) and
Warrington and Halton Hospitals NHS Foundation Trust (WHHFT). The purpose of
the Provider Board is to develop a proposed delivery model for how the service could
be delivered in the future, taking into account the prerequisite design principles.
37. Spinal surgery services are currently delivered at two hospital sites in Cheshire and
Merseyside; The Royal Liverpool University Hospital (RLUH), part of LUHFT and The
Walton Centre (WCFT), which is where the majority of all current activity takes place
(74%).
38. For the future model, WCFT has been identified as the main provider for the surgical
elements of the single service. It is proposed that all procedures would take place at
WCFT, with an opportunity for some non-complex procedures to take place at the
Cheshire and Merseyside Treatment Centre (CMTC) operated by WHHFT. This
activity would be managed and led by WCFT. LUHFT would continue to deliver a nonelective, non-operative secondary care pathway for patients across existing hospital
sites.
39. The approach selected for the engagement was a blend of engagement and
experience based learning. Adopting this approach provided an opportunity for
patients and carers/families that access the services from across Cheshire and
Merseyside to comment on the proposed service reconfiguration, whilst ensuring
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improvement opportunities that may not have been considered by the Provider Board
or Commissioners, were not overlooked.
40. The objectives for the engagement were to:• Understand the experiences of patients who are using spinal services at
Liverpool University Hospitals NHS Foundation Trust and The Walton
Centre NHS Foundation Trust (WCFT).
• Understand what patients and carers consider the service challenges and
opportunities for improvement to be.
• Gather views and suggestions to ensure the reconfiguration of spinal
services improves patient’s experiences of the service and avoids increasing
barriers to care.
• Test improvement ideas to understand likely impacts for patients.
41. The two key engagement methods pursued were telephone interviews with
LUHFT patients who, due to Coronavirus, had received surgery at WCFT, and a
Virtual focus group with patients and carers who had experience of using spinal
services.
42. There was support across all participants for the proposal to bring spinal surgery
together in one location at WCFT. Participants could see the benefit of developing
a ‘centre of excellence’ staffed by specialists and were keen to highlight this as an
opportunity to improve communication and continuity of care. A key factor
influencing participants support for the proposal was the fact that clinicians would
follow the patient across sites and be part of one clinical team. Retaining the
rapport participants feel they develop with their consultant was highlighted as
important to a patient’s overall experience of care.
43. CRO sought to clarify that the proposal meant the coming together of skills
specialists at the Walton Centre with outpatient and support services being
delivered elsewhere. CHI confirmed this saying this enabled a number of
procedures to be concentrated in the one areas with expertise and skills at the
highest level.
44. CRO commented that the proposal was pleasing; it was a rich and insightful read
and it was important as a committee to have this.
45. Members were happy to endorse the report to be forwarded to GB.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Note the report;

Further actions required:
• None identified

C

UPDATES

C1

NORTH MERSEY HYPER-ACUTE STROKE SERVICES

46. CHI walked the committee through the Patient and Carer engagement undertaken for
the review of Hyper-Acute Stroke Services in late October/early November 2019.
47. The report was the pre consultation engagement to explore principles around change
to understand from people and groups impacted already by strokes and staff who
work in these services. The Stroke Association had been involved from the outset
and were supportive.
48. The Committee was being asked to review the report which directly informs a
proposal that will be brought to the CCG. The CCG will be asked to sign off the pre
consultation at some point to go to public consultation.
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49. The Governance route was slightly different as 4 CCGs were involved.
50. People were supportive of the principle, rehabilitation was important to them and
Liverpool had one of the best rehabilitation pathways.
51. JBL asked would this mean a single site for North Mersey and the response was yes,
the intent was to bring Southport and Ormskirk; Aintree and the Royal together in one
single team on one site with a service that meets the national specification.
52. Members were being asked to consider if the proposal was adequate enough to
progress to the next stage which would be engagement not the service change.
53. The report would be discussed at Committees in Common in October and the
Governance and assurance process would be discussed there.
54. JVI commented that it was a good proposal bringing together what happens at
operational level.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• To note the update.
Further actions required:
• None identified
C2

COVID-19 PUBLIC ENGAGEMENT –UPDATE ON LIVE ENGAGEMENT
PROCESS

55. HJO updated members on the coronavirus engagement which had been live for a few
weeks. Around 270 responses had been received to date.
56. The team was considering extending the engagement window; considering virtual events and
primary care was a strong theme with A&E, Mental Health and outpatient procedures. There
was also consideration being given as to whether or not to extend the engagement period.
57. Work continued with the voluntary sector targeted on focused engagement groups.
58. FLE mentioned that at a recent Health Select Committee meeting a comment was made by a
public advisor who stated that they hadn’t heard about the engagement and why was it being
operated remotely and online.
59. HJO informed members that the report was discussed at the previous Health Select
committee and the approach was about trying to strike balance and raise awareness. People
were being encouraged to use networks. There had been positive feedback from people who
preferred the online option. There was a need to use more networks particularly the
voluntary organisations.
60. SDE stated that work was underway to encourage responses from the range of people the
communities served. Work was underway with young BAME focus groups as well as people
with disabilities organized by communities themselves.
61. Both JVI and CRO mentioned that there are those who engage and those who don’t and was
there evidence of the representation growing. SDE responded that yes this was the case
albeit slowly. People who had engaged regularly had knowledge and experience to share.
62. In general there is real engagement with different people which is the benefit of using
different mechanisms, sometimes people only see one aspect but it is much wider.
63. SDE mentioned a group of older people without internet access as a group to reach and work
was underway to reach out to this cohort. The team was focused in working out where gaps
might be.
64. CRO valued the wealth of experience and knowledge which was reassuring, demonstrating
and fresh thinking with regard to new ways of connecting. It reflected a diverse approach to
the diversity of the city which was really important.
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65. JVI reported that she was also involved with other groups where she was kept informed so
there was a lot more happening than people perhaps may be aware of.
66. CRO asked when feedback on the engagement would be likely and if any insights had been
found thus far.
67. HJO reported that there was a need to look at what was successful in the past and plan work
around any gaps, working with the public to utilize as needed. More could be done regarding
the collective voice and how to reach people and it was about getting a good response within
the limits of Covid, budget and networks.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Note the update.
Further actions required:
• None identified
D

GOVERNANCE

D1

RISK REGISTER (RR)

68. CHI walked the Committee through the Corporate RR and this Committee’s RR
and how they are aligned. CHI had identified some risks to go on this Committee’s
RR and highlighted them for discussion.
69. CHI advised the Committee that all Committees have their own RR which in turn
feeds into the overall Corporate RR. We need to be able to demonstrate that we
are managing, mitigating and reviewing risks as this is a fundamental part of the
Committee’s role – just as demonstrating we are aware when risks need to be
escalated. The RRs are part of the bigger CCG framework and we need to be a
robust and proactive committee using the RR as a tool to assist our aims as a
Committee.
70. CHI advised if we as a Committee do not adhere to the actions/strategies we say
we will do, the CCG can be challenged on this and could go to a judicial review.
71. All Committees have specific risks and CHI highlighted some that this Committee
could move forward with in developing its RR:
• Reducing health inequalities: we need to ensure that we show an open and
robust view and plan to mitigate any risks such as, for example, access to
services.
• Patient experience: we must always be mindful that the remit of this
committee is about patient engagement and ensuring we take on board,
listen and proactively discuss and manage issues and matters that are
presented to us. We aim for the very best patient experience and by not
engaging with patients we can put ourselves at risk of not fulfilling the
Committee’s remit.
• Reputation: Should the committee not adhere to the terms and agreements
it has been set up to look at, this could produce negative feedback from
patients will not only affect this committee but would have a negative impact
on the CCG’s reputation.
72. There was a discussion re. the Governing Body’s responsibility to Committees as
a whole and understanding that as all Committees’ risks become sections of the
Corporate RR, so the Governing Body carries the same risks as the Committees
in an overarching sense.
73. It had been mentioned previously that it would be a great idea and a very useful
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‘tool’ to have the Chairs of Committees engaging to share best practice, avoiding
pitfalls, supporting with advice and proactively working together. The Committee
would like to raise and explore this. CHI to take this away as an action point to
ascertain the appetite of other Committees and their members for this.
74. The Committee agreed that moving forward the RR would be the first item on
each meeting’s agenda and we aim to become very familiar with it, exploring risks
internally and externally where appropriate.
75. The Committee agreed to review the RR CHI brought today and feedback
thoughts and highlight any areas they feel should be added, considered or build
on.
76. CMA commented that the content of the risk register was important stating risk
could be involved in a lot of activity and it didn’t always get the focus it needed in
the system as it was not included in governance arrangements. The GB point of
view was important to consider also.
77. CHI stated that the register was a dynamic document with appropriate risks added
and reviewed regularly.
78. CRO suggested the BAMER report and concerns about wider CCG awareness
and influencing in terms of this committee be added to the register to which CHI
responded that this had been shared with the Corporate Governance team and a
response was expected shortly.
79. CMA noted that the Chairs report would show how items were fed back to GB and
other committees stating that there needed to be a discussion amongst committee
chairs regarding this. Agreed that SHE would facilitate this.
80. Members agreed to the additions to the risk register with the addition of
engagement and learning to be included for all committees.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Note the People and Community Voice
Committee Risk Register;

Further actions required:
• To use the Risk Register as a proactive
•
•
E

tool and a standard item on the meeting
agenda;
Facilitate meeting of committee chairs
regarding risk;
Include engagement and learning as
items on risk register for all committees.

C Hill

ASAP

On Dec 20
PCVC agenda;

S Hendry

ASAP

S Hendry

ASAP

On Dec 20
PCVC agenda;
On Dec 20
PCVC agenda.

ANY OTHER BUSINESS
81. No other items of business were discussed.
82. CRO thanked everyone for attending the meeting today which been extremely
useful and informative. CRO thanked members for bringing superb reports to the
meeting.
83. The meeting closed.
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ISSUES CONSIDERED
2020
A1

WELCOME

1. Carol Rogers (CRO) welcomed all present to the meeting.
2. All members introduced themselves and their roles.
3. CRO noted that business would be conducted on the assumption that members
had read all papers ahead of the meeting.

A2

APOLOGIES FOR ABSENCE

4. The apologies for absence are detailed above.

A3

DECLARATIONS OF INTEREST

5. There were no additional declarations reported for noting at the meeting other
than those already listed on the LCCG register.

A4

MINUTES OF THE MEETING HELD ON 09 OCTOBER 2020

6. The minutes of the previous meeting held on 9th October 2020 were accepted as
an accurate record subject to following amendment; item 76:
‘pressure’ to be changed to ‘focus’

A5

ACTION LOG

7. The action log was discussed with the following points made:
a) Item 1 regarding recompense for volunteers had been overtaken by the
Covid19 response and deferred to a future meeting;
b) Item 2 People Power Programme and Provider Alliance Group: CRO advised
the group has only had one meeting and still finding its direction due to Covid. A
paper will be submitted when more information is available. Item deferred.
c) Item 3 Mental Health Action Plan to be discussed at MCFT CQPG, CHI to
feedback and update in Feb. 2021 meeting, deferred.
d) Item 4 Promote review of KPIs through GBAF discussion with GB, Meeting held
with Corporate Services for broader discussions with regard to making sure
engagement and equality issues go through GBAF as it is integral to everything
the CCG does. Areas that permeate through other committees have been
identified and will be discussed/highlighted in the 1st Q as an action to route
through other committees, item ongoing.
e) Item 5 BAMER Mental Health Report; the report was to be presented to SLT on
Monday 7th December 2020. CHI to report back to next meeting, item ongoing.
f) Item 6 the Risk Register will be a standard item on the committee agenda
moving forward. Item closed.
g) Item 7 meeting of committee chairs regarding risk overtaken by COVID/Mass
testing/Vaccination Programme. Being arranged for Jan/Feb 2021. Item
ongoing.
h) Item 8 Include engagement and learning as items on risk register for all
committees, to be taken through to other committees for consideration. Item
ongoing.

Action
Recommendations approved by
the committee, namely:
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Lead

Timescale

Status

• Note the People and Community Voice
committee action log

Further actions required:
• Update previous minutes in line with
•
B

discussion.
Update action log in line with
discussions.

S Tabron

ASAP

Complete

S Tabron

ASAP

Complete

UPDATES

B1
CLATTERBRIDGE CANCER CENTRE
8. JKE and PHE gave a presentation on ‘Blood Cancer Services in North Mersey’
and their proposal to establish a single blood cancer service and to be recognised
as a Centre of Excellence locally, regionally, nationally and internationally.
9. The Committee thanked JKE and PHE for a great presentation and asked how
the CCG could help to move this forward in the future.
10. JBL asked how the proposed service could demonstrate that it will provide
improved patient care and tangible befits, for example, shorter waiting times.
11. PHE advised there would be additional capacity for the stem-cell programme, less
waiting times and the haematology oncology ward had already increased
capacity. PHE added The Clatterbridge Centre assisted LUHFT’s Aintree site
during COVID taking in acute admissions.
12. JKE added there would be new side rooms ensuring every patient had their own
room and space which would make a big difference from a personal perspective
as well as assisting Infection Prevention and Control.
13. A new Director had been appointed for the Stem Cell Transplant programme to
take the Centre’s future forward. More consultants were coming on board and
already outpatient appointment waiting times had been reduced and had met the
2-week consultation target.
14. CHI advised the CCG had been working with the stroke services and trauma and
orthopaedic services in a similar vein i.e. to bring services together for better
outcomes. From a commissioning point of view a decision would have to be made
in order that patient and public engagement could take place to move this
proposal forward.
15. CHI advised that moving forward, the CCG would need assurance there were
robust structures in place, best practices and to stand up to scrutiny before it
could be presented to NHSE. There was already a lot of ground work being
covered with other CCGs in the Committees in Common Committee. Subject to
the above the proposal could be brought back to this PCV Committee.
16. CRO noted this was already attracting high-level consultants wishing to be a part
of the service.
17. CRO advised that communications to the public outlining the benefits had been
taking place in a well-articulated way such that the public could understand and
identify with.
18. CRO noted there may be some significant issues to consider such as location of
services and transport costs. SAH concurred that travel was an extremely
important consideration to be taken into account.
19. CRO asked the Committee if they would endorse the process of patient and
public engagement.
20. The Committee agreed to endorse the process of patient and public engagement.
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21. On behalf of the Committee CRO thanked JKE and PHE for a marvellous and
informative presentation and as a Committee looked forward to being a support
network moving forward.

Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Endorse the engagement approach for
this proposal
• Note the role and responsibilities of the
North Mersey CCGs in taking forward
this proposal
Further actions required:
• None identified

B2

OVERVIEW OF CURRENT/FUTURE ENGAGEMENT ACTIVITY

22. CHI updated the Committee on pipeline proposals the CCG was working on,
namely;
- Spinal Services
- Stroke Services and
- Urgent Care Services
23. Spinal Services: CHI updated the Committee on the Cheshire and Merseyside
proposal and approach to bring together the spinal services for all of Cheshire
and Merseyside to be based at The Walton Centre. The business case for this
was complete and going to the Liverpool University Hospital Foundation Trust
(LUHFT) Board and The Walton Centre Board; there would be a review by the
scrutiny committees in Cheshire and Merseyside and follow the NHSE assurance
process.
24. The proposal would be presented to the LCCG Governing Body in January 2021
with a view to mobilising the service in April 2021.
25. Stroke Services: CHI updated the Committee on the approach to bring together
stroke services into one North Mersey Comprehensive Stroke Centre, to include
West Lancashire. The process had been delayed by COVID and would need to
have a pre-consultation business case and to undergo a Clinical Senate Review.
26. A request for a public consultation to take place would be brought to this
Committee for approval in early spring 2021, with a view to running the public
consultation in June/July 2021.
27. Urgent Care Services: CHI advised the services were being led by the Provider
Alliance which would be re-established at such a time as the pandemic allowed.
28. CHI advised a year ago a pre-consultation engagement was held reviewing
patients’ and the public’s views and experiences of Urgent Care Services. This
information was not in the public domain. A proposal for a change to the service
provided at Smithdown Children's NHS Walk-in Centre, Wavertree, Liverpool to
establish an all-age Walk-In Treatment Centre would be brought to this
Committee in early 2021.

Action
Recommendations approved by
the committee, namely:
• Note the verbal update and the intention
to bring forward proposals for
endorsement in due course.

Further actions required:
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Lead

Timescale

Status

• None identified

B3

THE IMPACT OF COVID-19 ON BLACK, ASIAN AND MINORITY ETHNIC
(BAME) COMMUNITIES

29. EBO presented an overview of Cheshire and Mersey Partnership’s objectives to
assess the impact of COVID on the BAME communities. The objectives being to
understand;
• Social factors: impact on family, friends and communities
• Access to health and social care services - including NHS 111 and 999 services
• Individual health behaviours
• Mental health and wellbeing
• How might this impact future behaviour
• The ‘fear factor’
• Views on COVID vaccination
• To gain a better understanding of the cultural, behavioural and religious aspect that
influences health and care
• To understand how some public health messaging and COVID related messages are
perceived and even acted on by different BAME communities
• To gain insight into preferred communication and engagement methods
• What are the best advertising and communication channels to use to target different
communities?
• Look at who are the community ‘influencers’
30. The Partnership was approaching this in 3 phases, namely;
November 2020: Phase One: Desk Top Research
Gathering local intelligence and reviewing a range of data sets to map out by
ward / Lower Super Output Areas (LSOAs) where the different BAME
communities lived in C&M and some of their characteristics (e.g. religion,
language spoken, ‘personalities’)
December 2020 – February 2021: Phase Two: Quantitative Research
A minimum of 500 interviews conducted via a mix of face to-face or online
interviews, telephone interviews and surveys
March 2021 – April 2021: Phase Three: Qualitative Research
Views and themes which had emerged from phase two would be explored in
greater detail via focus groups and in-depth interviews
31. EBO advised that on completion of the 3 phases the Partnership would be able to
clearly outline the profile and needs of ethnic minority groups within the
Partnership’s area, and demonstrate best practice for engagement with each
ethnic group. EBO added support was needed from as many areas as possible to
get into BAME communities to explain and enlighten people why this information
was so valuable and to impress on the communities how subsequently it would
help them.
32. CRO advised it would be helpful for the Committee to have sight of the outputs
thus enabling the Committee to move forward on this journey with the
Partnership.
33. JBL asked how granular the results and outputs would be and would there be
feedback to individual Primary Care networks. EBO advised the structure had not
been built around networks but in focused areas of BAME communities and at
postcode level.
34. EBO acknowledged there was an element of Information Governance risk,
however The Partnership was conscious how it would best use the information so
as not to breach any security or data protection standards and legislation.
35. CMA asked if there was an underlying reason for this uncertainty about COVID
issues. EBO advised there were a lot of people in the BAME community who were
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sceptical and commented that with regard to this matter the Partnership had
written to all Human Resource Directors in the local Trusts asking if they would
share the Partnership’s findings across their networks.
36. CHI commented that Liverpool had one of the highest percentages of BAME
communities in Cheshire and Merseyside and asked if EBO had engaged with
Liverpool City Council’s Intelligence Team. EBO advised that as yet no; CHI said
she would forward contact details of the Intelligence Team to EBO.
37. SAH commented that across all networks it would help the Partnership to glean
further information if they looked to engage with the faith communities.
38. HJO noted the CCG had learned a lot about the BAME communities during the
mass testing and advised not all Local Authorities knew their BAME communities
as well as the local Council and LCCG does.
39. CRO agreed that focusing on faith communities would allow further details to be
highlighted. EBO, HJO and SAH agreed to meet outside of this Committee as a
separate group to discuss and feedback their findings.
40. On behalf of the Committee CRO thanked EBO for joining today and delivering an
insightful presentation. The CCG looked forward to hearing more information and
findings moving forward.

Action

Lead

Timescale

Status

Recommendations approved by
the committee, namely:
• Note the report and request that the
findings be reported to a future
committee for consideration

Further actions required:
• Share LCC Engagement and Intelligence
Team contact details;
• EBO, HJO and SAH to meet re faith
communities and feedback findings

C

C Hill

ASAP

On Feb 21
PCVC Agenda

H Johnson

ASAP

On Feb 21
PCVC Agenda

DISCUSSION AROUND CURRENT/FUTURE ENGAGEMENT ACTIVITY

C1 NHS 111 FIRST
41. HJO explained the premise of NHS 111 First as an extension programme to the
existing Integrated Urgent Care (IUC) Service, accessed through NHS 111. It aimed
to encourage the use of NHS 111 online and telephony as the primary means to
access urgent health, but with a more prominent public facing message.
42. NHS 111 First had been introduced locally at Liverpool University Hospitals NHS
Trust and Alder Hey Children’s NHS Trust as a potential pathway in identifying if a
person could be seen at a more appropriate establishment than presenting at A&E.
Should A&E be required NHS 111 First would be able to facilitate an appointment.
43. HJO highlighted the benefits would include more efficient use of NHS resources; it
was a national NHS mandate. Anyone who presents at A&E in person when they
could potentially have gone elsewhere will still be seen, but in the future there are
plans to look at the potential for redirecting patients to other services – such as
General Practice or community services – where it was clinically appropriate to do so.
In addition it would minimise exposure to COVID, reducing transmission of COVID
and other infections, and would support national social distancing requirements.
44. A North West communications plan for NHS 111 First had been produced and looked
at how local Trusts and CCGs could build on centrally-produced content and
messages to communicate with the public and local stakeholders. The plan was to
take place over two phases: the first phase would be that of ‘rolling out’ information on
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how to use the service; the second stage, would look at pathways inside Emergency
Departments (EDs) and how EDs would refer patients to other service points, rather
than treat the patient there and then.
45. HJO advised that for the second phase it might be necessary to engage with patients
to address issues in more detail.
46. CRO commented it would be helpful for the Committee to understand the different
phases of the communications plan, and would it be the case that the CCG would be
expected to work on and assist in its implementation. HJO responded that it would be
a gradual process and part of the CCG’s Winter Communications.
47. There were concerns that ringing 111 First may be problematic for some people; EDs
may need to record any difficulty people reported when they presented for treatment.
As and when new pathways were developed, in order for ED to redirect patients, this
would need public engagement and each pathway would need an Equality Analysis
running alongside the development.
48. HJO advised at the moment the CCG was working with Liverpool University Hospitals
NHS Trust and Alder Hey Children’s NHS Trust to communicate the benefits of NHS
111 First.
49. JRO suggested a ‘soft’ approach be taken in bringing in the service as, if effective, it
could be overwhelmed.
50. CRO asked that further data be presented to this Committee in order that members
could see the system footprint. Members were aware it was a national programme
and as it moved forward the Committee would welcome updates.
51. HJO advised after the second part of the Equality Impact Assessment (EIA) has taken
place, the opportunity to come back and present the findings and updates to this
Committee would be welcomed, with a view to discussing engagement plans.

Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• To note the contents of this report

Further actions required:

• Findings of the Equality Impact
Assessment be brought back at a future
date to be determined

H Johnson

TBC

On April 21
PCVC Agenda

C2 COVID-19 PUBLIC ENGAGEMENT – FEEDBACK
52. CHI advised a verbal update was being given which would be followed by a report
being presented at the next PCVC in the New Year.
53. HJO advised the public engagement process closed on 13th November 2020 and had
in excess of 1300 responses. There had been a huge amount of qualitative data
which was being analysed and a lot of feedback received with regard to Primary Care.
Discussions were taking place with Digital looking at ‘e-consult’. HJO advised she
would bring a more systematic response and report to the next PCVC.
54. CRO comment it was really important that the CCG saw the results and outputs from
the survey as it influenced change and understanding.
55. CRO asked if there would be a crossover in the survey analysis with the BAME
research project discussed earlier; CHI responded that it was on the team’s radar and
was what might be asked of them moving forward. It would also be necessary to look
at the ‘smart’-testing work in communities. Issues would be reviewed such as access,
equity of access across the City, behavioural patterns, motivations and barriers.
56. On behalf of the Committee CRO congratulated CHI and team on the engagement
achievement.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
•

Note the verbal update on this
engagement

Further actions required:

•

Report to be presented to February
PCVC

C Hill

Feb 2021

On Feb 21
PCVC Agenda

C3 COVID-19 VACCINATION PROGRAMME
57. CHI advised the vaccination programme was very ‘top-down’ in the community and
when asked the CCG would need to explain how it was supporting the population
City-wide.
58. CHI advised there may be community engagement requirements once the vaccine
programme progressed to further cohorts of the population, beyond the initial
prioritisation of vulnerable and health and care staff.
59. CRO asked if the CCG had been able to influence the mass-testing and if it had had
learnings which could in turn influence the vaccination programme? CHI advised that
was not the case as transferable learning was more for the CCG on a local basis.
60. FLE commented that the CCG was making rapid progress in a rapidly changing
environment under controlled parameters. From a Primary Care perspective there
were eleven designated sites for the vaccination programme however it was not yet
known when all eleven sites would be fully operational. Two of the sites would be
operational from 15th December 2020 and the CCG could confirm there were no
operational issues on both of these sites as they satisfied all requirements set out by
NHSE.
61. JRO queried if there would be an impact on quality. FLE advised the programme had
been rolled out and setup so rapidly there were irregularities to access.
62. CRO commented that the Committee understood the challenge and asked if, as a
Committee, there were any ways in which it could help to support the programme. If
so the Committee asked what it is it could do and how.

Action

Lead

Recommendations approved by the
committee, namely:
•

Note the verbal update on this
engagement

Further actions required:

• None identified
D ANY OTHER BUSINESS
63. None identified. CRO closed the meeting.
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Timescale

Status

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

☐

Report to:

Governing Body

Formally Approved:

☒

Meeting Date:

9th March 2021
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PERFORMANCE AND QUALITY COMMITTEE
Date:
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LCCG Meeting Room 1
Name

Time: 3.00pm

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

Present:
Cathy Maddaford (CMA)
Mark Bakewell (MBA)
Gerry Gray (GGR)
Sam James (SJA)
Peter Kirkbride (PKI)
Jane Lunt (JLU)
Judith Neilson (JNE)
Fiona Ogden-Forde
David O’Hagan (DOH)

Non-Executive Nurse - Chair
Chief Finance Officer
Lay Member for Finance
Director of Planning, Performance & Delivery
Secondary Care Consultant
Director of Quality, Outcomes & Improvement
(Chief Nurse)
Head of Performance
GP Director
GP Director

In Attendance:
Debbie Richardson

Committee Secretary, Liverpool CCG

Apologies Received:
Val Attwood
Helen Duckworth
Rebecca Tunstall

Deputy Chief Contracting Officer
Deputy Director of Planning, Performance and
Delivery
Deputy Chief Finance Officer

ISSUES CONSIDERED
2020

A1
1.

A2
2.
A3
3.

A4
4.

WELCOME
CMA welcomed all present to the meeting noting that business would be conducted
on the assumption that members had read all papers ahead of the meeting.

APOLOGIES FOR ABSENCE
Apologies for absence received for this meeting are detailed above.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than
those already listed on the LCCG register.

PREVIOUS MINUTES
The minutes of the meeting held on 10 March 2020 were accepted as an accurate
record.
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Action

Lead

Timescale

Status

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

A5
5.

ACTION LOG
The action log was discussed with the following points made:
a)
Item 1 - Research statutory requirements for SEND in relation to other Acts
to ensure none were overlooked – Item discussed, work underway at other
committee meetings taking place, to be brought to Sept 20 committee;
b)
Item 2 - Consider procurement plan with contracts and an audit trail for a
clear process with regard to revising the TOR if necessary - Contracting and
procurement activity have been affected by Covid, the procurement plan
for the year and subsequent audit trail will be shown through the
committee, no decisions have been made thus far, action closed. TOR to be
amended to include Part B.
c)
Item 3 - Provide members with a visual hierarchy of the committee structure
detailing which committees report where and how feedback is delivered
throughout the CCG - A visual hierarchy of the committee structure is
included within the constitution with a narrative. Action closed.
d)
Item 4 - Update TOR in line with discussions – Completed.
e)
Item 5 - Conclude/monitor legacy issues as applicable - Any outstanding
items on the Aug 20 committee agenda. Item closed.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the Performance and Quality Action
Log
Further actions required:
• Update Action Log in line with discussions

D Richardson

Sept 2020

Completed

B
B1
6.

7.
8.

9.
10.

COMMITTEE UPDATES
FINANCE AND CONTRACTING REPORT
MBA delivered the finance and contracting report up to month 4 which covered April
to July 2020; informing members that the report had been heavily influenced by the
revised Covid arrangements in place over this period. Allocations were revised
based on the average level of expenditure at February last year and these were trued
up or down with adjustments applied in each of the reporting months.
£7.5m true up funding had been received for the first three months of the year and
applied retrospectively bringing the CCG into a break even position.
At the end of month 4 a further £4.7m overspend was recorded which was anticipated
would be received retrospectively in true up funding to enable the CCG to maintain
the break-even position.
The CCG had incurred year-to-date COVID-19 specific costs totalling £6.47m, with
July costs of £2.78m expected to be funded through an August ‘True-Up’ exercise.
Financial arrangements for April to July would continue to the end of July and no
detailed financial planning guidance had been received regarding arrangements for
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11.

12.

13.

14.

15.

16.

17.

rest of the financial year but the expectation was that a revised financial management
arrangements approach would continue in some form.
A significant change during the Covid period was a lack of NHS contracts with the
CCGs main providers. This would continue for the remainder of the financial year
and the team were working to support and address underlying issues found which
should put the CCG in a good place moving forwards.
Following the introduction of a single contracts register the contracts team were going
to review the potential risk associated with historic / informal contractual
arrangements and would generate a prioritised work-plan to address these bringing
an update in a future report.
DOH discussed the format of table 3c stating that it was difficult to pick out GP
relevant information. MBA explained that the table was listed in numerical order as
decisions were discussed at Senior Leadership Team meetings and cross referenced
with internal decisions across other committees and meetings. MBA agreed to look
at the table to see if it could be ordered differently.
SJA asked about progress regarding the Better Care Fund and MBA reported that
draft guidance for 20-21 year had been issued in February but nothing more formal
had been circulated since. In the absence of this work had continued in the
background and decisions needed to be made ahead of planning deadlines.
The Mental Health Investment Standard (MHIS) was slightly different as information
had been received regarding this throughout Covid and it was clear that CCGs would
still be expected to deliver the MHIS despite the pandemic. The ask for the next year
was that expenditure was matched plus 1.7% and there was work to be don’t to
unpick what value was in the figure and the value of top ups generated. Alongside
this another challenge was the belief that the money was within the CCG baseline
when block contract payments resulted in a disconnect between finance and
commissioning. NHS providers assume the increase should be seen in the contract
level however the spending is across Mental Health not just NHS providers and this is
not clear due to the language used. Early indications are that prescribing for mental
health has increased in volume and price.
DOH commented that initially the assumption was that the relative spend may have
increased and this looked promising but this was not actually true. MBA responded
that it was very hard to present the figures simply; work continued looking at the run
rate analysis for the reminder of the financial year through a number of lenses and
checkpoints, looking at forecasts to see if there was an envelope to work with stating
that it was unprecedented and very challenging to put it all together.
CMA asked if the hospital discharge increase of nearly 0.5m was expected to
continue or was it related to Continuing Healthcare (CHC) funding. MBA replied that
at the beginning of Covid an announcement was made regarding how discharges
from hospital would be funded. This started relatively slowly and has picked up over
the last two to three months and is now at the peak of the process. The
reestablishment of the CHC framework commences from 1st September and there will
be a 6 week period after which CCGs would be responsible for costs from week 7
onwards. These costs need to be considered with social care costs being picked up
also. There is also an additional cost of the accumulated backlog from the last four or
five months which has to be factored in and the costs for this were unknown.
Action

Recommendations approved by the
committee, namely:
• The existing temporary finance regime
that covers the period April to July 2020;
• The level of anticipated ‘true-up’ funding
expected to be received from NHS
England during August 2020, that we
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Lead

Timescale

Status

deliver a break-even position for the
reporting period;
• That the CCG continues to work with
NHS England and partners on resource
drawdown requirements of the remainder
of the 2020/21 financial year;
• The update on the financial framework
beyond Month 04;
• The update on the work of the contracts
team.
Further actions required:
• Revisit ordering of table 3c for clustering
of themes;

B2
18.

M Bakewell

Sept 2020

On Sept 20
PQC Agenda;

SCHEME OF DELEGATION AND RESERVATION UPDATE
MBA delivered the updated scheme of delegation and reservation stating that this
was a regular process which was carried out on a quarterly basis to reflect changes
to internal staffing to reflect authorization limits.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Approve the updates to the ‘operational’
Scheme of Delegation to be actioned as
described.
Further actions required:
• None identified

B3
19.

20.

21.

22.

23.

CHIEF NURSE REPORT
JLU delivered the chief nurse report commenting that the report included a detailed
background to highlight the context of how the CCG had been working in the last few
months and the amount of systems which had changed to accommodate the
response to Covid19. The report also included links to the Phase 2 and 3 letters from
NHS England.
Staffing was being monitored on a trust wide perspective at Mersey Care Foundation
Trust (MCFT) with staff sickness improving; measures were in place with a focus to
be held in the September CPQG. MCFT were stepping back up a lot of their
community services offerings which had been impacted by Covid. Phlebotomy was a
particular issue and the CCG was working closely with MCFT for a North Mersey
(NM) response. Infection prevention and control (IPC) protocols meant they were
seeing a reduced number of patients with urgent tests prioritized. There had been an
unprecedented demand on mental health services particularly eating disorders;
revising the clinical model did not lead to increasing capacity and the service suffered
from staff sickness despite the mitigations in place. This was looked at in CQPGs.
The adult autism spectrum disorder service had issues prior to the Covid outbreak
and a capacity and demand options paper is being developed for sharing with CCGs
across the region. This impacts on the SEND agenda for the of 18-25 year olds which
was due to be inspected shortly. The offer across this age group was not as it should
be and this impacted on primary care.
The annual learning disabilities health check was a key priority with compliance being
low. Practitioners were employed specifically to increase the return for this offering
every learning disability patient health check screening and work was underway with
primary care to develop a system to highlight any actions required via EMIS
notifications to GP practices.
MCFT had recently had to commission an additional 10 mental health beds to
accommodate the demand for increased services. It had to place 4 patients in out of
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24.

25.

26.

27.

28.

29.

30.

area beds for the first time a number of years. The patients will be repatriated as
soon as possible and clinical oversight was being maintained.
Liverpool University Hospitals Foundation Trust (LUHFT) was under enhanced
surveillance due to the recent merger and were aiming to get back on track with the
enhanced surveillance programme. At the last CQPG the Trust presented metrics
which it aims to present quarterly to be augmented by survey results for staff going
through local changes as they found when making changes to the orthopedic function
previously that they could not consult staff enough. The findings will be used to
inform the approach going forward.
It was concerning that LUFHT had reported that 7 never events had occurred with 4
of these happening since early July. A meeting had taken place with the Trust to
understand the organisational approach to never events and a further follow up
meeting was scheduled. The CCG would oversee the ongoing action plans and have
a clear line of sight to monitor what the Trust did in response to see if it was assured
or not.
Work had taken place with Sefton CCG to clarify responsibilities around LUHFT and it
was now overseen solely by LCCG to reduce fragmentation. Work was underway to
review the Terms of Reference (ToR) for the CQRM and creating an operational
group to cover the detail in the Trusts response to phase 3 which would include the
escalation of key issues to a more senior group as appropriate. The Trust had asked
for this in an attempt to move the focus towards cultural components and away from
operational detail to be more strategic to hopefully inform the creation of a
sustainable organisation.
There was concern regarding an issue at Alder Hey whereby a consultant had retired
resulting in a review of his workload. This meant that patients were transferred to
other consultants and parents were complaining as the retired consultant had a
specialist interest in neurological conditions in particular Tourette’s and so parents felt
their children were not getting the service they had been used to. A weekly meeting
was now happening between the CCGs that were impacted, Alder Hey and local
authorities working through potential safeguarding issues that had been highlighted.
It had been reported on STEIS and would come through that process in due time.
There is a huge amount of learning for the Trust here regarding the autonomy of
particular individuals working on niche areas.
There is a huge amount of work to be carried out regarding the discharge to assess
model as referred to earlier in the meeting with continuing healthcare. This is
approximately 700 patients for the CCG and plans are in place to address this. Risks
for this include having the capacity to complete the reviews to deadlines while
stepping the framework back up safely. There were financial and reputational risks
here as they are reinstated. Some individuals who have had free care may now have
to pay and others may have to pay top ups and these individuals may feel they have
lost something they had previously. This was a national issue and the Cheshire and
Mersey out of hospital cell are supporting this with the continued healthcare team so
that each CCG takes a consistent approach. Local authorities may also feel they are
losing something and this is likely to be an issue for the CCG over the next few
months.
PKI raised concerns over the never events from LUHFT stating that 7 since October
2019 with 4 of these since July 2020 with 3 of which were surgical was alarming and
there should have been processes in place with reporting back on actions taken; the
issues appeared systemic rather than isolated. JLU responded that she did not
disagree and that was put back to the Trust from the CCG and NHS E/I. As well as
the processes the CCG has put in place to address this the NHSE/I has also put in
place regular meetings to monitor progress against actions to mitigate against such
occurrences in future through their own internal governance processes.
DOH asked if, given that the core business of what the CCG does is Finance, Quality
and Performance, was there a requirement for a risk assessment framework looking
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31.

32.

33.

at this specifically from each of the three areas. JLU answered that there was a tool
available called the Quality Risk Profile which was developed by NHSE to support
CCGs when they had concerns which enabled pulling risks together in a similar way.
It would be useful to look at the risks in the round and consider what the challenges
were for a Trust. SJA informed members that the CCG had the Organisational Health
Check data for LUHFT which gave a health check overview of quality finance and
performance with patient experience and staffing metrics. It would give assurances
across a number of domains and could come to this committee if colleagues wished.
Also, the Performance and Quality subcommittee would triangulate the data and
show the committee how well or badly a Trust was performing. This can be added to
the performance report for the committee and risk rated.
CMA expressed concern regarding the workforce that had been working under
pressure and had annual leave to take. How could staff take leave while Trusts were
trying to increase capacity heading towards winter. JLU responded that in the earlier
stages of Covid staff did not take leave however Trusts had encouraged staff to take
it more recently as they had a very tired workforce some of whom had been isolated
from their families. There was also the psychological trauma which was a potential
risk and it was unclear that the plans did enough to address this.
SJA commented that within the planning submissions the workforce capacity was
beginning to show as a critical risk to achieve phase 3 guidance and this had been
flagged with the Cheshire and Mersey team as a risk. It was noted that some BAME
staff had been moved away from duties they would normally perform after being risk
assessed and this had also increased pressures as reported by some Chief
Executives.
DOH highlighted the good strong quality team that was reporting back to the CQRM
making sure points were taken on board and bringing the information forward. JLU
agreed commenting that the CCG had taken on board the comments from the Kirkup
and Capsticks reviews to be well informed and act appropriately.
Action

Recommendations approved by the
committee, namely:
• Note the content of the report.
Further actions required:
• Add Organisational Health Check data for
Trusts to Performance Report for committee;

B4
34.

35.

36.

Lead

S James

Timescale

Sept 2020

Status

On PQC Sept 20
Agenda.

CORPORATE PERFORMANCE REPORT
SJA delivered the Corporate Performance Report commenting that there was now a
performance and quality subcommittee established and the minutes would come to
this committee to give assurance around triangulation of work allowing talk between
teams to highlight recommendations for next steps.
The report was an update on the paper that went to Governing Body in July giving
more detail including May and June. The main points raised were:
a)
62 Day Cancer Target- National Screening service (although
performance is volatile due to the small numbers involved)
b)
28 Day Faster Diagnosis Standard has been maintained in the second
month of reporting.
c)
The Waiting List is at the lowest level for a number of years (although this
is somewhat balanced by reduced capacity in providers due to COVID19).
Diagnostic level waiting times had seen an improvement in patients being seen in
under 6 weeks and it appears to have dropped again which was good news for the
CCG.
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37.

38.

39.

40.

41.

42.

43.

44.

45.

There was a lot of provider variation with echocardiogram, CT and MRI concerns and
work was underway trying to pull these together as a system to address the issues.
An agreement was now in place for Liverpool Heart and Chest Hospital to take 14
echocardiogram tests each week and the CT capacity for LUHFT was being looked
at. Referral patients were being considered for transfer to allow LUHFT to address
the backlog and consideration was also being given to using independent sector
capacity. This was a strong challenge for the NHSE to address as they may have
space but not staff or the other way around. One issue with the independent sector
was a low uptake on day case procedures. There was work still to be done although
the position was improving month on month.
The waiting list was down to around 28500 and some of this could be due to a
reduction in GP referrals and the removal of duplicate pathways. This conversely
impacts on the RTT position with a growing number of patients waiting over 18
weeks.
With regard to Mental Health an in depth discussion was had at the last performance
subcommittee meeting around performance standards and the work being carried out
by MCFT and the volume of patients they were seeing. While there had been a
positive response to the pandemic additional focus is needed to get to a level of
normality with particular attention to be given to IAPT services which had
deteriorated. They need to be written to formally asking for a response with a robust
action plan to move forward.
There had been a decline in the dementia diagnosis rate some of which may be due
to the potential core of patients being asked to shield and work needed to be done to
focus on this area with primary care teams. A conversation had taken place at the
Primary Care Commissioning Committee to focus on a select number of indicators to
improve performance here.
Conversations had recently taken place with Chief Operating Officers at the Trusts
who were struggling to achieve the levels of ambition required for the phase three
planning. Tentative numbers have been submitted around other targets but these are
based on what other providers are doing and it will be a challenge to turn the
numbers around quickly.
CMA asked if, as the year progressed, the robustness of the data would give more
confidence as this was a snapshot under particularly difficult circumstances. SJA
responded that one of the positives of having this committee operational again was
having sight of the performance information in the context of the quality and finance
issues which gave a different slant, showing up things that need to be followed up
formally.
PKI commented that the opportunity to compare with peers was good to show
whether others were facing the same challenges. It would be useful to present this
information showing where the CCG stood in comparison to other CCGs. SJA
reported that this was in the main body of the report with a summary contained within
appendix 2.
DOH asked how the local system working compared with the wider system from the
experience of working with the hospital cell and the wider region. SJA responded that
the traction achieved had been really positive and the region had actually managed to
move patients when other regions were still talking about it. There was a
commitment to continue this in the longer term moving forward beyond March into the
new financial year so it would not be just for the Winter planning arrangements.
There did not appear to be the same level of engagement across the Cheshire and
Mersey region with Liverpool ahead of the game.
The Cancer Alliance came into its own during the pandemic in setting up hubs for
activity although a criticism would be that it viewed capacity as extra and not as
capacity in its entirety, expecting providers to manage their own capacity as much as
possible when the aim was to look across the system. Work was underway to sort
diagnostics to include the imaging networks and the cancer alliance so all parties are
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fully aware of the wider picture and fully supportive of it.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the performance of the CCG in the
delivery of key national performance
indicators for the period highlighted and of
the recovery actions taken to improve
performance and quality.
• Determine if the levels of assurance given
are adequate in terms of mitigating
actions, particularly where risks to the
CCG’s strategic objectives are
highlighted.
Further actions required:
• None identified

B5
46.

RISK REGISTER
SJA discussed the Risk Register noting that the committee recognized the need to
develop a risk register as discussed at the recent Governing Body meeting. Work to
develop this was ongoing. CMA responded that this could be discussed virtually
outside the meeting or at the next meeting.
Action

Recommendations approved by the
committee, namely:
• Note the update
Further actions required:
• Develop risk register

C
C1
47.

48.

Lead

S Hendry

Timescale

Sept 2020

Status

On PQC Sept
20 Agenda.

FOR INFORMATION
PRIMARY CARE PERFORMANCE REPORT
SJA updated member on the Primary Care Performance Report noting that the report
aimed to close the loop for performance. It was noted that with regard to the GP
specification which had been suspended during the Covid pandemic; of the 11
indicators only 4 were being achieved. For context, if the performance process in
place pre Covid were instigated then every GP practice within the CCG boundary
would be in breach and the CCG would be asking for recovery plans. The intention is
to plot a smaller set of metrics to focus primary care performance on which will be
directly related to the phase 3 letter asking primary care colleagues to consider how a
performance improvement in these metrics can be achieved. This will come back to
the next meeting.
DOH commented that performance for primary care usually takes a dip around this
time of year and an annual check would be carried out as part of the flu campaign.
SJA responded that this was a fair point and the numbers did not always tell the full
story. The report would come to this committee regularly and primary care
performance had not been at the forefront during Covid and a new process to
manage performance to the end of the year was necessary.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the performance of Practices in the
delivery of the GP Specification.
Further actions required:
• None identified

C2
49.

C3
50.
51.

C4
52.

53.

54.

MINUTES FROM SUB COMMITTEE
The minutes from the Performance and Quality subcommittee 9 July 2020 were
noted.

MINUTES FROM IG STEERING GROUP
The minutes from the IG Steering Group 2 June 2020 were noted.
CMA sought clarity regarding an opt out clause asking fi this caused potential serious
concerns for the CCG. MBA responded that there was nothing specific to be
concerned about at this time. The IG steering group were monitoring the ruling and
looking at policies and procedures to ensure they were reflective of recent changes.

CONTRACTS BETWEEN LCCG AND MERSEY CARE
MBA delivered the report regarding contracts between Liverpool CCG and Mersey
Care which came about in response to conversations at Finance committee at the
end of 2019. The paper listed the overall values and an overview of the
arrangements. Mersey Care were becoming more dominant over recent years taking
on more services and the CCG was conscious it had to be mindful of its approach to
contracting and procurement activities to ensure compliance with regulations.
CMA asked if noting that the services would come up for tender in the next few years
would they be put on the procurement plan. MBA responded that the tendering of
community and mental health services usually followed the national direction and a
good basis for this was in place although there were still silos. Through the provider
alliance the contract would not be viewed in isolation and the national direction would
be considered when the time arose.
DOH asked if this applied to other contract areas so there would potentially be less
activity in future. MBA responded that this appeared to be the direction that was
being taken with the role of commissioning moving towards collaboration not
competition. This could change when Brexit is delivered and changes to procurement
regulations are introduced.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the number of services provided by
MCFT to Liverpool CCG.
Further actions required:
• None identified

C5
55.
56.

MIAA REPORT – COMMUNITY SERVICES WITHIN LIVERPOOL
JLU spoke to the MIAA Report – Community Services within Liverpool which had
previously been discussed at Audit and Risk Committee.
The objective was to provide an opinion regarding how the CCG reviewed
commissioning responsibilities in its oversight role of community services. The
outcome was substantial reassurance with some actions. The risks associated with
the actions were low and an action plan would be brought to the next meeting to note
progress.
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57.

58.

FOF sought clarity on the nature of the necessary actions given that they were in
response to the Kirkup report which did not specify any CCG actions or
recommendations.
JLU responded that at the time of the investigation there were references made to the
CCG; however the actions were around generic learning which could translate to any
organisation. There needed to be a clear flow of information through committees
showing how issues were dealt with and managed and how they progressed through
to Governing Body. This was pertinent to the CCG and the conversation was far
broader that Liverpool Community Health.
Action

Recommendations approved by the
committee, namely:
• Note the contents of the report.
Further actions required:
• Updated actions to next meeting

C6
59.

60.

Sept 2020

Status

On PQC Sept 20
Agenda.

SJA reported that work was underway to develop a work plan and it would be brought
to the next meeting. The work plan would follow the Governing Body format covering
what had been discussed within the meeting and there were statutory items which
also had to be included. Members could contact SJA outside the meeting to add
items if they wished to.
DOH suggested each of the three key aspects of quality, finance and performance be
themed.

Recommendations approved by the
committee, namely:
• Note the update.
Further actions required:
• Work plan to next meeting.

61.
62.

J Lunt

Timescale

COMMITTEE WORK PLAN

Action

D

Lead

Lead

S James

Timescale

Sept 2020

ANY OTHER BUSINESS
Members agreed to hold the next meeting on 22 September 2020.
No other items of business were discussed. The meeting closed.
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On PQC Sept
20 Agenda.
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Mark Bakewell (MBA)
Helen Duckworth (HDU)
Tracey Forshaw (TFO)
Gerry Gray (GGR)
Sam James (SJA)
Peter Kirkbride (PKI)
Jane Lunt (JLU)
Judith Neilson (JNE)
David O’Hagan (DOH)

Non-Executive Nurse - Chair
Deputy Chief Contracting Officer
Chief Finance Officer
Deputy Director of Planning, Performance and
Delivery
Assistant Chief Nurse, South Sefton CCG &
Southport & Formby CCG
Lay Member for Finance
Director of Planning, Performance & Delivery
Secondary Care Consultant
Director of Quality, Outcomes & Improvement
(Chief Nurse)
Head of Performance
GP Director

In Attendance:
Debbie Richardson

Committee Secretary, Liverpool CCG

Apologies Received:
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ISSUES CONSIDERED
2020

A1
1.

A2
2.
A3
3.

A4
4.

WELCOME
CMA welcomed all present to the meeting noting that business would be conducted
on the assumption that members had read all papers ahead of the meeting.

APOLOGIES FOR ABSENCE
Apologies for absence received for this meeting are detailed above.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than
those already listed on the LCCG register. VAT declared an interest with any items
regarding Wirral Acute and St Helens Trusts which was a non-financial indirect
interest.

PREVIOUS MINUTES
The minutes of the meeting held on 25 August 2020 were accepted as an accurate
record.
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Action

Lead

Timescale

Status

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

A5
5.

ACTION LOG
The action log was discussed with the following points made:
a)
Item 1 – The statutory requirement for SEND had been incorporated into the
SEND Code of Practice and would be in the next SEND update at a future
meeting. Action closed;
b)
Item 2 – Part B TOR to be brought back to later meeting to include SEND
reference. Action ongoing.
c)
Item 3 –The finance and contracting report was on the meeting agenda.
Action closed.
d)
Item 4 – The performance report was not on the meeting agenda and
discussions were ongoing. To return to the committee at a later date.
e)
Item 5 – The risk register was on the meeting agenda. Action closed.
f)
Item 6 – MIAA Report on Community Services within Liverpool was deferred
to the next meeting, Action deferred.
g)
Item 7 – The committee work plan was on the meeting agenda, action
closed.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the Performance and Quality Action
Log
Further actions required:
• Update Action Log in line with discussions

D Richardson

Sept 2020

Completed

B
B1
6.
7.

8.

9.

10.

COMMITTEE UPDATES
FINANCE AND CONTRACTING REPORT
MBA delivered the finance and contracting report up to month 5 in the 20/21 financial
year.
The main aspects of the CCG’s financial reporting requirements were included on the
executive summary describing the position under the revised Covid19 financial
management arrangements for m1-5.
CCG allocations for the period April to September 20 had been based on average
expenditure levels as at February 2019/20, with any variance needing to be
‘explained’ and approved by NHSE as reasonable in the form of a ‘true-up’ (or
down).
Covid-19 and Other ‘true-up’ funding had been received in respect of the first four
months of the financial year to the value of £12.3m, and was applied retrospectively
to the CCG budget profile to provide a break even position
At the end of month 5, (the period up to August 2020) the CCG was reporting a
£1.1m overspend against the allocations set by NHSE for August with further ‘TrueUp’ funding adjustment anticipated to be received from NHSE during September,
which would result in a revised break-even performance for the CCG.
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11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

The CCG had incurred year-to-date COVID-19 specific costs totalling £7.8mm, with
August costs of £1.3m expected to be funded through the September ‘True-Up’
exercise.
Further information was included within the pack regarding other in-month
movements and supporting information and cash / better payment practice code
information.
As an update to the information on page 27, with regards to financial arrangements
for the remainder of the year, further information had been received in the middle of
the previous week which the CCG team was working through with colleagues in the
H&CP and NHSE as part of the wider planning approach.
Headline information was that the guidance was broadly in line with arrangements
with the 1st six months of the year but there remained a significant amount of work to
understand the issues within the information received and how the envelope available
to the system compared to the forecast expenditure for both providers /
commissioners and coverage of all other associated costs including COVID.
A brief contracting update was provided on page 28, again significantly impacted
upon by the arrangements with guidance confirming no new formal contracts were to
be in place with NHS providers and a continuation of block payment mechanisms.
As reported previously the contracts team were progressing a number of areas of
work to identify and address of issues in relation to o/s areas and that would be of
benefit to the organisation going forward.
DOH asked if a Finance Director (FD) had been appointed to the Cheshire and
Mersey partnership to date. MBA responded that Keith Griffiths was due to take up
the post in December and start properly in January 2021. CCGs were working with
the interim FD Bill Gregory using the local model to look at forecasts. Work had been
carried out using the local model which looked very different to the national model
and it did not make sense in isolation.
VAT provided a brief contract update informing members that as part of the Covid19
requirements payments to providers had been reviewed to determine if these would
continue during the Covid19 period. In carrying out this work historic arrangements
had come to light which did not have contracts aligned. Around 400 providers are
paid regularly who have been risk scored; private providers sore higher with regard to
risk as they don’t have the governance and oversight of NHSE.
A work plan was being generated prioritising which providers were required to be
recommissioned. Once this work was complete more assurance could be brought to
the committee and regular updates can be brought. The subcommittee had been
kept informed. The report would highlight issues identified and mitigations.
DOH commented that private providers were subject to national law and NHS
providers were subject to NHS agreements and which was more difficult to enforce?
VAT responded that private providers had NHS standard contracts which included
standard terms and conditions. NHS to NHS contracts were not legally enforceable
but private ones were.
Action

Recommendations approved by the
committee, namely:
• The existing temporary finance regime
that covers the period April to September
2020.
• The level of anticipated ‘true-up’ funding
expected to be received from NHS
England during September 2020 that will
deliver a break-even position for the
reporting period.
• That the CCG continues to work with
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Lead

Timescale

Status

NHS England and partners on resource
drawdown requirements of the remainder
of the 2020/21 financial year.
• The update on the financial framework
beyond Month 05.
• The update on the work of the contracts
team.
Further actions required:
• None identified.

B2
21.

22.
23.

24.

25.
26.

27.

28.

29.

30.

31.

CHIEF NURSE REPORT
JLU delivered the chief nurse report commenting that the report was less detailed that
previously giving the context of how things had changed within the system during
Covid19. It was noted that point 2.1 related to Liverpool University Hospitals
Foundation Trust (LUFHT).
Referral to treatment times remained affected by the stepping down of elective
services and diagnostics during the initial phase of the Covid pandemic.
LUHFT remained in enhanced surveillance due to the merger of the two previous
trusts. Surveys were in place to give an early warning system measuring how staff
were coping with changes as a result of the merger, these would also give insight
around patient experience with the impact of the pandemic.
At the request of the Trust a group will be created; converting CQPG to an
operational group with colleagues from other CCGs looking at commissioning and
looking at what is and what is not going well and working to remedy these; looking for
a system response not a Trust response with the aim of creating the right culture.
A CQC inspection during the first week of September focused on the merger
reviewing from a well led perspective. No feedback had been received.
Mersey Care Foundation Trust (MCFT) Mental Health and Community Services had a
phlebotomy issue however it had recently become known that the Trust had managed
to get performance back to almost pre Covid levels. There were issues around eating
disorders and autism support services with clarity required regarding what services
could be offered for autism. There had been a substantial increase in demand for
mental health services both inpatient and in the community.
Work was ongoing with regard to an incident in July at Alder Hey; partner CCGs were
working with the Trust and all children involved had been reviewed with no apparent
harm. There seemed to be a gap in the pathway offered in North Mersey in
treatments for Ticks and/or Tourette’s syndrome. In other areas the first point of call
would be Child and Adult Mental Health Services (CAMHS) which wasn’t the case in
North Mersey. Meetings were underway looking at how to address this gap which
would need resourcing.
With regard to Primary Care, the focus for Rocky Lane Medical Centre was on safe
staffing and the use of locums. The CCG was waiting for the action plan to be
resubmitted for consideration.
With the recent rise in Coronavirus infection prevention and control (IPC) monitoring
was a concern with the Health Protection Board meeting weekly to oversee the local
response led by Public Health. The intention was to involve all local services to
address issues locally, supporting care homes and managing the response as they
did during the first wave. Managing the flow of patients throughout system to manage
potential issues.
SEND requirements were mentioned in phase 3 guidance with the requirements of
this strategy needing to be met, ensuring partners are meeting the terms within their
aspects of the process.
Sefton had issues regarding SEND and were having an inspection in Novebmer with
Liverpool’s inspection likely to take place early in 2021. Some areas had not made
the intended progress, for example annual health checks for 14-25 year old’s with LD,
and 18-25 year olds in adult services and work was ongoing to highlight any risks for
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32.

33.

34.

35.

36.

37.
38.

39.

the CCG.
For Continuing Healthcare discharged patients were being reviewed to ensure care
needs were being met with a steering group arrangement to provide commonality
across the patch. There were some issues verifying numbers due to the complexities
of the agencies involved. The plan was to have this complete by the end of March
and discussions around the financial implications were ongoing.
PKI asked about more never events and was told that the timeline from inspection
and report can be several weeks. The CCG is given the draft report to check for
accuracy and it can ask the Trusts to give key highlights with the formal process
taking several weeks. No further never events had been reported. A monthly
meeting was held with the trust looking at action plans from previous never events as
part of the overall work taking place. Some never events were not yet due to report
and the trust had been identifying learning and actioning this in the meantime. Trusts
are given time to respond in a coherent manner and to extract the learning as the
review progresses.
PKI asked if the CCG was assured that RLMC was providing a safe practice for its
patients and was it effective. JLU responded that arrangements were in place to
further develop the Primary Care Networks (PCN) and it was hoped that RLMC could
seek help and support from its PCN if things didn’t work out as anticipated. The CCG
had spent time in the practice setting up processes and support was offered from a
neighbouring practice. Arrangements were under review to assess what could
happen next. The action plan would be discussed at QSAG in the near future and the
CCG was still confirming assurance.
DOH asked about representation on the Health Protection Board and was informed
that there were a number of CCG colleagues on the board; JLU, DHO. CMO, SHE all
covered different areas. CMO for primary care and the winter flu plan; DHO for his
role with the Chief Operating Officers; JLU as the chief nurse supporting IPC and
care homes etc.; and SHE had the EPRR perspective.
Although not present at the meeting FOF had asked if there was any evidence that
MCFT had assessed ear syringing as a high clinical priority. JLU agreed to check the
situation with MCFT.
CMA raised concerns regarding Autism Spectrum Disorder asking if investment from
Trusts was the way forward.
Members were informed that practice varied and discussion was ongoing regarding
this. The CCG had been working with MCFT to develop a long term vision with
service plans over 1-5 years for different service lines to map out plans and set
trajectories for performance and deliverables MCFT is not the only provider of Mental
Health services and the aim was to develop a longer term vision across all providers
driven by the Mental Health Investment Standard (MHIS). This would expect a level
of investment but there was not the workforce and a joined up sustainable approach
was required.
DOH commented that the potential for change in the next period caused frustration
for Trusts and primary care, producing something coherent could bring clarity to the
situation.
Action

Recommendations approved by the
committee, namely:
• Note the content of the report.
Further actions required:
• Check with MCFT if ear syringing had been
assessed as high clinical priority;

B3
40.

Lead

J Lunt

Timescale

Oct 2020

Status

On PQC Oct 20
Agenda.

REVIEW OF LONG WAITS
JLU informed members that the committee would focus on one particular item at each
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41.

42.

43.

44.

45.

46.

meeting and following discussions it was agreed to review long waits at this meeting.
The performance data available for July gave the context as to why this particular
issue was chosen with the numbers for RTT and a deterioration in the numbers over
52 weeks and the diagnostics position. The numbers were improving but were still a
long way off what they should be.
Much of this was caused by the pause throughout the first wave of covid19 and it was
further delayed due to social distancing and IPC measures in place. The CCG was
now seeking through CQPGs and CQRMs assurance that Trusts understand the
nature of their waiting lists and are able to profile their waiting lists in order of clinical
priority.
The CCG also needed to consider how it got assurance that Trust processes were
effective enough and were reducing harm to patients. Work had taken place with the
Cancer Alliance to develop a review process and design a template the quality team
could use between quarter 2 and quarter 3 to demonstrate assurance of provider
processes by sampling 10%. A summary report will be compiled with providers given
an opportunity to respond. Providers can challenge the CCG for triangulation. Work
will be carried out in tandem with providers to avoid duplication and it will be an
iterative process. The challenge was the reemergence of covid and the local
lockdown measures in place. Covid was likely to be around for some time and the
CCG had to find new ways of working to gain assurance and to consider how it could
use the Cheshire and Mersey Partnership to support this.
DOH commented that there may be difficulty being involved in the process as it
evolved while trying to scrutinize it as it was. The diagnostic rate looked good and
the referral process was quicker. It was important the system response was from the
CCG and the Trust, when LUHFT doesn’t perform well the system doesn’t perform
well as they lead the figures.
CMA stated that this needed to be kept under regular review as more information
became available, a deep dive in the future may give more understanding giving
oversight to inform the Governing Body what was happening and may encourage
through links to other parts of the system if areas of concern are found then action
could be built in.
Members agreed a timeline would be helpful at the next meeting with further
discussion.
Action

Recommendations approved by the
committee, namely:
• Note the presentation
Further actions required:
• Update members with a timeline/action
plan.

B4
47.

48.

49.
50.

Lead

J Lunt

Timescale

Oct 2020

Status

On PQC Oct 20
Agenda.

PRIMARY CARE PERFORMANCE PROCESS
SJA delivered the Primary Care Performance Process stating that as general
practices could not meet the targets set in the GP Spec due to Covid19 the CCG had
looked at the indicators listed within the GP Spec and brought out action plans where
practices were not compliant.
At the last meeting members had agreed to the CCG picking out a smaller set of sub
indicators and develop a process around how to manage that. The proposal detailed
how this would operate including what to focus on and target where no data was
available.
It was noted that practices would not be asked for recovery plans immediately just
areas to focus on to respond to within the One Liverpool Plan.
The proposal would be taken to Primary Care Commissioning Committee next for
sign off then to LMC for QOF guidance around indicators highlighted. All of this was
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working to phase 3 guidance as instructed and was subject to change if directed
otherwise.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Approve a new Primary Care matrix to
replace the 2019-21 GP Specification
KPIs, based around the phase 3 and QOF
guidance.
• Approve which LCCG team will be
working with the LMC to agree a plan for
QOF population stratification during
October and November 2020. Each
individual practice needs to complete to
ensure their guaranteed QOF income.
Further actions required:
• None identified

B5
51.

52.

53.

54.

55.

56.

COMMITTEE WORK PLAN
SJA stated that as previously discussed in setting the work plan he had looked back
at previous committees to see what the committee should focus on. The challenge
was in reducing the workload to a manageable set of tasks.
SJA sought and gained consensus that it would be useful to agree in principle that
the committee would follow the format of Governing Body with a formal and a
development session. The development session would allow for deep dive activity to
occur. A tighter schedule of activity would be brought to the next meeting.
JLU noted from a quality perspective that she was cognizant that the organisational
health check and chief nurses report would be exceptions from this. The suggestion
was to bring figures quarterly via the work plan to understand themes and trends in a
broader sense.
CMA suggested the development sessions would give an opportunity to look into the
detail that formal meetings did not give the opportunity to do; looking in different ways
may give different ways of learning and development for members too.
DOH commented that there would be a lot to cover and both Finance and Quality
committees had a lot to cover but did not manage it. Governance and visibility of this
was the purpose of being public facing and it should not be rushed, it must be
meaningful. It was important to review on an ongoing basis.
Members agreed in principle with the option to revisit in a couple of meetings time
with a development session every other month.
Action

Recommendations approved by the
committee, namely:
• Approve the proposed work plan for the
committee
Further actions required:
• Develop schedule of activity;
• Schedule development sessions;

B6
57.

Lead

Timescale

S James

Oct 2020

S James

Oct 2020

Status

On PQC Oct 20
Agenda;
On PQC Oct 20
Agenda.

RISK REGISTER
JNE updated members regarding the risk register reporting that work had been
undertaken bringing the risk together and mapping new risks emerging as themes
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58.
59.

60.

from the Covid19 response. It was acknowledged that more work is to be carried out
around the FPCC risk register to ensure legacy issues are carried forward with
particular regard to Covid19 and a plan was in place to support this.
The draft risk register would be brought to the next meeting.
CMA reported that it was useful to have the overview of risk at the recent governing
body development session commenting that it would be helpful if the GBAF identified
which committee had oversight of the risk listed. This was listed previously but not in
the latest version.
Members were advised to forward comments to S Hendry.
Action

Recommendations approved by the
committee, namely:
• Note the update.
Further actions required:
• Identify which committee had ownership of
the risk listed within the GBAF;

C

Lead

S Hendry

Timescale

Oct 2020

Status

On PQC Oct 20
Agenda;

FOR INFORMATION

C1
•

LEDER
Update

61.

TFO delivered the update on the Learning Disability Mortality Review which related to
what was being progressed from requirements from NHSE regarding expedited cases
between March and June 2020 to identify if any cases related to Covid19.
6 of 15 cases were associated with Covid19; one individual died as a consequence of
an inpatient transfer from LUHFT and learning had been taken from this. Another
contracted Covid19 from a residential setting and although work was underway
nationally to understand the findings from a national perspective there needed to be
local understanding too.
There was real scrutiny around LeDeR with engagement with Liverpool City council
with LeDeR being a standing agenda item on the liverpool Safeguarding board.
The paper highlighted a number of areas of decline which would be investigated in
2021 subject to economies of scale with consideration being given to a North Mersey
approach with a steering group identifying key learning across systems. This would
be a challenge.
It was important to note the numbers from LCCG. From April to September there
were 33 cases registered for periods which exceeded the number for the entire
previous year and this doubled the number of reviews with scarce resources.
Reviews were currently reporting on a fortnightly basis with challenges still to be
worked through.
JLU reported that when the LeDeR process was introduced CCGs were the
accountable organisation with no additional resource given. CCGs had since become
leaner with no additional resource given for this and the workload had increased.
TFO had led the review across 3 CCGs with liverpool and Sefton including a
significant number of complex reviews.
There is an additional requirement ot support a North Mersey steering group which
will have a significant impact. A bid had been submitted to the sub task and finish
group with NHS providers for support and more consideration needed to be given to
how this would be supported in the longer term.

62.

63.
64.

65.

66.

67.

•
68.
69.

Annual Report
The annual report reiterated much of what had been said in the update looking at
priorities to take forward. The report would be published on the CCG website.
This was the first year an annual report and action plan had been compiled and this
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70.

71.
72.

would meet NHSE compliance requirements. No template is provided for the annual
report with elements required to include how to engage the LD community in the
annual report process. This was not possible this year due to time constraints but
was a key development for next time.
PKI commented that while he had no expertise in the area he could see a lot of hard
work taking place in a resource intensive process. What themes and trends were
emerging and would achieving annual health check targets prevent the numbers.
JLU mentioned the Sibold enquiry saying the NHS and wider system health checks
were needed to identify any potential issues.
Members were asked to approve the minutes from the steering group with the
dashboard highlighting any issues. It was noted that the action plan would be
presented quarterly.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Approve the annual report, prior to
submission to NHS England and published
on the CCG public facing internet page
• Receive the update.
Further actions required:
• None identified

D
73.

74.
75.

ANY OTHER BUSINESS
SJA reported that Alder Hey Hospital had seen a number of breaches in the 52 week
wait recently. The CCG had engaged with Alder Hey and asked for an action plan
and have been informed that Alder Hey have an external company in completing an
external review which the CCG will discuss with them and report back.
GGR asked if this meant the figures presented in the earlier table were incorrect and
was informed that this was true with an increase in the number of breaches.
No other items of business were discussed. The meeting closed.
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ISSUES CONSIDERED
2020

A1
1.

A2
2.
A3
3.

A4

WELCOME
CMA welcomed all present to the meeting noting that business would be conducted
on the assumption that members had read all papers ahead of the meeting.

APOLOGIES FOR ABSENCE
Apologies for absence received for this meeting are detailed above.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than
those already listed on the LCCG register.

PREVIOUS MINUTES
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4.

The minutes of the meeting held on 22 September 2020 were accepted as an
accurate record.
Action

Lead

Timescale

Status

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

A5
5.

ACTION LOG
The action log was discussed with the following points made:
a)
TERMS OF REFERENCE: Part B TOR to be updated and brought back to
next meeting for approval.
b)
Add Organisational Health Check data for Trusts to Performance Report for
committee
c)
MIAA Report on Community Services within Liverpool was deferred to the
next meeting, Action deferred.
Action

Recommendations approved by the
committee, namely:
• Note the Performance and Quality Action
Log
Further actions required:
• Update Action Log in line with discussions
• Terms of Reference
•

B
B1
6.
7.

8.

9.

10.

11.

MIAA Report on Community Services
within Liverpool

Lead

Timescale

Status

D Richardson/
S Tabron
S James

November
2020
November
2020
November
2020

Completed

S Hendry

COMMITTEE UPDATES
FINANCE AND CONTRACTING REPORT
MBA delivered the finance and contracting report up to Month 06 in the 20/21
financial year, highlighting we are in unprecedented times for financial reporting.
The main aspects of the CCG’s financial reporting requirements were included on the
executive summary describing the position under the revised Covid19 financial
management arrangements for m1-6.
MBA asked the committee to note that any perceived irregularities in the balance
sheet are due to the advance payments the CCG made to the acute trusts early in the
year. In addition the balance sheet covers costs pre-Covid19.
There is a revision of the planned additional transformation investment for the
remainder of financial year. Page 29 of the report shows the original planned
investment and the revised figures. Slide 30 shows the risks attributed to the revision.
MBA advised there is a fixed envelope to the end of the year at both commissioner
and provider level. This still leave leaves LCCG with a deficit of £11.4m. Full details
are on slides 34-35.
LCCG is in discussion with NHSE/I regarding the drivers for the figures. A key factor
we can note is the difference between national and regional envelopes. We ended
last financial year with a surplus which is then taken into account when setting the
envelope for this financial year. Another contributing factor was the initial technical
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12.

13.
14.

15.

16.

17.
•
•
•
•

18.
•
•
•
19.

20.
21.

22.
23.
24.
25.

26.

issues in allocation processes.
Contracts – there have been indications of different tariffs for the next financial year
although it may be that these are driven nationally as opposed to what we have at
regional level. There is a national guidance update around contracts on page 38 of
the report.
The CCG is still required to meet the requirements of the Mental Health Investment
Standard in 20/21.
CCG expenditure for 2020/21 has been modelled including the value of block
payments to providers, additional funding received for mental -health from provider
retrospective top ups and CCG investments for M7-12.
Proposed additional investments total £2,256k of which £738k was funded through
provider retrospective top ups in M1-6 and the remaining £1,518k is to be paid in M712.
Due to slippage in ADHD and Perinatal the allocation of expenditure in 2020/21 has
been reviewed and a revised expenditure plan targeting expenditure non-recurrently
in key areas has been proposed.
Due to the impact of COVID there are a number of risks to achievement of the
standard that will require ongoing review during the remainder of the year as follows:
Ability of Mental Health providers to recruit additional staff to support additional
investments.
Pressures within providers due to sickness/self-isolation on current staffing.
Specific pressures within providers regarding capacity and demand in relation to
inpatient services.
Additional pressure on mental health services due to increases in demand for Mental
Health services as a result of COVID reducing ability to focus on LTP ambitions. A
detailed demand forecast undertaken by Mersey Care prior to recent events
suggested a 28% increase in demand across all MH services with variations across
specific areas.
The system submissions currently indicate a deficit position across the Cheshire &
Merseyside footprint. Next steps include:
Confirm & challenge sessions with NHSE/I and C&M HCP for both providers &
commissioners.
CCGs to review forecasts in particular focusing to prescribing and continuing
healthcare including where cost improvement schemes can now be advanced.
Regional NHSE/I team to meet with National team to discuss funding gap.
The CCG is reporting an adverse year-to-date variance, as a direct result of costs
incurred by the CCG in responding to COVID-19 and NHSE’s revisions to the CCG’s
full-year notified allocations.
The CCG is forecasting to meet the Mental Health Investment Standard for 2020/21
subject to the risks highlighted.
The CCG is currently forecasting a deficit of £11,388k for the remaining 6 months of
the year due to pressures above national funding calculations mainly across
Prescribing, Continuing Care, Mental Health and Primary Care. Further work is
required to identify areas to mitigate the deficit position across the system.
Additional guidance is awaited regarding the use of independent sector providers
post Jan 21 and on the approach to NHS standard contracts for 21/22.
MBA asked that the committee note the current financial position and hope that
moving forward we will have more certainty and guidance.
CMA noted that the report reflects the difficult and complex time what we are living
and working in.
FOF highlighted to the committee that Prescribing for the foreseeable future will likely
worsen. MBA acknowledged this and advises this has been included in the summary
of the report. This will no doubt be updated as we understand more moving forward.
MBA assured DOH that he is involved and vocal in discussions regarding funding and
finances; it is an agreed principle that no one region is treated differently to another
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organisation.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• The current financial position,
nationally determined block contract
payments to NHS Trusts / FTS,
additional COVID-19 expenditure,
current and further anticipated ‘true
up’ allocations that would deliver
financial break-even.
• That the CCG continues to work with
NHS England and partners on
resource drawdown requirements for
the remainder of the 2020/21
financial year.
• The update on the financial
framework beyond Month 06.
• The update on the work of the
contracts team.
Further actions required:
• None identified.

B2
27.

28.

29.
30.
31.

32.

33.
34.
35.
36.

37.

CHIEF NURSE REPORT
JLU delivered the Chief Nurse Report advising the report goes back to when
Liverpool was ahead of the curve and there were greater demands on Services and
the associated impact. A week is a long time in terms of Covid and since this report
as submitted things have moved on.
JLU updated the committee re. quality matters at LUHFT. LUHFT is under enhanced
surveillance as is normal following any merger, however there were growing concerns
regarding the response to Governance and requests to enhance surveillance metrics.
LCCH has been working alongside them and supporting them. Early on in the
pandemic LUHFT stepped down elective work, however this left a large problem with
waiting lists and restoration of activity.
LCCG asked for and worked with LUHFT for evidence of their clinical prioritisation to
gain assurance it was in place.
There was a CQC Inspection in September 2020 following Whistleblowing to the
CQC by patients and families and staff. We await the outcome and report.
In recent weeks LUHFT has been under pressure to address the elevated rate of
patients acquiring nosocomial infection and LCCG has been supporting them with
this.
A Single Item Quality Surveillance Group took place on Thursday 22nd October 2020.
There was a pre-meet with the provider where we collated the risks and challenges,
followed by a meeting with LUHFT followed by a wash-up meeting.
The CCG had advised LUHFT they need to respond to the Whistleblowing and
provide feedback and evidence for assurance.
LUHFT received further support from the return of a retired Director of Nursing who
went in to support IPCC and address the nosocomial infections.
Week commencing Monday 2nd November 2020 the CCG is meeting with LUHFT to
address other concerns to include Governance and staffing.
The Cancer Alliance: the CCG understands and acknowledges their contribution
however as a CCG we need to review Trusts’ response in terms of 52 weeks waiting
lists.
The clinical value of surgical waiting lists puts the onus on the CCG to review waiting
lists, have a clinical conversation with everyone on the lists and communicate this in a
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38.

39.
40.
41.

42.

43.

44.

45.

46.

47.

48.

report to their GP along with each patient’s outcome. This does place an issue as to
what we do as a CCG; we continue to work collectively to do that without creating
additional work.
JLU advised committee that all Trusts are affected by increased treatment times and
waiting lists, including Alder Hey. This is particularly pertinent now children are back
in school. We are working through some of the lists’ issues and making progress.
Safeguarding. Case example review of Child S and 2 reports going to the Critical
Incident group.
The CCG has been working with Alder Hey on the Pathway for Child Health
Assessments for those moving into the Care System.
Prescribing and Medicines Management. JLU advised the committee this is becoming
more challenging recently. It has been discussed at SLT and moving forward it was
suggested doing a deep dive into this.
Continuing Healthcare: The Committee has noted previously that the Local Authority
had a ‘payment holiday’ March – August 2020. This is being recognized nationally as
we move forward and has resulted in bring a number of challenges to the CCG. As a
CCG we are working to make sure we are ready to address this from our perspective,
working with Cheshire and Mersey and across the national framework.
The CCG via the governance processes the CQPGs/CQRMs provide will continue to
gain assurance of the quality and safety of services and present this assurance to
Performance Committee and Governing Body.
There will be 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.
PKI queried capacity across the region to share the burden of this 2nd wave. JLU
advised that Clatterbridge are taking 5 CT patients and radiology patients every day
from LUHFT. SJA advised the impact of Tier 3 does seem to have had an effect in
that rates of infection are lower; however we need to be mindful that this is the
outcome of the infection rates from a few weeks ago. In recent days there have been
over 400 Covid19+ve cases and a number in ICU. The Trusts are learning from the 1st
wave and understand and know how to manage patients better. The slowing down of
electives enabled increased staff capacity, surgical wards have been converted to
medical wards, the Red, Amber, Green and White areas designated and testing
patients at the right times e.g. at discharge have all assisted. In addition the staff
within LUHFT, Southport and Ormskirk and Mersey Care were tested for nosocomial
infections and those presenting positive were taken out – which was the right thing to
do to stop infection spreading and supporting the internal IPC planning.
FOF queried if the reasons for the Whistleblowing were new to the Trust. JLU advised
this is not a new issue and that there has been improvement albeit slow. The issue
was noted pre-merger on The Royal site and leads to a Governance issue to be
reviewed.
CMA noted that any decisions made by this Committee need to be recorded and
identified in order there is a clear audit trail, as is done in SLT. Previously there had
been national guidelines re. decisions and action logs. MBA assured CMA that now
the CCG’s Committees are up and running again, decisions will be made beforehand
and reported to Governing Body. SJA added that a lot of decision are now taken as
regional level i.e. North West under the Command and Control regime that exist
which LCCG is subject to.
DOH queried the status if the SEND agenda. JLU advised one of the challenges we
face is the age-range, which is up to the age of 25 years. We are now putting focus
on the 18 year – 25 years group. Some of the ability we have as a CCG to make
investment decisions has been compromised by the regime we are currently in and
we do not have the control over our ‘usual’ resources to make these decisions.
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CMA thanked JLU for the report and the hard work gone into it.

Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• To note the content of the report
Further actions required:
• None identified.

B3
49.

50.

51.

52.

53.

54.

55.

56.

57.

CORPORATE PERFORMANCE REPORT
SJA presented the Corporate Performance Report advising the data used and
referenced is the most current at the time of writing. The report starting on page 55
covers mainly July and August when the situation was improving, although we know
now that performance data is lower again.
SJA advised LCCG had hit target for 13 out of the 30 reported indicators and
highlighted:
• 28 Day Faster Diagnosis Standard continues to be maintained above the target.
• The 62 Day Cancer Standard from Consultant Upgrade was met in both June and
July- the first time it has been achieved since December 18.
• Cancer 31 Day Standards to subsequent treatment for both Anti-Cancer Drugs
and Radiotherapy not only met their targets, but Liverpool CCG also
benchmarked as best in peer group.
SJA updated the committee that LCCG will next look at the conversion rate and how
many cases we are missing. SJA’s team will be starting a piece of work to review and
update data.
Diagnostics: page 61 of the report highlights the improvement from 69% over 6
weeks to 42%. We are seeing a month on month improvement as we learned from
the 1st wave the importance of keeping Diagnostics up and running and ensuring the
services continue.
Echo, CT, MRI and Ultrasound have the longest delays in waiting times. Cancer is
being prioritised but in general still waiting and the system has stepped up with
support from neighbouring Trust. Liverpool Heart and Chest has seen 70 patients
from LUHFT and Spire being utilized by LUHFT as Liverpool Heart and Chest were
maxed-out.
LUHFT looking to use a relocatable scanner; everything to support the team with
mutual aid for this is being done. Clatterbridge has been offering LUHFT MRI support
and taking cancer patients to increase their capacity to deal with routine diagnostics
and radiology. The waiting list between June and July however is way below this time
last year. There isn’t the activity we are used to seeing but it is creeping up in the
right direction. JLU suggested working on prioritising waiting lists be looked at.
E-Review: This is a nationally rolled out tool to clinical prioritisation standards and can
work between Trusts. This is a national ask and requirement with a deadline of 31st
December 2020.
JLU highlighted on Page 65 the waiting list problem at Alder Hey. The latest data we
have is from August with 127 x 52 week breaches. Alder Hey advised there was a
filter applied in error leading to a number of patients appearing ‘lost’ and as such
appearing they had not been referred to treatment in the standard time, so ‘real’
numbers weren’t visible.
There is an external audit underway and we have been promised sight of the final
report; it is thought we may see an indication of a number of pathways we do not
know about. There are 3 patients waiting in excess of 104 weeks. This is a big task
which we are still looking at and updated data will be presented at Governing Body.
SJA and JLU have written formally to Alder Hey asking for additional reassurance
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58.

59.

60.
61.

62.

63.

64.

that the waiting list is being managed. Additionally we are challenging visibility at
Alder Hey’s Governing Body.
Mental Health: The service is under an extreme amount of pressure and not close to
the national standards for recovery. We highlighted this with Mersey Care and moved
to monthly CQPG meeting to get some traction around actions being taken to move
standards in the right direction. It has been noted that there is a finite amount of staff,
and an increase in workload having to support both immediate and wider systems.
Alder Hey is also offering mutual aid to the wider system.
Dementia Diagnosis Rate: SJA advised a representative set of data was presented to
the PCCC to facilitate focusing on a smaller number of figures and with a focused
effort. Once we have received the results they will be presented to the Committee.
Emergency Care – this was at 95% in the summer and is now down to 90-91%
DOH asked if BI is getting chance to put future planning together instead of NHSE/I
planning? SJA advised we as the CCG are doing our own predictions on a local
basis, just as MBA is doing with finances. The ‘issue’ is around ambition and our
numbers more realistic about what is possible. SJA commented that going forward
this may well be a big issue.
FOF queried Organisational Health Checks & Enquiries commenting the figures
reflect 2016 rates over 1000 on the report, and asked if we can have more up to date
information. SJA advised he will double check and feedback; these are published
data and we use the latest published guidance. SJA advised we can look to see if
there is any updated information since this data came out.
The CCG did not meet its targets for 17 of the 30 reported indicators, notably: IAPT
access and 18 weeks RTT. NWAS performance against national standards has
deteriorated based on the most recent data, so an exception report is included.
Exception reports in full are depicted on pages 6 – 20 of the document. The full
performance summary is depicted on item 2.3 PERFORMANCE AT A GLANCE on
page 4 of the document.
SJ concluded where performance is at variance to plan, action is underway with
Trusts to deliver corrective action to improve performance. Performance has been
affected by the COVID-19 pandemic and recovery plans and actions are in place
across the system to address this, with reference to the planning guidance.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the performance of the CCG in
the
delivery
of
key
national
performance indicators for the period
highlighted and of the recovery
actions taken to improve performance
and quality.
• Determine if the levels of assurance
given are adequate in terms of
mitigating actions, particularly where
risks to the CCG’s strategic objectives
are highlighted.
Further actions required:
• None identified

B4
65.

COMMITTEE WORK PLAN
SJA presented a proposed workplan to the committee – details in full on pages 5 and
6 of the document, Appendix 1- Performance and Quality Committee Work Plan. SJ
advised and explained the frequency of each item being reviewed under the 4
headings as: Performance, Strategy and Commissioning, Governance and Updates.
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66. The proposed plan schedules tasks and reports to enable the CCG
directorates to meet other internal / external reporting requirements and in
order that the Performance and Quality Committee has adequate time on its
meeting agenda for items to be given due consideration. The proposed plan is
detailed in Appendix 1.
67.

This workplan can be reviewed on an ongoing or as-needed basis; the purpose of this
workplan is to demonstrate a robust and transparent outline of activity. The
Committee agreed to have development sessions as part of its protocol, the next
being on Tuesday 24th November 2020.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Approve the proposed work plan for
2020/21 Performance and Quality
Committee to ensure all statutory
duties of the CCG are discharged.
Further actions required:
• None to note

B5
68.
68a.
69.

70.
70a.
70b.

70c.

71.

RISK REGISTER
The Committee is responsible for reviewing any of its risks which are escalated to the
CCG’s Corporate Risk Register or form part of the Governing Body Assurance
Framework; ensuring that appropriate and effective mitigations are in place.
The Committee is expected to maintain, monitor and review its own risk register and
present it for review to the Audit and Risk Committee on a bi-annual basis.
Since the onset of the COVID-19 pandemic in January 2020 and the subsequent
implementation of NHS England and NHS Improvement Command and Control
arrangements in March 2020, delivery of the CCG’s ‘business as usual’ activities
have been significantly compromised and as a result, the development work specific
to the Committee’s Risk Register has commenced relatively late in the financial year.
Assurance Mapping
First Line Assurance (directorate / team) – the first level of assurance comes from the
Directorate / Team that performs the day to day activity;
Second Line Assurance (organisational oversight) – how the organisation’s
governance framework provides the necessary ‘checks and balances’ on delivery of
statutory responsibilities, operational and strategic objectives;
Third Line Assurance – Independent assurance from outside the organisation such
as NHSE/I, Care Quality Commission, Internal and External Audit. The Performance
and Quality Committee Risk Register will be reviewed by the identified ‘risk owners’,
who will ensure that all actions to address gaps in controls and / or assurances are
taken, and that a clear audit trail of completed actions is maintained as part of the
ongoing management of the Committee Risk Register.
SH walked the members through the Risk Register as set out in full in item B5b PQC
Risk Register.
Action

Recommendations approved by the
committee, namely:
• Note the contents of the report;
• Satisfy itself that current control
measures and the progress of action
plans provide reasonable / significant
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Lead

Timescale

Status

internal assurances of mitigation
Further actions required:
• Refine the reporting process and the
potential transfer of ‘legacy’ risks arising
from the previous committee structure.
• Put a formal process in place to ensure
that there is a clear audit trail of any
transfers between the committee risk
registers.

S Hendry

Nov. 2020 /
Dec. 2020

To be added
onto PQC Nov. /
Dec. 2020
Agenda

B6. 2019/20 EDS2 SUMMARY REPORT AND EQUALITY OBJECTIVES
ACTION PLAN UPDATE
72.

73.

74.

75.
75a.

75b.

76.

The EDS2 summary report has been updated to reflect the work of the CCG and
Provider Equality Collaborative during 2019/20 and reflects the new emerging
structures due to the impact of COVID-19 and the refocused priority areas for those
equality forums.
The collaborative approach to EDS2 meant engaging with the public, local, regional
and national organisations to understand the barriers experienced by particular
groups in accessing healthcare services and peoples’ experiences of using local
services.
The EDS2 summary report also includes a focus on workforce issues and equality
requirements. Some of this work is underpinned by the NHS workforce survey.

EQUALITY OBJECTIVES ACTION PLAN UPDATE
Disability – NHS providers required to submit progress updates on their
organisation’s’ Disability Action Plan. JRO advised reporting is suspended due to
Covid however the CCG is still working closely with providers and is leading a
Liverpool system procurement for translation interpretation services.
Disability/Age – The Merseyside CCGs’ Equality and Inclusion Service has worked
closely with Providers throughout the pandemic; sharing information and resources to
support them with implementing reasonable adjustments. The collaborative group
has developed Reasonable Adjustments Best Practice Guidance from a patient
perspective for individual organisations to implement (adapting as appropriate). The
collaborative group is also in the process of finalising Reasonable Adjustments Best
Practice Guidance from a staff perspective. These will shortly be shared across the
system for local implementation.
The Committee approves the EDS2 summary report for publication on the CCG
website.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• to approve the EDS2 summary report for
publication on the CCG website
• to note the progress against the Equality
Objectives Action Plan
Further actions required:
• None identified

B7.
77.

CCG Contract Register and Contractual Risks
VAT advised the Committee the Contract Team has undertaken a review of
provider payments to generate a new central contracts register and to confirm that
appropriate contractual arrangements are in place for all of the CCG Providers. This
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77a.

78.

79.

80.
81.

82.

83.

84.

85.

has identified circa 420 ‘contractual’ arrangements in place but a number of these
either do not have full / appropriate contract documents in place or are historical in
nature, which gives the CCG an ongoing risk in relation to financial management,
oversight of quality / performance risks and also potential negligence claims.
A new risk scoring methodology has been developed and trialed by the Contracting
Team and it is proposed that work on this continues in order to further clarify the
required actions to stabilise these ‘historic’ arrangements and develop a work plan to
formalise documentation and then manage the contracts appropriately.
In order to ensure that the CCG minimises risk as much as possible, there will be a
requirement to stabilise historic contractual arrangements by formalising contractual
documentation in a managed way. It is important to note that the CCG is at no more
risk now by knowing the status of contracts than it was when there was less
oversight, however; now risks are known it is important to act.
There are both healthcare and non-healthcare contracts included on the list of
contractual agreements, however healthcare contracts should be considered the
highest priority as the CCG is accountable and liable for the services delivered to
patients. Whilst there is an ‘implied’ NHS contract if a provider accepts a payment
and delivers a service, of the 46 contracts identified earlier as not having physical
contractual documentation in place, 41 of these are Healthcare services and of these
23 have documentation already being prepared with the Providers. The remaining
will be the top priority for stabilisation activity.
It is proposed to stabilise the historic arrangements by undertaking appropriate due
diligence checks and the by formalising documentation for healthcare services first
and then for non-healthcare services later.
A due diligence questionnaire will be issued to all providers who have not already
been subject to checks to gather key information on the following aspects:
• Financial stability
• Indemnity insurance arrangements
• Information Governance compliance
• Health and Safety compliance
• Safeguarding arrangements
• Experience of provider
The Contracts Team will continue to review the Contract Register and seek out the
clarity required to answer the questions where the initial answer is not clear at this
stage and subsequently the prioritised list will be further updated.
Contractual arrangements
VAT advised there is a requirement to stabilise historic contractual arrangements by
formalising contractual documentation in a managed way. It is important to note that
the CCG is at no more risk now by knowing the status of contracts than it was when
there was less oversight, however; now risks are known it is important to act.
VAT advised the Committee after careful consideration and with due diligence and
assessing any risks, a 12 month delay on contract renewal/re-procurement will be in
place. Whilst still in the midst of the pandemic it is necessary to do this.
DOH queried if it would be possible to just have a 6-month delay instead of 12
months. VAT advised the proposed timeframe is for 12 months meaning the
procurement process would begin early summer 2021. This can of course be
reviewed – the longer the delay the more the CCG is at risk of being challenged.
Healthy Living Check Programme
MTI advised the Committee that LCCG has been identified and invited to take part in
a new national programme ‘Healthy Living Check’, to offer input on the impact of lung
cancer in Liverpool. This is great news for Liverpool and in the future could be part of
LCCG’s future screening strategy for lung cancer. Finance has been offered for our
taking art in this programme and the national team is very keen to have Liverpool
involved. Knowsley and Halton have also been identified as participants and it is
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86.

important to work collaboratively on this programme and to each of our allocated
envelopes. This referred to the ‘Targeted Lung Health Checks’ which built on the
work that had been undertaken through ‘Liverpool Healthy Lung’ since 2016.
MTI is negotiating funding amounts/allocations – the national team have a budget of
£80 million; MTI stressed it is important to outline the feasibility of what we say we
can deliver to ensure that we do. Moving forward LCCG could offer a lead provider
contract to Liverpool Heart and Chest.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the work of the Contracting Team in
generating the contracts register and
relation to risk scoring providers to date
• Approve the continuation of further work
to refine the review and risk scoring
approach
• Acknowledge the production of a workplan to undertake the contract
stabilisation work necessary.
Further actions required:
• None identified

FOR INFORMATION
C1 Minutes from the IG Steering Group (in Performance and Quality Meeting
Pack 27.10.2020)
C2 Minutes from FPCC (in Performance and Quality Meeting Pack 27.10.2020)
C3 Minutes from QSOC (in Performance and Quality Meeting Pack 27.10.2020)
C4 Minutes from Quality and Performance Subcommittee (in Performance
and Quality Meeting Pack 27.10.2020)
D

ANY OTHER BUSINESS

86. None identified.
CMA thanked the members for attending and closed the meeting.
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Status of these minutes (check one box):
Draft for Approval:

☒

Report to:

Formally Approved:

☐

Meeting Date:

Governing Body

MINUTES OF THE MEETING OF

PERFORMANCE AND QUALITY COMMITTEE
Date:

24 November 2020

Venue:

MS Teams
Name

Time: 15:00

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

Present:
Cathy Maddaford (CMA)
Gerry Gray (GGR)
Sam James (SJA)
Peter Kirkbride (PKI)
Jane Lunt (JLU)
Fiona Ogden-Forde (FOF)
David O’Hagan (DOH)

Non-Executive Nurse - Chair
Lay Member for Finance
Director of Planning, Performance & Delivery
Secondary Care Consultant
Director of Quality, Outcomes & Improvement
(Chief Nurse)
GP Director
GP Director

In Attendance:
Val Attwood (VAT)
Mark Bakewell (MBA)
Helen Duckworth (HDU)
Stephen Hendry (STH)
Judith Neilson (JNE)
Jo Roberts
Stephanie Tabron

Deputy Chief Contracting Officer
Chief Finance Officer
Deputy Director of Planning, Performance and
Delivery
Head of Corporate Services & Governance
Head of Performance
Merseyside CCGs Equality & Inclusion Service
Liverpool CCG

Apologies Received:
Tracey Forshaw (TFO)

Assistant Chief Nurse, South Sefton CCG &
Southport & Formby CCG

ISSUES CONSIDERED
2020

A1
1.

A2
2.

A3
3.

A4
4.

WELCOME
CMA welcomed all present to the Performance and Quality Development Session,
noting that business would be conducted on the assumption that members had read
all papers ahead of the meeting.

APOLOGIES FOR ABSENCE
Apologies for absence received for this meeting are detailed above.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than
those already listed on the LCCG register.

PREVIOUS MINUTES
The minutes of the meeting held on 27 October 2020 were accepted as an accurate
record subject to the following amendments:
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a)
b)

Page 5, point 26; should read ‘organisation’ not ‘region’
Page 11, point 85 referred to the ‘Targeted Lung Health Checks’ which built
on the work that had been undertaken through ‘Liverpool Healthy Lung’ since
2016.
Action

Recommendations approved by the
committee, namely:
• Approve the minutes of the previous
meeting;
Further actions required:
• Update the previous minutes in line with
discussions

A5
5.

Lead

D Richardson

Lead

D Richardson

B

COMMITTEE UPDATES

B1

FINANCE AND CONTRACTING REPORT

8.

9.

Completed

ACTION LOG

Recommendations approved by the
committee, namely:
• Note the Performance and Quality Action
Log
Further actions required:
• Update Action Log in line with
discussions.

7.

ASAP

Status

The action log was discussed with the following points made:
a)
Item 1: TERMS OF REFERENCE: SJA submitted the updated TORs which
were approved. These TORs can go to Governing Body to be ratified and
added to the Governance Handbook. Item complete.
b)
Item 2: Ongoing, MIAA Report on Community Services within Liverpool
deferred.
c)
Item 3: JLU had ascertained that Mersey Care continued to offer the Ear
Syringing service on a ‘request basis’. They did accept self-referrals. FOF
asked what status the waiting lists were at. JLU agreed to seek clarification.
Item ongoing.
d)
Item 4- JLU advised that this was partially covered in the Chief Nurses
Report and that more detail would come to the next meeting.
e)
Item 5 completed.
f)
Item 6: SHE advised that all legacy risks were listed on the Risk Register.
Risks from other committees were now listed on the revised version of the
Corporate Risk Register. SJA suggested the updated Risk Register be
presented the next meeting in December 2020.
g)
Item 7- SHE outlined that this work was in progress as part of the wider work
to improve management of risks within the CCG.
Action

6.

Timescale

Timescale

ASAP

Status

Completed

MBA delivered the finance and contracting report, summarising months 7-12 in line
with NHS guidance.
Pages 23 – 27 of the report depict the CCG’s financial position. Next steps to be
taken were to review the deficit as highlighted on page 28. The CCG was waiting for
further information and guidance.
MBA advised page 29 outlined the CCG’s forecasts regarding 2021/2022 budgets
although as was expected there was a lot of financial uncertainty for the new financial
year.
MBA asked the committee to note the current financial position and contents of the

Page 130

10.

report.
MBA advised that there will be a clearer structure for the report moving forward to
make the information clearer.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• To note the current financial position and
contents of the report
Further actions required:
• None identified.

B2
11.
12.

13.

14.

15.

16.

17.

18.

CHIEF NURSE REPORT
JLU delivered the Chief Nurse Report highlighting the most following:
Following the publication of the Liverpool University Hospitals Foundation Trust
(LUHFT) CQC report, the Single Item Quality Surveillance Group (SIQSG) would
determine next steps for the trust. The trust was already in Enhanced Surveillance
due to the merger of the legacy trusts in October 2019. Support had been offered to
the trust in respect of staffing; especially nurse staffing, IPC and Discharge.
The CCG was working with the trust via planned monthly meetings in respect of the
never events and gaining assurance regarding the implementation of the action plan
and the Trust wide work to support cultural change.
The Liverpool Women’s Hospital Trust had reported a number of Serious Incidents
in recent months which had raised concerns regarding governance and leadership
within the Trust. The investigation reports were reviewed by LCCG Serious Incident
Panel between September-Nov 2020; while the investigations and reports are
thorough they identified concerns and themes identified relate to lack of leadership
and planning, supervision of junior and untrained staff and adherence to theatre
procedures and the Local Safety Standards for Invasive Procedures (LocSSIPs).
There had been limited assurance in relation to triangulation of learning from previous
never events and serious incidents and little or no reference in the reports to the Trust
LocSSIPs; with recommendations made for the Trust to submit improved reports or
strengthened action plans.
At the monthly Trust Contract Quality Review Meeting (CQRM) in September 2020,
Never Events were discussed in relation to the robustness of the LocSSIPs and a
LocSSIPs Assurance Report was presented at the October CQRM. Following a
further SI reported in Nov 2020 concerns raised at the LCCG SI panel regarding risks
identified with MDT process and planning for the complex surgical delivery of women
with Placenta Accreta Spectrum (PAS), the November 2020 CQRM will seek further
assurance and the trust had agreed to provide a comprehensive action plan.
RTT incomplete pathways (52 week) breaches at Alder Hey (AHCH) were increasing
due to the suspension of services during the COVID-19 pandemic. LCCG would
continue to monitor the Trust’s processes for clinical validation and prioritisation via
monthly CQRMs as the Trust continues to resume services and commence harm
reviews following 52 week breaches.
Alder Hey had identified an issue whereby a number of patients were not counted on
the waiting list and have advised that there were several contributing causes to this.
The CCG had been working with the Trust to gain assurance around this issue that all
the necessary actions had been taken to uncover the full extent of the problem and
ensure that it would not happen in future. The CCG would continue to pursue the
appropriate assurances with the Trust to ensure that patients were not adversely
affected by the issues identified.
Following several meetings with AHCH regarding a series of Never Events, the CCG
requested further details in relation to governance and oversight by its Board and
Executive level roles and responsibilities in relation to patient safety incidents. The
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19.

20.

21.

•
•
•
•
22.

23.

24.

25.

26.
27.

Trust presented an updated plan at September 2020 CQRM on the Never Event work
being undertaken and the ongoing independent review and the CCG has asked for
further assurance at subsequent meetings. Training had taken place with staff, and
the next part of the review would involve a two day full peer review audit of the
theatre department. This work had been postponed and no date had been set for the
rescheduled visit due to COVID-19 restrictions.
With regard to Mersey Care Foundation Trust (MCFT) - Trust wide staffing was
being closely monitored across all divisions due to significantly high levels of staff
sickness. NHSE/I had identified Mersey Care as an outlier. Some sickness and
absence was due to the trust’s participation in staff testing for Covid. The trust had
advised that appropriate support measures were in place to monitor staff sickness
and promote staff wellbeing. The CQPG was focusing on this to gain further
assurance.
MCFT bed state continued at 100% occupancy in terms of mental health beds; this
was being closely monitored as patients had been placed out of area in recent weeks
and brought back when an MCFT bed became available. The bed state had been
intermittently impacted by Covid mental health increased requirements.
The Community Services Division of Mersey Care remained on enhanced
surveillance (relative to the acquisition of the former Liverpool Community Health in
April 2018). Key focus areas had been revised to fully acknowledge Covid 19
impact Covid 19 Challenges and Recovery Plans
Phlebotomy
Continuing Health Care
Safeguarding: Children in Care (Exception Reporting)
Monitoring was in place in terms of Staffing, Infection Prevention and Control (IPC)
and Harm Review processes to ensure patient safety. The Trust continued to
proactively report monthly at CQPG meetings, which ensured robust monitoring and
provided commissioning assurance.
Over 52 week waits were increasing as Spire Liverpool were not taking patients
from their own waiting lists but operating under instruction from LUHFT. This
required some list pooling arrangements to be established to address the issue
moving forward. Spire was working on plans and schedules to clinically review
these patients and plan procedures accordingly. Discussions were also required
between Spire and LUHFT in terms of making the best and most efficient use of
theatres.
LCCG continued to work with partners within the Health Protection Board and the
local Care Home Groups to support Care Homes with outbreaks. The numbers of
Care Homes with outbreaks was decreasing and the training and support offered to
manage IPC and outbreaks continued.
On 16th November, the formal annual Written Statement of Action (WSoA) review
meeting took place with Liverpool partners. This was led by Ofsted and NHSE. The
agenda focused on progress to date against the WSoA. Formal feedback had not
been received to date, however verbal feedback on the day indicated that Liverpool
SEND partnership were able to demonstrate progress, and where progress had not
been at the pace required, were able to demonstrate understanding of the issues
leading to this, and clear remedial action plans. An example of this was the number of
annual health checks (AHCs) for those individuals aged 14-25 with a learning
disability. There was an agreed action plan in place based upon the strengths of
primary care and MCFT to deliver increased numbers of AHC’s.
Liverpool Safeguarding Children Partnership Board: the commissioned Independent
Scrutiny work continued and had progressed to Phase 2.
A number of recommendations from an audit undertaken by the Audit subgroup were
agreed:
a)
Improve early identification of risk factors and intervention particularly in
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education and health settings;
Consider how to increase resilience in the partnership and strengthen
support to families and schools so they could keep children safe in their
school and home – improve stability;
c)
Develop a “whole systems approach” across the partnership and an
understanding of what good practice looked like, including involvement of
young people at meetings, strengths based approaches, persistence,
tenacity, and professional curiosity and how to achieve this including
engagement techniques to be implemented and reviewed via the Partnership
Board;
d)
Consider how to consistently improve language and thinking around how the
partnership viewed and described risk and difficulties experienced without
victim blaming children and young people who had experienced adverse
childhood experiences, trauma and were vulnerable to coercion and control.
National Safeguarding Adults week was 16-22nd November. The Merseyside
Safeguarding Adults Board (MSAB) had commissioned a communications
campaign to raise the issue of adult safeguarding.
Work continued to complete the review of the deferred Continuing Healthcare
CHC cases that occurred because of the suspension of the national CHC
Framework during the first wave of Covid (19th March- 31st August 2020). Work had
been undertaken to ensure the patient lists were accurate, however this proved
challenging. Work was undertaken between LCCG, Liverpool City Council and
MLCSU to reach a consistent agreed list. As previously reported, MLCSU undertook
the reviews on behalf of the Liverpool System and a panel process had been set up
to oversee cases reviewed and agree eligibility.
LCCG was required to report every 2 weeks to NHSE via a standard template. Work
was in place with NHSE to agree consistent communications for individuals and
families given the potential future challenges. The CCG had been working to ensure
that there was an appropriate response to the anticipated complaints which was
informed by the national communications.
LCCG was requested on 17th November to provide an improvement plan to NHSE
due to the fact that final numbers of CHC deferred assessments took time to
determine accurately. The figure submitted required revision and the
improvement plan was to provide assurance that there could be a return to an
appropriate trajectory to complete before the end of March 2021.
PKI asked if there had been any more updates regarding COVID. JLU reported
numbers had come down in recent weeks and there were less staff off sick or in selfisolation. The numbers presenting at A&E had reduced and the occupancy of critical
care beds had reduced.
Mutual aid continued. SJA advised occupancy dropped to below 90%.
DOH noted that Primary Care was still quite stretched and asked if LCCG had
influence in being chosen over others to carry out mass testing. JLU replied that the
CCG had no influence; it was identified by the Department of Health.
The committee concurred that whilst mass testing in hospitals resulted in a struggle
regarding staffing; it was the right thing to do.
CMA asked if there had been or would be a review on Safeguarding issues related to
Covid. JLU advised that there had already been a push towards a review of
safeguarding issues, for example domestic abuse, deaths, and child access to food.
The information would take time to come out.
b)

28.

29.

30.

31.

32.

33.
34.

35.
36.

Action
Recommendations approved by the
committee, namely:
• Note the content of the report
Further actions required:
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Lead

Timescale

Status

• None identified

B3
37.

38.

SCHEME OF RESERVATIONS AND DELEGATION (SORD) UPDATES
MBA gave an update on the NHS Liverpool CCG operational limits of the Scheme of
Reservation and Delegation (SORD) within the 2020/21 financial year. The scheme
forms part of the CCG Prime Financial Policies and as a key part of the CCG
constitution should be routinely reviewed to ensure that it was fit for purpose and
remained up to date.
Changes were the addition and deletion of staff due to staff moves and changes
since the last update.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Approve the updates to the ‘operational’
Scheme of Delegation to be actioned as
described.
Further actions required:
• None identified

B4
39.

40.

41.

42.

43.

DEEP DIVE LIVERPOOL UNIVERSITY FOUNDATION HOSPITAL TRUST
(LUFHT) AND SPIRE LIVERPOOL HOSPITAL (SLH)
JLU advised the committee that there had been a review of issues following concerns at
LUFHT and SLH which had the potential to or were impacting upon the quality and
safety of patient care. JLU had already discussed some of the issues in the meeting
and went on to highlight the following:
LUHFT continued to have significant numbers of patients on RTT and Cancer pathways
whose care had been impacted by the suspension of elective and cancer pathways
during Covid. The Trust was working to reduce these numbers, utilising Independent
Sector capacity for certain pathways and diagnostics.
A Single Item QSG was held regarding LUHFT in October 2020 due to escalating
quality and safety concerns, relating to an increase in nosocomial COVID-19
infections, along with a number of whistleblowing reports from both staff and
members of the public. To address the concerns raised the Trust had established a
Nosocomial Oversight Group (NOG) chaired by the Chief Nurse and implemented a
COVID-19 Nosocomial Infection Improvement Plan for which governance
arrangements had been revised and enhanced to oversee the delivery of
improvement measures to reduce and mitigate against COVID-19 nosocomial
infections. Four executive/senior led improvement work streams had been
established to lead the development and delivery of improvement measures to help
reduce the risk of nosocomial infections. These were based on testing, Infection
Prevention and Control (IPC) – Policy and practice, operations and environmental
factors
LUHFT continued to provide a monthly update on their COVID-19 reset and recovery
plan which had been developed to support the Trust’s approach in resuming service
provision following the surge in demand. LCCG requested additional assurance
regarding the Trust’s approach to clinical prioritisation and management of long waits
for treatment and would be monitoring in accordance with the agreed Harm review
process.
The CCG quality team, with support from the CCG Clinical Leads, would undertake a
review of the process and harm reviews undertaken and submitted by LUHFT initially
for 104 day cancer breaches in line with Cheshire and Merseyside ( North West )
NHSE/I Agreement for the Management of Long Waiting Cancer Patients. Following
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44.

45.

46.

47.
48.

49.
50.

51.

52.

53.

54.

review of the harm reviews submitted, the Trust would be given feedback, advising of
levels of assurance with recommendations for quality improvement of the processes.
Once assurance levels were agreed, feedback would be formalised using the CQPG
process for wider discussion and triangulation.
The Trust had reported 12 never events to date in 2020; with the latest Never Event
incident reported on 16th November 2020. There was a regular meeting between
CCG and LUHFT to discuss the never events which had occurred pre and postmerger within the Trust.
Regular meetings with the Trust and the CCG were established and the findings of
these meetings would be escalated via the CQRM with a further focussed agenda
item for the November 2020 CQPG planned.
DOH commented that whilst the CCG had given the Trust a certain amount of leeway
given it was a merger of two huge Trusts; with the addition of Covid on top, the
number of Never Events was unacceptable and asked how the committee could be
assured this would not continue? JLU advised the CCG requests an in-depth report
on activity, staff understanding, learnings, building a safety culture, giving staff a
‘voice’. The Executive Team had been particularly stretched due to Covid and the
Never Events and had been reactive as opposed to proactive. Moving forward the
Medical Director would have more space and time to dedicate to cultivating and
encouraging a proactive culture in the Trust.
CMA asked if the Trust had extra trajectories for their own data metrics. JLU advised
the CCG was assured things were improving and felt a reenergising in the Trust.
CMA asked if the committee would have visibility of the metrics in their performance
reports or would the CCG conduct annual deep dives? SJA advised it was the Trust’s
decision but as part of a development session the CCG had asked them to consider.
DOH wished to extend thanks to everyone supporting the Trust while continuing to
perform business as usual.
SLH had been providing mutual aid across the wider healthcare system to support
the impact of Covid 19, primarily supporting Liverpool University Hospital Foundation
Trust (LUHFT) in providing capacity for pathway and diagnostic service provision.
In recent months a number of issues had come to light which were raised at the
September 2020 CQRM namely short notice theatre list planning; waiting list issues;
data quality issues for Endoscopy; and the Harm Review process which was linked to
waiting list issues.
Venous Thromboembolism (VTE) was reported at 77% compliance on the September
2020 Organisational Health Check. This was raised at SLH September 2020 CQRM
and assurance was provided with SLH providing an audit report to the CCG Quality
Team which outlined ongoing improvements.
Whilst SLH is an elective surgery site, the potential pressures of increased incidence
of seasonal influenza, norovirus and other illnesses amongst the workforce have the
potential to disrupt normal business activity. The SLH Winter Pressures and Adverse
Weather Contingency plan included measures in place to proactively support the
service, which provided commissioning assurance regarding seasonal outbreaks of
influenza, the Covid 19 Impact and adverse weather planning.
SLH management of Serious Incidents continued to demonstrate transparency and
candour throughout both Quarter 1 and Quarter 2 - 2020/21 and engaged with the
CCG Quality Team in terms of clarifying processes for reporting. No incidents met
Serious Incident Framework reporting criteria for either quarters.
Action

Recommendations approved by the
committee, namely:
• Learning from Serious incidents and
Never Events;
• Aspects of limited assurance; with
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Lead

Timescale

Status

mitigating actions and ongoing CCG
oversight.
Further actions required:
• None identified

B5

WINTER ‘FLU PLANNING

55.
56.

57.

58.
59.
60.

61.
62.

63.

JLU presented an overview of the accompanying paper detailing Provider Trusts’
Influenza Vaccination Programme Plans for 2020/21.
JLU advised the CCG had asked to receive detailed Winter Planning and assurance
from the Trusts and other Care Providers by exception, which was submitted in a
timely fashion. The CCG also uses the CQPGs and CQRMs to understand how plans
and day to day business as usual is running.
PKI asked if the plans had been submitted for winter planning 2019/2020 and if they
were delivered. JLU advised last year LUHFT did well in terms of how they
approached their ‘flu programme and they reported 75% of staff had a ‘flu
vaccination. JNE commented ‘Flu Vaccination programmes were extremely
prominent on social media.
JLU also highlighted in the overall report:
The CCG was doing a huge amount of work to reduce the rising number of pressure
ulcer presentations.
DOH asked if the Clatterbridge Centre was managed by LCCG (i.e. LCCG is lead
commissioner) and if so what their capacity was. JLU advised that Specialised
Commissioning were the lead commissioner the Liverpool system did not get
additional capacity from Clatterbridge Centre.
MBA advised when there was more financial certainty there was a move to explore
more specialist commissioning.
The Trusts demonstrated they had operated a risk based approach in ensuring that
those staff most at risk were vaccinated first, this was inclusive of BAME staff, and
staff who had pre-existing health conditions who could be potentially at serious risk of
severe illness. All plans submitted evidenced robust planning and oversight through
establishment of project groups, involving key personnel and establishment of
reporting mechanisms to maintain oversight on tracking and focusing on achievement
of 90% target.
LCCG Quality Team will continue to monitor and work with commissioned providers
to gain assurance that appropriate measures were in place to support Influenza
Vaccination Programme Plans for 2020/21, promoting transparency of reporting
across staff groups to ensure appropriate staff uptake and planning of the Influenza
Vaccination Programme campaign by commissioned services.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
to note:
• Assurance gained from NHS Liverpool
CCG commissioned services relating to
Influenza Vaccination Programme
Planning.
Further actions required:
• None identified

B6
64.

SI Report by Exception
JLU gave brief analysis of serious incidents reported via the Strategic Executive
Information System (StEIS) and serious incident investigations formally reviewed by
NHS Liverpool CCG during Quarter 2, 2020/21.
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65.
66.

67.

68.

69.

70.

71.

72.

In Quarter 2, 2020/2164 serious incidents (SIs) were reported on the Strategic
Executive Information System (StEIS) to LCCG.
LCCG had continued to operate the serious incident panel and a total of 7 panels
were convened during Quarter 2 202/21 in which 36 individual RCA’s were
reviewed. The panels had recently been stepped back up to fortnightly meetings
to meet increasing demand, as the majority of providers have resumed operating
business as usual in terms of serious incident management.
The Covid-19 Pandemic and resultant changes in national guidance had continued to
affect Trusts’ reporting and management timescales during the quarter. Numbers of
incidents reported over the quarter were consistent with previous quarters, however,
a decrease in reporting was observed in comparison with Quarter 2, 2019/20.
Reporting numbers were also higher at the beginning of the quarter, decreasing in
numbers by September 2020, which appeared to be directly related to the increased
rates in infection and demand on providers as the second wave of the of the COVID
pandemic emerged and the associated reduction in the workforce across the system.
The expected impact of the pandemic and self-isolation on mental health had become
apparent, with increasing numbers of self-harm incidents continuing in quarter 2,
which were significantly higher than in the last 2 quarters of 2019/20.
Providers had continued to engage with the CCG Quality Team throughout the
pandemic and had demonstrated commitment and enthusiasm in delivering
transparent, robust investigations; within timescale, wherever possible however an
increase in requests for extensions to submission dates of RCA’s had been noted in
Quarter 2 and this trend had continued into Quarter 3.
JLU concluded collaborative working would continue with individual Trusts, where
required; with updates and any areas for escalation provided through the agreed
routes and committees. This work would be particularly focused on never events and
those serious incidents with limited assurance, with levels of ongoing surveillance
proportionate and appropriate to the designated Trusts.
The LCCG Quality Team planned to resume the focused Pressure Ulcer and Fall
Fracture review panel. This would enable specialist representatives from the Trusts to
attend and respond to any queries directly to avoid any delays in agreement of
serious incident findings and actions.
All submitted 72 hour reports were reviewed formally by the Quality Team on a
weekly basis and LCCG continued to work collaboratively with neighbouring CCGs in
relation to incidents involving non-Liverpool CCG patients within LCCG
commissioned providers.
Action

Recommendations approved by the
committee, namely:
to note:
• Overview of serious incidents in
Quarter 2 2020/2021.
• Assurance gained from NHS Liverpool
CCG’s review of serious incident
investigations.
• An update on serious incidents by
exception whereby limited assurance;
with mitigating actions and ongoing
CCG oversight.
Further actions required:
• None identified

C

FOR INFORMATION
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Lead

Timescale

Status

73.

D
74.

75.

There were no items for information.

ANY OTHER BUSINESS
On behalf of the committee CMA wished to thank SJA for all his support, work,
dedication and commitment as he leaves the CCG, this being his last Performance
and Quality Committee meeting. The committee wished Sam well, the very best of
luck and said he will be greatly missed.
CMA thanked everyone for attending and the meeting closed.
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ISSUES CONSIDERED
2020

A1

WELCOME
1.

A2
2.

A3
3.

A4
4.

CMA welcomed all present to the Performance and Quality Development Session,
noting that business would be conducted on the assumption that members had
read all papers ahead of the meeting.

APOLOGIES FOR ABSENCE
Apologies for absence received for this meeting are detailed above.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than
those already listed on the LCCG register.

PREVIOUS MINUTES
The minutes of the meeting held on 24 November 2020 were accepted as an
accurate record subject to the following amendments:
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a)

Page 4, no action had been agreed for MBA’s update. DOH suggested
colour coding.
Action

Recommendations approved by the
committee, namely:
• Approve the minutes of the previous
meeting;
Further actions required:
• Update the previous minutes in line with
discussions

A5
5.

D Richardson

Timescale

ASAP

Status

Completed

ACTION LOG
The action log was discussed with the following points made:
a)
Item C5 MIAA Report: JLU advised a report is to be presented at January
2021's Committee meeting, item ongoing.
b)
Item B2 CHIEF NURSE Report: JLU waiting for response from Mersey Care
re. Status of waiting list with regard to Ear Syringing. Item ongoing.
c)
Item B3 Review Of Long Waits – Further to meetings, reviews, internal and
external audits a clearer picture was given re. long waits. A formal follow-up
with Alder Hey is scheduled for January 2021. An impact and harm
assessment would take place. Item ongoing.
d)
Item B6 Risk Register: SHE advised still engaging with Risk Leads which
has been somewhat curtailed due to COVID19 pressures. Will look to bring
updated Risk Register to the next meeting in January 2021. Item ongoing.
e)
Item B6 Risk Register: Refine the reporting process and the potential
transfer of ‘legacy’ risks arising from the previous committee structure. The
meeting cycle continued to be used to refine reporting processes and
manage action completions. Item ongoing.
Action

Recommendations approved by the
committee, namely:
• Note the Performance and Quality Action
Log
Further actions required:
• Update Action Log in line with
discussions.

B

Lead

Lead

S Tabron

Timescale

ASAP

Status

Completed

COMMITTEE UPDATES

B1
6.

7.

8.

CHIEF NURSE REPORT
JLU gave an update on COVID19 and an overview of key risks in terms of quality
within the CCG commissioned services and the wider aspects of the Chief Nurse
portfolio.
COVID19: The Chief Nurse Report brought to this Committee on 24 November
2020 highlighted a decrease in infection rates in Liverpool and North Mersey and
the positive impact on the local population which manifested in a reduction in
attendances and admissions for trusts. Acute and community trusts were
experiencing a reduction in nosocomial infection rates. This trend had persisted to
date.
The Mass Testing pilot was implemented and converted to a civilian run function in
Liverpool. The CCG supported this work via a number of functions and via a
number of teams, such as facilitating the determination of suitable sites for
delivery and working with Trusts’ IPC teams to ensure the sites adhered to IPC
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9.

10.

11.

12.

13.
14.

15.

16.

17.

18.

19.

guidance and were safe in terms of disposal of clinical waste, for example.
On 3rd December 2020 Liverpool City Region entered into Tier 2 restrictions.
Week commencing 7th December saw the National Vaccination Programme
commence. LUHFT was one of the first wave sites and from 14th December
Primary Care began vaccinating.
Quality Updates: JLU gave a comprehensive quality overview by Trust, Primary
Care, Care Homes, Providers, Special Educational Needs & Disability (SEND),
Safeguarding, Continuing Healthcare (CHC) and Patient Safety Specialists.
LUHFT: A Single Item Quality Surveillance Group (SIQSG) met on 3rd December,
2020 and highlighted that the numbers of COVID19 positive patients at the Trust
had dropped significantly in terms of admissions and patients requiring respiratory
support; this in effect reduced the pressure on the Trust and wider system. The
Trust declared no active COVID19 Outbreaks in the Trust on 16.11.2020 and no
further outbreaks reported.
The Trust presented a Never Event paper and Action Plan at the November 2020
CQPG which detailed the Trust’s organisational Response/Strategy in addressing
the cluster of Never Events that had occurred. The Action Plan showed 5 actions
were outstanding. An updated approach to never events would be provided for
Quarter 1 21/22.
Alder Hey Children's Hospital (Alder Hey): An independent review of Never Events
due to take place at Alder Hey was cancelled due to COVID19 restrictions.
A meeting was held with the Trust on 10.12.2020 which addressed the issue of the
Trust’s waiting lists management which led to a number of children and young
people waiting for treatment beyond 52 weeks. The Trust engaged with MBI
Consulting to support them with diagnosing and addressing the issue.
A meeting was planned for January 2021 to address any potential harm identified
as per the Harm Review Policy which had been used for the children and young
people who had waited more than 52 weeks.
Mersey Care Foundation Trust (MCFT) - Trust wide: JLU reported Mersey Care
remained in Enhanced Surveillance. The impact of COVID19 and the challenge to
capacity and usual working practices had warranted a review of the surveillance
level to understand if this was still appropriate.
Mersey Care - Mental Health: due to environmental issues with old estate on the
Mossley Hill site patients were moved temporarily to another site and a Task &
Finish Group was set up to manage this safely and effectively.
Autism Spectrum Disorder (ASD) Service: with demand outstripping capacity the
service had experienced significantly long waiting times. The Trust had devised a
business case which was submitted to the CCG for an improved, NICE compliant
service with greater capacity. This would be presented at the next Planning
meeting for consideration. The Performance and Quality subcommittee was
informed that that MCFT had rated the ASD Service at a risk score of 16,
highlighting it as a ‘Strategically Significant Risk’ to their board. The Trust had
advised the CCG that they could not provide any further assurance as they
themselves were not assured, and that approval of the business case would be
the only way to progress this issue. The Trust also requested that the service be
added to the CCG’s own Risk Register.
Eating Disorder Service (EDS): EDS had experienced longstanding significant
issues with regards to waiting lists and an increase in referrals led to the service
not being able to meet assessment performance targets. The service was further
impacted due to COVID19 impact, with the CCG requesting repeated assurance.
The Trust devised a business case under review by the CCG. MCFT advised that
the risk score for the service increased to 16, meaning that it would be highlighted
to their board as a ‘Strategically Significant’ risk. The CCG Contracts Team
received a communication from the Trust indicating that the service would be
withdrawn unless the business case submitted to the CCG was approved.

Page 141

20.

21.

22.

23.

24.

25.

26.

27.
28.

29.

30.

31.

32.

Mersey Care - Community Services Division: the service has been under close
monitoring due to COVID19 impact on service provision. MCFT acknowledged
that the service required complete remodelling. Localised meetings progressed
with service redevelopment underway. This work is ongoing and under continuous
review by commissioners with phlebotomy assurance and trajectory reporting
being provided at monthly CQPG meetings.
Community Wheelchair service: Poor performance was noted at November 2020
CQPG due to staff vacancies across the service, this was further impacted by
COVID19. The Trust advised that they had a recruitment plan in place.
Infection Prevention and Control (IPC): an IPC report was presented at November
2020 CQPG which provided limited assurance in terms of wider IPC detail. A
further IPC report was requested from the Trust, which was due to come through
to the CQPG in early 2021. On a separate note, two MRSA cases were reported
by the Trust, which were under Post Infection Reviews (PIR). The PIRs would be
reviewed in December / January 2021 with feedback provided.
Primary Care. A Primary Care Performance and Quality report was presented at
the December 2020 Performance and Quality Subcommittee which identified
concerns in relation to key performance indicators: learning disability annual
health checks, physical health checks for people with Severe Mental Illness (SMI),
flu vaccination, childhood vaccination and immunisation and cervical screening.
Significant concern was raised in relation to the poor performance against
Learning Disability annual health checks and the impact it would potentially have
on the Special Educational Needs and Disability (SEND) agenda action plan
requirements. A request was made at the Performance and Quality Subcommittee
for the issue to be escalated to CCG Senior Leadership for further review.
Care Homes: LCCG worked with Liverpool City Council and other partners within
the Health Protection Board and the local Care Home Groups to support Care
Homes with outbreaks. The number of Care Homes with outbreaks had
significantly decreased since November 2020, with the number of service
outbreaks being 5 at the time of writing the report.
SEND: the service was asked to develop an action plan with clear trajectories to
recover performance. The Designated Clinical Officer post was recruited to and
the post holder was in a secondment role.
LCCG worked closely with Liverpool City Council and the Parent Carer Forum to
ensure that collectively the demands of the SEND Code of Practice were met.
Safeguarding:
NHS
Safeguarding
Commissioning
Assurance
Toolkit
(Safeguarding – CAT). NHSE/I developed a digitally enabled single toolkit to
support conversations and dialogues at CCG, Integrated Care System (ICS) or
Sustainability and Transformation Partnership (STP) level and with commissioned
NHS providers.
The toolkit provided an opportunity to enable effective safeguarding conversations
and help areas focus on what needed to be achieved for a safer safeguarding
system.
Initial pilot of CCG’s submitted safeguarding evidence on to the NHS Digital Portal
would be in January 2021 with an expectation to go live in the April 2021- March
2022 reporting year. It was anticipated the completed toolkit would be helpful in
providing evidence when CCG’s were being inspected as part of the Child
Safeguarding and Looked After Children (also known as Children Looked After
Status CLAS) by the CQC and the Joint Targeted Area inspection.
Continuing Healthcare (CHC): Liverpool fortnightly trajectories were being
achieved. LCCG was defining the service offer required from MLCSU for 21/22 in
conjunction with MCFT who provided CHC assessment via community services.
Governance quality and contract performance management was aligned with the
Sefton CCGs because of commonality of providers.
Patient Safety Specialists: The NHS Patient Safety Strategy set the ambition for
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33.

34.

35.

36.

37.

38.

39.

40.

41.

the new role of patient safety specialist to be introduced in every NHS organisation
in England; this included providers and commissioners of NHS-funded care.
Patient safety specialists lead and directly support patient safety improvement
activity and ensure the systems’ thinking, human factors understanding and just
culture principles were embedded in all patient safety processes.
Cheshire and Mersey took a pragmatic decision in light of the proposed changes
to the commissioning architecture to not create discrete posts but to utilise a
matrix working approach within CCGs promoting the culture of safety. Peter
Johnstone agreed to lead these matrix arrangements and joined a Cheshire and
Mersey network supported by AQUA that supports the arrangements.
PKI expressed concern with regard to the number of Never Events at LUHFT in
particular the Never Event in Ophthalmology in November 2020 and asked was it
enough for an assurance paper to be submitted at CQPG. JLU replied that it was
about balance between giving time for them to assure their own Board internally
first before submitting a paper to CCG. An external governance review was
underway and likely to be submitted in January 2021.
JNE advised robust discussions had been held at CQPG with the Trust and the
Trust was willing to provide an assurance report. A review on Ophthalmology
Services took place and an update will be provided at January’s meeting.
HDU advised the business cases for ASD and EDS went through LCCG Planning
last week. The risks were being analysed and managed, after which a financial
update would be submitted.
CMA asked if ASD and EDS needed to be put on the Committee’s Risk Register.
JLU advised it could go on this Committee’s Risk Register as a broader
performance risk however the issue was about finance and as such it is the
provider who manages the financial risk.
FOF asked if the Committee should be concerned about IPC in Care Homes. JLU
advised the IPC in Care Homes was robust and part of a team-system approach.
JLU assured the meeting Care Homes accept support which was evidenced by
the quality of their service.
DOH advised the Committee needed to know and understand what processes of
assurance were in place, how often reports were presented to meetings and what
was discussed in meetings. A clear work plan was needed which should be
brought to this Committee. DOH also felt the Trust should not offer mutual aid if
their own systems were not securely in place.
JLU explained that fundamentally the Trust’s Governance and LCCG’s
governance were robust and achieved the right outcome. Robust governance was
required in the Trust and LCCG challenged all providers’ regarding governance as
well as its own.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the content of the report
Further actions required:
• Add demand for Autism Spectrum
Disorder to CCG CRR;
• Add ASD and EDS performance to
committee risk register

B2
42.
43.

J Lunt

Jan 21

J Lunt

Jan 21

On PQC Jan 21
Agenda;
On PQC Jan 21
Agenda.

HARM REVIEW UPDATE
JLU updated that LCCG had sought to strengthen its processes in relation to
waiting times for elective and cancer treatment.
LCCG Quality Team, with support from the CCG Clinical Leads, carried out a
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44.

45.

46.

47.

review of the process and harm reviews undertaken and submitted at individual
Provider level initially for 104 day cancer breaches in line with Cheshire and
Merseyside (North West) NHSE/I, ‘Agreement for the Management of Long
Waiting Cancer Patients’.
LCCG Quality Team conducts monthly review panels to collate the findings of the
Harm reviews submitted following which providers would be given feedback,
advising of levels of assurance and making recommendations for quality
improvement of the processes. Once assurance levels were agreed, feedback
would be formalised using CQRM process for wider discussion and triangulation.
In addition, a process for collating themes and reporting into the Cheshire and
Merseyside QSG would be reported.
The first harm review panel took place on 16th December 2020 and reviewed 15
Cancer Harm Reviews undertaken by LUHFT. Cancer Harm reviews were to take
place at LUFHT, Liverpool Women’s Hospital and Liverpool Heart and Chest
Hospital.
JNE attended the first meeting and advised the Committee it went very well.
Common themes included cancer breaches, referrals late going into the Trusts,
lack of soft intelligence with regard to patient experience, and mental health.
Regular meetings were put in place.
31 week waits were discussed with The Cancer Alliance as they were increasingly
becoming subject to RCA investigations. There was discussion around creating a
new 31 week pathway.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• The content of the report Cancer Long
Wait Harm Review Process - Assurance
gained from NHS Liverpool CCG’s review
of Harm Reviews.
Further actions required:
• None identified.

B3
48.

49.
50.
51.

52.

FLU / WINTER PLAN
JLU advised Trust Influenza Vaccination Programmes were overseen by NHSE/I
in terms of reporting; the vaccination programme was a priority in light of the risk
of influenza and COVID19 co-circulating.
All Trusts needed to meet the National target of 90% of frontline staff receiving the
vaccine and 100% of staff being offered the vaccine through appropriate means.
LCCG commissioned Trusts submitted robust Influenza Programme Plans which
were presented at relevant CQPG and CQRM meetings for full insight and review.
JLU advised Influenza uptake updates were submitted to NHSE/I for further review
and no exceptions were reported in relation to any of the Trusts not meeting
planned trajectories in terms of vaccine uptake.
JLU advised the Committee that LCCG’s Vaccination Programme was also linked
in to the LCCG Flu Programme.
Action

Recommendations approved by the
committee, namely:
Note the content of the report update for
2020/21, including:
• Assurance gained from NHS Liverpool
CCG commissioned services in terms of
Influenza Vaccination Programme
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Lead

Timescale

Status

Planning in terms of effectiveness.
Further actions required:
• None identified.

B4

QUARTER 2 LeDeR UPDATE

53.

54.

55.
56.

57.
58.

JLU updated the Committee on the LeDeR Annual Report and Performance,
including, Reporting mechanism, Backlog cohort January 2018 to end of March
2020, LeDeR Sustainability 2021, North Mersey LeDeR Steering Group, North
Mersey LeDeR Process Task and Finish Group, Independent Review into Thomas
Oliver McGowan’s LeDeR Process and NHSE Action from Learning: deaths of
people with a learning disability from COVID19.
The CCG had reported 100% compliance to the NHSE timescales for cases being
allocated and completed since April 2020. Backlog work continued for cases prior
to April 2020 to be completed by the end of Dec 2020.
Chairing arrangements for the North Mersey Steering Group were yet to be
confirmed. ToRs were via this committee for approval.
FOF asked if Mersey Care were having discussions with the Council and when
would this Committee have sight of the report. JLU replied that the Local Authority
would lead the process and it was not just an NHSE process. The report would be
guidance on how the information could be converted into improving practices and
learning.
DOH commented there were a lot of Action Plan entries in red and amber; JLU
advised that following review it could be presented to this Committee again.
CMA asked whether the Medical Examiner role was now part of the process, JLU
advised that LUFTH had recently appointed a Medical Examiner who would work
on behalf of the system.
Action

Recommendations approved by the
committee, namely:
• To receive this report
Further actions required:
• Clarify chairing arrangements for North
Mersey Steering Group
• Agree TOR for NMSG
• LeDeR action plan to be brought back to
committee for review

B3
59.

Lead

Timescale

Status

J Lunt

Jan 21

On PQC Jan 21
Agenda;

J Lunt

Feb 21

J Lunt

Feb 21

On PQC Feb
21 Agenda;
On PQC Feb
21 Agenda;

STRATEGY AND COMMISSIONING
No items.

D

PERFORMANCE

D1

FINANCIAL PERFORMANCE UPDATES INCLUDING (CASH RELEASING
EFFICIENCY SAVINGS)

60.

61.

RTU advised the report summarised the CCG’s financial performance for the
month of November 2020 (Month 08) for the Performance & Quality Committee.
Also included were updates on the financial framework beyond Month 06 and an
update on the work of the contracts team.
Reporting continued to reflect the revised finance framework in place as a result of
COVID19-19 with adjusted ‘in- year’ allocations, separate ‘true-up’ allocations for
Months 1-6 and separate ‘Hospital Discharge Programme’ funding streams.

Page 145

62.

63.
64.
65.
66.

67.

68.

Month 07 to 12 expenditure forecasts exceeded notified allocations for the period
(as part of Cheshire & Merseyside financial ‘envelope’), but additional resources
and further revisions to forecast outturn expenditure ahead of month 8 reporting
reduced the current plan deficit position to £8.3m from £10.8m at Month 7 (now
established as the ‘plan’ for months 7-12 for NHS England returns).
Month 08 forecast outturn deficit of £7.3m, after anticipated HDP true-up funding,
was £0.94m favourable to plan.
System allocations were hosted by LCCG on behalf of the Cheshire and
Merseyside system.
RTU advised the CCG had been asked to re-submit financial information more
regularly in particular related to CHC and Prescribing.
LCCG continued to work with the Healthcare Partnership but nationally there had
been an agreement to extend to 31st March 2021 based on activity. The
Committee asked if the next report would contain more themes relating to
COVID19.
GGR asked how LCCG was performing compared to others. RTU advised the
situation was changing all the time and all CCGs in Cheshire and Merseyside
were in deficit. LCCG was neither the outlier nor top or bottom of the list. RTU
advised CHC and Prescribing themes were across the CCGs and not just
Liverpool. RTU advised the Committee it was hard to know more exact figures at
this stage due to COVID19.
GGR commented that benchmarking could help the Committee to understand
what was happening and also from a performance point of view to be advised of
the geographical disparities in the region. RTU advised figures could be verbally
updated.
Action

Recommendations approved by the
committee, namely:
• The current financial position, nationally
determined block contract payments to
NHS Trusts / FTS, additional COVID1919 expenditure, current and further
anticipated allocations and hosted system
allocations and associated payments.
• That the CCG continues to work with
NHS England and partners at a system
level.
Further actions required:
• Include more COVID19 related
information within next report

D2
69.

70.

71.

Lead

M Bakewell

Timescale

Jan 21

Status

On PQC Jan 21
Agenda;

ALDER HEY WAITING LIST REPORTING ISSUE
DHO reported that work was undertaken as part of Alder Hey’s weekly ‘Access to
Care’ meeting which identified discrepancies which prompted the Trust to further
investigate the numbers being reported on the waiting list.
At the August CQRM meeting, the CCG was notified that the Trust had identified
a waiting list reporting issue which had resulted in the number of 52+ week waiters
at the end of July increasing from the original reported position of 79, to 147. For
context, in July the Trust reported around 11000 incomplete pathways.
The Trust subsequently commissioned MBI Healthcare Technologies (MBI) to
conduct an external review of all aspects of waiting list management. There were
multiple facets to the review; to date the work conducted had addressed the
inpatient waiting list. The overall result of the inpatient work was an addition of a
further 390 patients to the inpatient waiting list (some of whom were found also to
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72.

73.

74.

75.

76.

77.

78.
79.

80.
81.
82.
83.

be on the outpatient waiting list).
LCCG had been in regular contact with the Trust to seek assurance around this
matter since first being notified. A meeting was held in December 2020 between
LCCG officers, NHS England colleagues and Trust representatives. At this
meeting, LCCG was provided with an overview of the issues uncovered with
respect to the inpatient waiting list and the next steps the Trust intended to take.
There was a noticeable increase in the number of over 52 week waits. Alder Hey
advised that the review of inpatient waiting list reporting issues had uncovered two
causes, namely incorrectly applied data filters and data quality issues within the
Electronic Patient Record (EPR). External auditor MBI was brought in to review
these matters and out of the 27 previously applied filters, only 7 were kept as there
was a clear and validated rationale behind their use.
RTT data quality. At the same time as the inpatient review, an audit of 500 Spinal
patients was conducted by Alder Hey in light of the waiting list queries. This found
a small proportion (3%) had not had their clocks re-started when they should have
been following active monitoring.
An additional audit of 248 long waiters found that some patient clocks had been
incorrectly stopped; however, Alder Hey had not shared what number of incorrect
clock stops this portion of the review found.
The inpatient waiting list review conducted by MBI found that there were
‘significant’ data quality issues relating to the inpatient records held on the EPR,
although the Trust had not quantified this specific element and how it contributed
to the 390 additional patients who were added to the list.
LCCG had engaged with Alder Hey in weekly meetings and Alder Hey provided
LCCG with details of the processes that had been put in place, updating LCCG
weekly.
DHO advised the Committee that Alder Hey had been open, transparent and had
reacted and responded quickly.
To further improve communication and oversight, Alder Hey agreed to submit the
waiting list issue as a Serious Incident (SI) via STEIS. This would further enhance
the opportunities for learning and ensure this was managed through a nationally
determined channel.
JLU concurred with this and told the Committee that Alder Hey had clearly
understood the impact it has had on Children and Young People’s services.
A more formal follow-up would be scheduled for January 2021 and Alder Hey had
advised they would welcome any data analysts to join the meeting.
An impact and harm assessment would take place.
PKI asked was there any possibility Alder Hey could have changed the figures.
DHO replied that this was unlikely and that there had been no untoward
behaviour. JLU added that Alder Hey did not appear to use the system as it should
have been used and so incorrect data was produced. Since then Alder Hey had
brought in an analyst to support reporting issues as well as Quality and Safety.
Action

Recommendations approved by the
committee, namely:
• Note the issues identified and the action
being taken by the Trust and by the CCG
in response.
• Further note that the committee can
expect to receive another briefing at its
January 2021 meeting.
Further actions required:
• None identified.
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Lead

Timescale

Status

D3

SAFEGUARDING ANNUAL REPORT

84.

85.
86.

87.

88.

89.

90.

91.

92.

93.

JLU advised the Committee that the report had taken into account COVID19. The
pandemic was announced towards the end of Quarter 4 and the impact was
reflected within the report.
JLU gave the Committee an overview of Progress on LCCG Business priorities
2019/20.
LCCG achieved compliancy with statutory safeguarding responsibilities
requirements; including the oversight and management of progression against
action plans for section 11 scrutiny, NHSE assurance and other safeguarding
frameworks i.e. Mersey Safeguarding Adult Board (MSAB) chapter 14 audit tool.
LCCG was compliant with the capacity of the safeguarding team within the
framework of the intercollegiate documents to ensure that it was able to meet the
safeguarding requirements for Liverpool CCG.
LCCG implemented a new safeguarding compliance assurance process with
LCCG commissioned providers to understand how safeguarding was embedded
within organisations.
LCCG embedded Quality and Safeguarding within the CCG and its commissioned
health services, taking a leading role within the Liverpool Safeguarding Children
Partnership and Merseyside Safeguarding Adults Board. The CCG continued to
support the implementation of health support to nursing homes where
safeguarding issues were evidenced ensuring Safeguarding was embedded as a
strategic commissioning organisation.
With regard to Liberty Protection
Safeguards the CCG ensured the organisation understood the impact and
changes required under the new Liberty Protection Safeguards legislation.
The onset of the pandemic and the impact this had on the capacity of health
providers to maintain the same level of care and treatment was the first and
foremost priority for LCCG Safeguarding Team. The LCCG Safeguarding Team
had assured that children and adults within the city were safeguarded from harm
and working with LCCG’s commissioned health providers to ensure that
safeguarding remained at the forefront of all service delivery and care.
The pandemic impeded the progress of some of the priorities identified in 20192020 and these would continue to be priorities for 2020-2021 for LCCG:•
Continue to support the agenda, the implementation of guidance and
improve quality in practice in relation to Harmful Practices, with an increased
focus on Modern Day Slavery.
•
Continue to support Liverpool CCG and provider Trust work plans to
improve the quality of Transition arrangements.
•
Continue to work with partner agencies to review the MAPPA and MARAC
arrangements supporting the Domestic Abuse Agenda.
•
Raising the awareness and understanding of Contextualised Safeguarding
both within the CCG and partner agencies.
Further priorities:•
Re-establish the work stream around Children in Care Health Provision via
the LCCG Case for Change (Form 1) process
•
Work with children’s commissioners in both LCCG and Local Authority to
ensure robust health provision is available to support the development of
local initiatives focused on improving safeguarding of adolescents and
children in residential care.
CMA asked if there was a plan to increase the number of named Safeguarding
GPs. The current named GP for Primary Care was moving and it was planned to
increase the number of sessions per week. JLU advised that in the New Year
LCCG would be recruiting and the current named Safeguarding GP would still be
in the region. In the interim period LCCG would still be able to benefit from their
expertise.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the content of the report
Further actions required:
• None identified.

D4

PRIMARY CARE PERFORMANCE

94.
95.
96.

97.

DHO advised the paper submitted was for information only.
PKI asked if the KPIs were aligned to this and would the KPIs be appropriate for
the current situation.
JNE advised there was no additional guidance put forward apart from the Phase 3
Recovery Guidance. It focused on high-risk groups for example, Mental Health
and Learning Disability cohorts.
DOH advised that GPs were very pragmatic and would take direction on what to
focus on outside the normal day to day routines.

Action

Lead

Timescale Status

Recommendations approved by the
committee, namely:
• Note the performance of the practices in
delivery of the Primary Care
performance.
• Note the performance of the CCG in
delivery of Primary Care Medical
commissioned services.
• Note the control measures and the CCG
approach to gain assurance.
• Reject the application until additional
assurance is provided by the practice.
• Note the financial support from Public
Health Liverpool with regards the
decommissioned Health Check LES for
Q3 and Q4.
Further actions required:
• None identified

D5

PERFORMANCE UPDATE AGAINST LOCAL/ NATIONAL STANDARDS

98.

99.

DHO highlighted the following KPI targets either achieved or maintained by LCCG:
•
28 Day Faster Diagnosis Standard continued to be maintained above the
target.
•
2 Week waits also maintained performance above target, with LCCG being
benchmarked as best in Peer Group.
•
Breast Symptomatic continued to perform above the standard, with LCCG
being benchmarked second in Peer Group.
•
31 Day Decision to Treat to Treatment standard continued to perform above
target.
•
Cancer 31 Day Standard to subsequent treatment for both Anti-Cancer
Drugs not only met the target, but LCCG also benchmarked as best in peer
group.
LCCG did not meet its targets for 16 of the 30 reported indicators. Some areas
continued to show a deteriorating trend, including:
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100.
101.
102.
103.
104.
105.

106.
107.
108.

109.
110.
111.

112.
113.

114.

115.
116.

117.

•
Dementia diagnosis rate
•
Learning Disability Annual Health Checks
•
Physical Health Checks for People with SMI
This was of concern given the health inequalities experienced by people with
Learning Disabilities and Mental illness.
NWAS performance against national standards had deteriorated based on the
most recent data.
Despite not meeting the targets in some areas, there was still some progress to be
seen.
RTT Incomplete pathways within 18 weeks showed 3 consecutive months of
improvement.
Performance against the 6-week Diagnostic Waiting Time standard improved for
the sixth consecutive month.
It should be noted that, despite not meeting the standard, achievement against the
62 Day Cancer Standard from urgent GP referral to treatment was the 2nd highest
it has been since March 2018 and benchmarks best in Peer Group.
IAPT Access had improved for the second consecutive reporting period and
recovery for the third consecutive reporting period.
DHO led a discussion with regard to the most effective ways the Independent
Sector could assist during Q4 and after 01 April 2021.
Learning Disability Annual Health Checks: half of the remainder of health checks
to be left until Q4 which posed a significant risk. DHO explained LCCG was in the
process of drafting letters to go to GP Practices underlining the importance of this.
There had been pressures across the system due to the pandemic all year and it
would not be advisable for health checks to be undertaken all at the same time in
Q4.
Physical Health Checks for People with SMI: DHO advised these would be part of
the LCCG’s Improvement Plan.
DHO advised the Performance Plan would cover all areas however would be at
the mercy of COVID19.
FOF asked if there was a plan in place with regard to vaccinations for people with
dementia, and if it was possible, in PCNs, to bring in volunteers to sit with the
patients and assist them with competing questionnaires. FOF to discuss offline
with DHO, Adrienne Taylor and Cheryl Mould.
FOF asked if there was much of an appetite for vital annual LeDeR reviews. DHO
advised suggestions had been made e.g. BP checks could be explored.
PKI asked with regard to targets, what could LCCG realistically achieve given the
pressure on colleagues from the pandemic? Would there be scenarios where GPs
would be simply advised to accept the situation and prioritise their resources?
DHO commented that sometimes there would be a need to accept targets as they
were given. There would be an opportunity to measure and monitor whereabouts
the figures were, and as such colleagues could demonstrate within their response
the reasons for approaching the Independent Sector where it had done so. DOH
commented that the numbers should be lower due to the large young population in
the City.
DHO reiterated that there was a significant amount of work to do with regard to
Learning Disability if the City was to maintain its current level of service.
JKU advised with regard to Learning Disability Health Checks a written statement
of action was being produced although due to the pandemic there would be an
immense amount of ground to cover.
With regard to ASD and EDS, a meeting took place with Mersey Care. LCCG had
asked Mersey Care to put a report together on all funding used and the rationale
behind it.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the performance of the CCG in the
delivery of key national performance
indicators for the period highlighted and of
the recovery actions taken to improve
performance and quality.
• Determine if the levels of assurance given
are adequate in terms of mitigating
actions, particularly where risks to the
CCG’s strategic objectives are
highlighted.
Further actions required:
• None identified

E
E1

GOVERNANCE
COMPLAINTS, FOIs, MP ENQUIRIES
118. MP ENQUIRIES: SHE reported LCCG had received a total of 10 MP enquiries
between 1 April and 30 September 2020 compared to 13 received in 2019 during
the same time period. There were 3 open MP enquiries for this period and no
trends or themes had been identified
119. 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.
120. SUBJECT ACCESS REQUESTS: Between 1 April and 30 September 2020 there
had been 1 (13) subject access requests which related to Continuing Health Care.
121. FREEDOM OF INFORMATION (FOI) ACT REQUESTS: FOIs were received into
the team primarily via a dedicated email account, although direct personal contact
and telephone enquiries were made on occasion. All such requests were recorded
on Ulysses to track and manage the progress. Initial screening of the request
would then determine if the request had been properly directed to the CCG or
needed to be redirected elsewhere for a response.
122. Although numbers decreased compared to those received in the previous year,
the complexity and number of questions had increased.
123. NUMBER OF BREACHES: During the pandemic the ICO issued guidance to
acknowledge the unprecedented challenges faced by the NHS and other public
sector organisations and advised that although FOIs had to be logged and
continued to be processed, that organisations would not be penalised for any FOI
which took longer than the statutory 20 working days.
124. 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 COVID19.
125. FOI THEMES: The ‘top 3’ categories of FOI requests received were
‘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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•
126.

127.

128.
129.

130.

131.

132.

133.
134.
135.
136.

All FOI requests received and logged under ‘Drug, Medicines and
Prescribing Management 12% related to drug rebates and prescribing.
FOI PUBLICATION SCHEME: As well as responding to requests for information,
the ICO stated that the CCG must also publish information proactively. The
Freedom of Information Act required 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
was publically available on its internet page.
COMPLAINTS RECEIVED BY LCCG: From 1 April to 30 September 2020, LCCG
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 were closed as the provider was already investigating.
Of the complaints received, there were 13 cases open and under investigation.
Two of these related to Tourette’s service at Alder Hey and continuing health care.
EXAMPLE OF ‘LESSONS LEARNED’: A complaint came from a family member
regarding interpreters not being booked for a deaf patient, resulting in the family
member having 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 placed
in departments to inform staff of details and the process for booking interpreters.
PARLIAMENTARY AND HEALTH SERVICE OMBUDSMAN: There was no
contact from the Parliamentary and Health Service Ombudsman during this
period.
GENERAL ENQUIRIES (PALS): Between 1 April and 30 September 2020 the
Corporate Services Team dealt with 115 enquiries (compared to the 87 enquiries
dealt with during the previous year). General enquiries included letters, emails or
phone calls received by the CCG that were not formal complaints about patient
care, delays in access to services or rescheduled appointments (e.g. general
questions around the CHC process).
48 related to postponement or delay in treatment and access to food parcels or
assistance required during the pandemic.
Enquiries within LCCG’s remit were responded to and some were re-directed to
the CSU, CHC Team, provider PALS teams or NHS England.
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 in regards to a
mental health patient who advised that they did not have access to a GP or
medication.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• To receive and note the contents of the
six monthly summary report.
Further actions required:
• None identified

E2

REVIEW COMMITTEE RISK REGISTER
137. SHE advised the Committee that since the onset of the pandemic in January 2020
and the subsequent implementation of NHS England and NHS Improvements
Command and Control arrangements in March 2020, delivery of the CCG’s
‘business as usual’ activities were significantly compromised and as a result, the
development work specific to the Committee’s Risk Register commenced relatively
late in the financial year.
138. ASSURANCE MAPPING: A key challenge for any committee was to not only
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139.

140.

141.

142.

143.

144.

145.

understand where its assurance came from, but how it was measured and
whether the ‘coverage’ of assurances was set at the right level to provide
confidence to the Governing Body.
These assurances usually fell into three categories:
•
First Line Assurance (directorate / team) – the first level of assurance comes
from the Directorate / Team that performed the day to day activity;
•
Second Line Assurance (organisational oversight) – how the organisation’s
governance framework provided the necessary ‘checks and balances’ on
delivery of statutory responsibilities, operational and strategic objectives;
•
Third Line Assurance – Independent assurance from outside the
organisation such as NHSE/I, Care Quality Commission, Internal and
External Audit.
CYCLE OF BUSINESS AND COMMITTEE WORK PLAN: The Performance and
Quality Committee Risk Register was reviewed by the identified ‘risk owners’, who
ensured that all actions to address gaps in controls and / or assurances were
taken, and that a clear audit trail of completed actions was maintained as part of
the ongoing management of the Committee Risk Register.
Given that the Performance and Quality Committee’s remit was considerably
broader than other committees, work was ongoing to identify an appropriate
‘coordinator’ to pull the multiple strands of performance, quality, contracts and
finance updates together for the update and refresh of the Committee Risk
Register.
The Corporate Services and Governance Team continued to provide technical
support and advice to risk owners and action leads to ensure consistent
adherence to the organisation’s Risk Management & Assurance Strategy
(September 2020). This was part of the Team’s remit in supporting the Audit and
Risk Committee in its oversight and scrutiny of LCCG’s risk management and
assurance processes.
GOVERNANCE: The Performance and Quality Committee meeting cycle
continued to be used to refine reporting processes and manage action
completions. An urgent need was identified to ensure that the transfer of ‘legacy’
risks from the previous committee structure (pre-April 2020) that would align with
the delegated responsibilities and work plans of the updated LCCG Governance
Structure.
The governance relationship between the Primary Care Commissioning
Committee and Performance and Quality Committee (in both the treatment and
transfer of risks between the two) continued to be developed and strengthened to
ensure a formal process was in place to evidence a clear audit trail of any
transfers between the two committees’ risk registers.
CMA suggested the Governing Body Development Session in January 2021 would
be a good platform to look at identifying ‘risk owner(s)’ for this Committee. CMA
requested this be added onto the Committee’s Action Log.
Action

Recommendations approved by the
committee, namely:
• Note the verbal update
Further actions required:
• identify ‘risk owner(s)’ at GB

Development Session in Jan 21.

E3

Lead

S Hendry

Timescale

Jan 21

Status

On PQC Jan 21
Agenda.

INFORMATION GOVERNANCE EXCEPTION REPORTS
146. SHE advised the Committee there had been one breach which was email related
and had mitigating documentation.
147. GDPR audit: SHE advised the audit was ongoing with a cross section of selected
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staff.
148. LUHFT had a system problem in September which had a high level of clinical risk
and this was under investigation.
149. DHO advised the Committee the system problem at LUHFT was solved; the
monitoring of resources and system checking was in place.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the update.
Further actions required:
• None identified.

F

FOR INFORMATION:
150. F1 minutes from IG Steering Group September 2020
151. F2 minutes from Quality and Performance subcommittee November 2020

G

ANY OTHER BUSINESS
152. No other items of business were discussed. The meeting closed.
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Lay Member for Finance - Chair
Chief Finance & Contracting Officer
Lay Member for Governance
Non-Executive Nurse
Lay Member for Patient & Public Involvement
Senior Performance Manager
Deputy Chief Contracting Officer
LMC Secretary
Senior Contracts Manager
GP Director
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GP Director
Committee Secretary, Liverpool CCG
Deputy Director Quality, Outcomes & Improvement (Deputy
Chief Nurse)
Head of Medicines Optimisation
Head of Primary Care NHSE
Chief Officer
Chair LCCG
Programme Director Provider Alliance

ISSUES CONSIDERED
2020

A1
1.

GGR welcomed all those present to the meeting noting that business would be conducted
on the assumption that members had read all papers ahead of the meeting.

A2
2.

WELCOME

APOLOGIES FOR ABSENCE

The apologies for absence received for this meeting were detailed above.
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A3
3.

HDE declared an interest with the connection to Mersey Care. MSM declared an interest
as a Practice GP with regard to the LQIS Schemes and the items regarding boundary
changes for Woolton Medical Centre which specifically impacted on his practice. PFI
declared an interest as a locum GP which impacted differently again on her role. RBA also
declared an interest with regard to LQIS Schemes. There were no additional declarations
reported for noting other than those already listed on the LCCG register.

A4
4.

DECLARATIONS OF INTEREST

MINUTES OF THE MEETING HELD ON 20 OCTOBER 2020.

The minutes of the previous meeting held on 20th October 2020 were accepted as an
accurate record subject to the following amendments:
1)

Reference to Declarations of Interest be revised to include ARRS Funding for MSM
and FLE.

2)
3)

Big page 6; point 26 be amended to read ‘…received a financial envelope…’
Same page point 27 be amended to read ‘…gone live and it will be rolled out
across a broader footprint. Patients will be referred …’
Page 7 point 36 be amended to read ‘…MSM enquired if Mersey Care were
now accepting routine referrals for Dementia diagnosis. FLE agreed to check
and report back to the next meeting. Action: FLE.’
Point 38 be amended to read ‘…the extent to which community sectors…’
Point 41 be amended to read ‘…about Performance Improvement.’
Page 9 point 59 be amended to read ‘…perhaps people had been extremely
busy focusing on managing the situation and this had not been a priority at the
time.
Page 10and 11 point 66 be amended to read
The following schemes are recommended for DISCONTINUATION;
•
Ankle Brachial Pressure Index (ABPI)
•
Helicobacter Pylori
•
Homeless
The following schemes are recommended for continuation with REVISED
METRICS;
•
Minor surgery – injections
•
Minor surgery – excisions
•
Gonadorelin
•
Near-patient testing
•
Asylum seekers/refugees
•
Travelling community

4)

5)
6)
7)

8)

9)

Page 11 point 70 be amended to read ‘…however it does…’
Action

Recommendations approved by the
committee, namely:
• Approve the minutes of the previous
meeting
Further actions required:
• Update minutes in line with discussions

A5
5.

Lead

D Richardson

Timescale

ASAP

Status

Completed

ACTION LOG

The action log was discussed with the following points made:
1)
Primary Care Commissioning Risk Register was on the agenda, item
closed.
Action
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Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the progress with previous action
points.
Further actions required:
• Update the action log in line with
discussions.

A6
6.

D Richardson

ASAP

Completed

COMMITTEE WORK PLAN

MBA presented the committee work plan which followed the standardised approach in
place across the CCG, reflecting committee plans. The work plan had been refreshed
recently and reflected the committee terms of reference.
HDE commented that the work plan covered the relevant areas the committee needed it to
cover and appeared logical and reasonable. It was a ‘living’ document which would be
revisited regularly.
Members agreed to approve the work plan.

7.

8.

B
9.

UPDATES
No updates.

10.

11.

12.

13.

14.

15.
16.

17.

C

GOVERNANCE

C1

PRIMARY CARE COMMISSIONING COMMITTEE RISK REGISTER

MBA presented the committee risk register commenting that it reflected the committee work
plan and the approach reflected that taken across all committees. Updates added recently
included the work being undertaken on the vaccination against COVID19 programme.
MSM enquired if there was a requirement to include the proposed larger ICS being
proposed as a risk given how it would affect GPs and how committees would operate in the
new structure. MBA suggested that may be a Governing Body (GB) level risk asking what
the committee could do to mitigate against the risk. It was felt it was too early to tell how
the proposed ICS would evolve or would be managed and so it was too early to be included
as a risk as there was not enough to include.
MSM suggested there was a risk of being too late if planning did not commence soon.
There was not an immediate risk but there was the potential to highlight the forthcoming
risk. SHE responded that the risk was more strategic and aligned to GB more saying that
there was too much uncertainty regarding what the future landscape would look like at
committee level for legislative and place based risk assumptions; RBA commented that
until it was known how the ICS would operate a discussion was pointless.
MSM suggested risk PCC011 should be listed as a higher risk saying the vaccine
programme should have a higher residual rating than 12 as logistical issues had already
taken place. Discussion took place around the likelihood versus the consequence with
MSM stating there was a real risk the programme would be disrupted.
RBA commented that a number of different things were in play which impacted on the ability
to deliver; the delivery of the vaccine, the flow from the vaccine, maintaining GP services.
Individuals could only do one thing in one place and it would be difficult for practices to
provide anything other than urgent services when vaccinating. It was unclear if the
country’s priority to vaccinate was on the understanding that other services would be
reduced. A number of risks flowed from this which would be present for at least three
months.
HDE agreed with the statement suggesting the risk register may need to be revisited and
reset given the wider implications.
CMA noted concerns around medicine shortages suggesting communications with
practices and patients would be important. JLU agreed with the suggestion saying she
would review and amend the item.
HDE commented that the previously mentioned larger footprint for the CCG runs through
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18.

all risks as did COVID19. It was not a specific risk on its own but would impact on
everything. SHE agreed noting that Valley Medical Centre was missed off the national list
and the register would be refined for the next meeting.
MBA thanked members for their comments noting that medicines shortages would be
amended by JLU; the vaccine programme residual risk would be amended by SHE and
consideration would be given to how it impacted on the wider system operations.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the contents and updates to risks for
the commissioning of General Practice;
Further actions required:
• Update register in line with discussions;

19.

20.

21.

22.

23.

24.

25.

S Hendry

February
2021

On PCCC Feb
21 Agenda.

D

PERFORMANCE

D1

PRIMARY CARE COMMISSIONING COMMITTEE PERFORMANCE
QUALITY AND CONTRACTS REPORT

VAT presented the report highlighting partnership changes notification for which there was
a contractual requirement and recently some of these had been notified late. PCSE
required three months’ notice of partnership changes and the CCG was planning to inform
partners that advance notice would be required in future.
Notice had been received from the council who commission a LES around public health
and they were planning to change the model from April 2021 to proportional universalism
principles. This will mean a slight change to the funding mechanism and had been
calculated based on average achievement in previous quarters.
Some of the issues noted on the breach notice sent to Rocky Lane medical centre had
been resolved and meetings continued. Additional assurances had been submitted and it
was hoped that the remedial notice could be removed by the end of March 2021.
Woolton House medical centre had submitted an application to extend the practice
boundary and the CCG had written to local practices asking for comment in line with
regulatory guidance. 5 practices had replied expressing concern and the report
recommended the committee did not approve the boundary extension.
DHO reported on the performance against core contract requirements, KPIs and direct
enhanced services noting that there were wide variances in performances. As had been
discussed previously the performance team agreed to contact practices and put a trajectory
in place for practices to aim to recover against expected targets. However this was an odd
year with COVID19. Work on the trajectories was still underway and a third wave was a
concern given the requirement to get services running as normally as possible.
The recommendation was for practices to be contacted regarding general performance
issues with help to support best practice. Annual health checks were a concern along with
pressure around SEND with the city under the spotlight following the inspections
mentioned. Practices would be written to regarding SEND performance and colleagues
would be asked for help to get the balance right here to get trajectories right for action.
RBA commented that he understood both the CCG and practices were in a difficult position
here; while the CCG has to report on performance the roll out of the vaccine for COVID19
will slow progress in the system recovery. Having to deliver 975 doses of the vaccine in
3.5 days meant this must be a priority with no vaccines wasted and no other routine work
will be able to be carried out. Each PCN will potentially loose one week in three for a period
of time. Practices could work with the CCG regarding the Learning Disability health checks;

Page 158

26.

27.

28.

29.

30.

31.

32.
33.

34.

35.

36.

the CCG had a target to meet here while practices did not.
JLU thanked RBA for his comments noting that primary care and the CCG were in different
positions in regard to health checks; there was a plan to return to the discussions in January
with an improvement plan which would include consideration of how the 14-25year olds
would be considered. This was a real challenge and the difficulty was the WSoA was
received 18 months ago and the expectation was that more progress would have been
made by now notwithstanding coronavirus. Other local authorities had already received
improvement notices and Liverpool wished to avoid this.
RBA suggested looking at the issues with attention to which particular practices may be
able to help. Practices would be given additional resources and these could be used to
target learning disability health checks.
MBA referred to a conversation at a recent SLT meeting where this was discussed with
JLU echoing the comment stating that more planning and consideration was needed but
discussions were underway to achieve targets and MCFT were supporting primary care to
achieve targets with an action plan being produced. Colleagues were trying to bring
services together in a supportive and holistic way. Some practices had good achievement
and could support others and this needed to be coordinated to obtain best use and for the
longer term. As one practice was developed thought was given to whether the practice
may take the function on for the PCN as some practices had only small numbers of learning
disability patients and the expertise from other practices may sustain the achievement of
targets better.
PFI noted a peripheral interest with her role as quality lead stating there was a need for
coordination here as work on learning disability was carried out in several places but it was
unclear if each area knew what the other area was working on and a coordinated approach
would help.
MSM suggested the timing needed to be considered. A general letter to practices may be
missed but targeted communications to those performing least well may produce more
action. Members reported that achievement was similar across practices so around 90%
of practices would be contacted regardless.
The executive summary of the report should read ‘practices where additional support might
be required’; the report refers to the current position being phase 3 recovery and MSM
commented that this was unrealistic as discussed at the last meeting and the paper should
be contextualized given the circumstances of the pandemic, page 34 of the report regarding
the core contract requirement should read ‘not yet published their income’.
RBA noted that whilst MSM was correct in what he was saying, the paper was factually
correct in that 'the NHS is now moving into phase 3 of recovery...'
The report also referred to the frailty index stating this had been stood down and MSM
sought clarity on this. It was noted that this had been stood down earlier in the year and
was now back up again and the reference was in error as an annual frailty review was a
contractual requirement. Page 36 of the report concerning DES required revisiting to clarify
the process of IIF. SAL agreed to revisit the paragraph to clarify what LNA had requested.
With regard to extended hours the agreement was that if practices could offer extended
hours then they should, this was not dropped as a requirement.
DHO commented that this was something to be given further consideration with contractual
requirements and he would discuss it outside the meeting with VAT and bring it back to the
next meeting.
HDE commented that the range was striking from 8% to 100% compliance suggesting focus
should initially concentrate on the lower performing practices to identify why this might be.
Were these smaller practices, did they get enough support from PCNs, could GB GPs help
in any way, and were practices asking for help?
MSM commented that while he understood the point HDE was making caution was needed
in expecting PCNs to provide support to GP practices. PCNs are made up of GP practices
with limited resources in terms of leadership and managerial capacity as that is provided
by a small number of GPs and practice staff themselves, in contrast to much bigger
organizations such as hospital trusts with their well established and resourced managerial

Page 159

37.

38.

39.

40.

41.

42.

43.
44.
45.

46.

47.

48.

structures.
MSM suggested it was a different thing that was being discussed saying sharing best
practice is useful and good but needed a process for this to happen. Practices were
desperately busy at this point and issues may have to be highlighted to them.
RBA stated that some practices perform better as they had more expertise working with
learning disability groups and if a way could be found to support practices with more
learning disability facilitators it should be explored. However, the issue of COVID19
remained.
DHO thanked colleagues for the helpful comments which he would consider when making
contact with practices. Issues were broad with some practices doing well on some KPIs
and less so on others with lots of variances in between. There was a need to identify where
support was needed and look at how this could be given. If practices can share and support
each other this would be great but if there isn’t the capacity then good practice would not
change anything.
GGR commented that members had to recognise that there was no point having KPIs if
they were not used to improve performance. MSM commented that good points had been
made regarding what a PCN was not and colleagues now needed to consider what it was
and how to get it there. MBA noted that a stock take was needed to see where PCNs
where in general terms with a maturity matrix included within the year-end review. This
could be an agenda item for a future meeting.
VHO presented the Primary Care Commissioning Committee finance report (P47) as at 30
November 2020 (Month 8) noting that the CCG had been under a temporary financial
regime for the first 6 months of the financial year due to the pandemic.
The CCG had now received all funding for the year by being given a fixed financial envelope
and it must arrive at a breakeven point for the remainder of the year and work was ongoing
to consider gaps.
There was an underspend of £182,000 against a total allocation of £83m along with a
description of how funding was allocated within the report.
The underspend came about from unexpected credit notes from NHS property services
and an assumed increase in list sizes that had not occurred.
There was a risk around the additional roles reimbursement scheme which the CCG was
holding £2.5m and NHSE was holding a further £1.6m for. From the envisaged recruitment
due in quarter 3 only 64% of this had taken place and work was underway to chase
reimbursement claims.
Cheshire and Mersey had been allocated £7m to support the recruitment of GPs of which
1.4m was for Liverpool and practices had been notified of their allocations. The funds were
expected to be distributed in January. The LES budget included just over £1m for COVID19
expenditure. Of this £45,000 was underspent. All claims had been checked and a few
remained outstanding waiting for supporting evidence when funds could be released; the
majority of this was bank holiday staffing.
The prescribing budget was £94m and there was a small underspend here due to a
reduction in the volume of drugs prescribed during the early part of the year. It was noted
that rebates had been in place from drug companies for when particular drugs were signed
up for use where suitable, however notices had been received from drug companies that
this practice would no longer be offered so there would be losses here in future.
RBA commented that the list size had not grown as anticipated and when looking at the
year in reverse a large increase was seen in quarter 3 but this was not across the board
asking had the city been hit disproportionately by the number of COVID19 deaths and had
this impacted proportionally.
Action
Recommendations approved by the
committee, namely:
The Committee is asked to:
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Lead

Timescale

Status

• Note the performance of the CCG in delivery
of Primary Care Medical commissioned
services.
• Note the control measures and the CCG
approach to gain assurance.
• Note the forecast financial positon for
2020/21 as at August 2020 (Month 5) with
particular acknowledgement of the approach
to LES payments.
Further actions required:
• Discuss contractual requirements for
extended hours and bring findings to next
meeting;
• Review PCNs and include maturity matrix
within the yearend review.

49.

51.

52.

53.

54.

55.

February
2021

On PCCC Feb
21 Agenda;

D Horsfield

April 2021

On PCCC April
21 Agenda.

E

STRATEGY AND COMMISSIONING

E1

PCN WAIVER REQUESTS

This item was deferred and would be circulated to members electronically following the
meeting.

E2
50.

D Horsfield /
V Attwood.

LQIS SCHEMES 2021-22

DHO presented the LQIS schemes which had been reviewed (as listed earlier in the
minutes) with details contained in the report. There were no major additional changes listed
however more information and consistency was detailed within the specifications.
MSM commented that regarding injections and minor surgery the qualifications listed were
‘appropriate postgrad training course’ and perhaps there was a need for timeliness and
reasonableness to be included. PGU reported that there was a self-certification
requirement for new individuals signing up to the scheme; this would be made clear in the
documentation.
Regarding Gonadorelin DHO reported that a number of changes had been put forward and
taken on board. There was an opportunity for this to be delivered by PCNs and members
were asked if this was the right approach as it was not known what the response would be
and members needed to be aware of risks here. RBA responded that there was no problem
with trying this out however the timing may adversely impact patient care if something
wasn’t sorted by April; if a patient cannot get treatment at the required time then a safety
net needed to be in place. DHO agreed with this saying this was why it was highlighted as
a risk. PGU commented that training had not been offered since 2014 and work was
ongoing to reestablish training. The CCG was keen to encourage training on a network
basis for practices with small numbers. People were getting the injection with no follow up
and this aimed to improve the patient experience here; it would be closely monitored.
Near Patient Testing would be renamed High Risk Drug Monitoring. Linking payment to
delivery of KPIs introduced the risk that less practices may sign up and this would also be
monitored closely. Communications would go out to practices stating what the expected
take up would be and what issues were likely to be for the scheme.
There were admin changes to the Asylum Seekers, Refugees and Travelling Community
scheme and the final recommendation was to make schemes distributing funding more
proportionately based on the size of the patient cohort. This would come back to the
committee later with an impact analysis to better align finances to reflect actual activity that
takes place within practices. The retainer system rewards appropriately so smaller
practices are not disadvantaged.
RBA stated he had no issue in looking at the proposal; it would be interesting to see the
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56.

effect on practices by creating the shift before agreeing to it. Once agreed at the CCG it
would need to be considered and approved through the LMC committee process.
DHO reported that work was being carried out in the background and it was hoped to be in
place for the next financial year.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The committee is asked to:
• Approve the recommendation to
discontinue the current LES schemes for
Ankle Brachial Pressure Index (ABPI)
testing; Helicobacter pylori testing; and
the homeless scheme, with effect from 31
March 2021.
• Approve the recommendation to continue
the schemes for minor surgery injection;
minor surgery excision; Gonadorelin
therapy; near-patient testing; asylum
seekers/refugees; and travelling
community, with changes to the metrics
and monitoring processes, with effect
from 31 March 2021.
• Explore the opportunity of commissioning
the Gonadorelin therapy and near-patient
testing schemes through Primary Care
Networks, with effect from 31 March
2021.
• Nominate any additional members to the
Task and Finish Group progressing this
work.
Further actions required:
• None identified

E3
57.

58.
59.

60.

61.

OVERVIEW OF PRESCRIBING
JLU delivered the Overview of Prescribing paper reporting that the paper was for
information and had come about from a discussion at Performance and Quality
Committee (PQC) which mentioned how work carried out at the prescribing
committee wasn’t as overt as it could be.
A lot of work went through the prescribing committee to change practices and save
money while supporting safe and effective prescribing practices.
Although working effectively in the background there was no formal follow through
into the previous committee structure for the prescribing committee. It now leads into
PQC to give an overview of current work, its focus and priorities to inform further
debate for PQC and here.
HDE commented that it was an informative paper that she found insightful; asking
how were reviews targeted, was intelligence triangulated; how did the committee
decide what to look at commenting that she was concerned with the number of
vacancies listed given the workload.
JLU responded that the team had carried one vacancy in the team for period of time
but another person had just moved to a new role and that role would be recruited to.
With regard to the other (first) role, now it was known that there would be changes to
the commissioning landscape over the next few months work was underway looking
at how to collaborate with other CCGs to get a better understanding while thinking
about securing peoples future as plans progress. A number of sources were used to
drive priorities in deciding what the committee would produce or work towards
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62.

63.
64.

65.

66.
67.

improving; Peter (Johnstone) is an expert with a lot of data and intel behind the
information shown; also reports around primary care prescribing and other parts of
the system which are data driven and national priorities come through, there is also
the patient safety report, prescribing policies, changes to manufacturers and
production have to be considered. At the core is a lot of data and intelligence from
the BI team which prioritises what to do safely and cost effectively with safety taking
first priority.
PFI commented that it was good to see the paper and an advantage to get the report
joining formal governance structure work giving great insight. The report shows MMT
Pharmacists; MMT pharmacy technicians; practice pharmacists; practice technicians;
network pharmacists and network technicians. Should thought be given to
coordination of these roles? They will have slightly different remits but duplication
needed to be considered.
An explosion in antibiotic prescribing due to COVID19 was expected also but not
shown in the paper. This needed to be monitored.
JLU responded that this was already under consideration aligned to provision and
what would reside in the commissioning world. The functions had become entangled
and it was on Peter’s agenda.
CMA started that it was a helpful paper. Medicines management underpinned a whole
range of work going on in the CCG through the Performance and Quality Committee,
Clinical Effectiveness Forum and Clinical Forum and some issues went through those
groups too. It would be helpful to have a flow chart of information flow to avoid
duplication.
RBA commented that there were not enough pharmacists and technicians in the
system and they had different roles according to who their employer was.
JLU commented that a flow chart depicting the flow of information through
committees was a valid point; she would consider how to factor this into work plans
for committees to enable regular updates within work plans to avoid duplication.
Action

Lead

Timescale

Recommendations approved by the
committee, namely:
• To consider and approve the introduction
of an addendum to the Phlebotomy Covid
LQIS (Aug-Mar 21) to be introduced
should it be required triggered by capacity
challenges.
Further actions required:
• None identified.

F
68.

ANY OTHER BUSINESS
No other items of business were discussed. The meeting closed.
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ISSUES CONSIDERED
2020

A1
1.

A2
2.

A3
3.

WELCOME
HDE welcomed all those present to the meeting noting that business would be
conducted on the assumption that members had read all papers ahead of the
meeting. HDE commented that this was the first time the committee had met in
this format both in terms of the new committee structure and in getting used to
the virtual format due to the ongoing pandemic.

APOLOGIES FOR ABSENCE
The apologies for absence received for this meeting are detailed above.

DECLARATIONS OF INTEREST
No declarations of interest were made that were not already list on the LCCG register.
However, HDE informed members that she was a member of NEST employers panel.
It was not relevant to the meeting but carried out in another role.

A4

MINUTES OF THE MEETING HELD ON 28 FEBRUARY 2020

4.

The minutes of the previous HR Committee meeting and Remuneration
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Committee meeting both held on 28th February 2020 were accepted as an
accurate record with the following amendments:
a)
Amend Remuneration Committee meeting minutes Section 2, item
2.1 to:
GRo commented that if the 2019/20 recommended uplift was applied
for 2020/21 it could be problematic if a different recommended uplift is
advised for 2020/21 and Rem Com would have to revisit at that point.
Action
Recommendations approved by the
committee, namely:
• Approve the minutes of the previous
meeting
Further actions required:
• Amend minutes as noted.

A5
5.

6.

ASAP

Status

Completed

ACTION LOG

MATTERS ARISING
It was noted that sickness and absence reporting was due to be recorded via ESR
from April. However due to the pandemic and the requirement to record coronavirus
illnesses all sickness was being recorded centrally and maintained by Sallyanne
Hunter.
JTW and SHE had met to discuss the Risk Register and further work was to be
undertaken here. Agreed that this would be added to the action log and a meeting
would be arranged with HDE.

7.

Action
Recommendations approved by the
committee, namely:
• Note the verbal update;
Further actions required:
• Update Risk Register as discussed

B1

9.

D Richardson

Timescale

The action log was discussed with the following points made:
a) Management of Allegations Policy HR 04-20 Amend policy in line with
discussions – GRO took the action to the safeguarding team to ensure relevant
forums were notified.

A6

8.

Lead

Lead

Timescale

Status

S Hendry /
J Twist / H
Dearden

Sept 2020

On Committee
Agenda Sept
2020

DRAFT WORK PLAN
HDE brought members attention to the draft work plan which captured the
activities for the year noting that the plan was a work in progress compiled
from the TOR and the Risk Register.
SHO commented that the committee didn’t have any specific
responsibilities listed with regard to risk within its TOR. However the
governance handbook operated alongside a board and committees
administration guide which gave every committee responsibilities in regard
to risk. This needed to be considered when drawing up work plans for all
committees. The handbook stated that the chairs role was to ensure that
risks had been properly managed and each committee should have a lead
officer with a role for managing risk for that committee. Members agreed
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10.
11.

12.
13.

that the work plan should be revisited with cross reference to the Board and
Committee Administration Guide.
Discussion took place regarding the arrangements for the annual review of
VSM pay which needed to be included in the work plans too.
Members agreed that the performance review of the Chair and the
executive team should be considered at the committee to add impartiality.
Appraisals should be circulated to the committee to ensure they are
completed and that there are no issues with any of them. Members should
understand the process and be assured that it is being managed and
operated in a proper manner. JTW agreed to research what other CCGs
did and would feed back. GGR commented that in another role senior
members underwent 360 degree appraisal however there was an element
of familiarity with this which was better to avoid.
GGR suggested the clinical and non-clinical vice chairs form the panel
along with a HR representative to carry out the performance reviews.
Members agreed the work plan subject to the changes outlined in the
discussions with the agreement that it be reviewed briefly at each meeting
to check for any developments to be added or taken away. The work plan
was a living document and would be a standing agenda item.
Action

Recommendations approved by the
committee, namely:
• Agree the proposed work plan for
2020/21
Further actions required:
• Review work plan with reference to Board
and Committees Administration Guide;

C1
14.

15.

16.

Lead

Timescale

J Twist

Sept 2020

• Include annual review of VSM pay
increase;

J Twist

Sept 2020

• Add work plan to agenda for committee
as standing item

J Twist

Sept 2020

• Review practice in other CCGs regarding
appraisal of leadership team.

J Twist

Sept 2020

Status

On Agenda for
September
2020;
On Agenda for
September
2020;
On Agenda for
September
2020;
On Agenda for
September
2020.

HR POLICY UPDATE
GRO informed members that the HR policy development procedure was
presented to the February 2020 HR Committee with a detailed policy
schedule.
The policies listed have followed the agreed policy development procedure
involving sharing all policies with staff side representatives and with CCG
staff. All comments have been collated and considered before presenting
the final version of the policies to this committee for review.
Policies for consideration were:
a)
Agenda for Change Re-banding which was a new policy;
b)
Flexible Working and Special Leave which was a new policy
combining previous CCG policies – a policy comparison was
provided to staff and staff side for review;
c)
Recruitment and Selection which was a revised policy to
incorporate new legislation and processes;
d)
Family Leave Policy which was a Combination of maternity,
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paternity, and parental leave policy;
Agency Use which was a new policy for Cheshire and Merseyside
CCG’s; and
f)
Alcohol and Substance Misuse which was also a new policy for
Cheshire and Merseyside CCG’s
The policies had been on a journey, due to various reasons there had not
been a policy committee meeting for some time and policies had rolled
forward responding to legislative change where needed. They had been
used in practical terms but this was not always best practice.
The plan was now to review the policies in order of priority. The proposal
had been to Senior Leadership Team and staffside for comment as well as
to the Cheshire and Mersey(C&M) staff forum. The plan was agreed and
applied in 11 other CCGs.
Behind the scenes policy development lies with CSU HR advisors looking at
policies, cross referencing with updated legislation; checking with relevant
expertise and then policies were developed.
Some roles had been submitted for agenda for change rebanding without a
policy. With no policy in place it was not possible to monitor effectively. The
new policy was in use across C&M and enabled staff to ask for rebanding if
their role had changed significantly.
The flexible working policy has had a lot of input from staffside. The
recruitment and selection policy had been revised to reflect use of the
online TRAC system with a procedural focus which brought the CCG into
line with CSU practices.
The Family Leave policy combined paternity and maternity leave policies
with IVF guidance which was not in place previously.
Agency use and Alcohol and substance misuse are both new policies for
C&M in use across CCGs.
The committee was being asked to agree a review period and the policies
would be put onto the CCGs own templates and formatted then uploaded to
the staff intranet for implementation once approved.
The flexible working policy included revisions to the purchase of additional
annual leave and unpaid leave after tax and pension deductions.
Discussion took place regarding the working of this and it was agreed that
further clarification was required before members agreed to this policy.
HDE sought clarification that bereavement pay would be based on the
previous three months salary. GR agreed to check this and report back to
members.
HDE referred to the recruitment and selection policy specifically section 4.1
which stated that ‘the responsibility for the monitoring and provision of this
policy initially rests with the Governing Body of the CCG’ asking what would
happen at Governing Body regarding monitoring. The same statement
applied to the family leave policy and alcohol and substance misuse
policies and would this be exception reporting.
SRO suggested the monitoring was more in relation to assurances that
DBS checks were completed and statutory duties were completed and the
committee would not be involved with the details of monitoring which
members agreed with. Members agreed to add Monitoring policies to the
work plan.
Discussion took place around how this would happen in practice as the HR
performance report did not go into that level of detail and it was suggested
it be added to the quarterly exception report.
AWO commented that work was underway looking at how equality
legislation worked; a filter could be added to consider priority policies. It
e)

17.

18.

19.

20.

21.

22.
23.
24.

25.

26.

27.

28.

29.

30.
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31.

32.
33.

was also noted that it had come to light that employers don’t always
reimburse expenses for interviews now which may adversely affect those
from disadvantaged backgrounds. This had been considered within the
policies with reference to a scheme whereby job centre staff organise
reimbursement. Members also noted that there was an expectation that the
candidate would be expected to pay for expenses if they were definitely
interested in the role.
HDE mentioned the Agency and Interim Use policy asking who was
responsible for determining the IR35 status and the policy mentioned the
Finance team running the CES tool when HDE believed it was the manager
who would do this. RTU confirmed that having looked at the IR35 policy
managers would support the process however this was not specific in the
policy and the process could be made clearer. This would be picked up in
the IR35 policy. Legislation around the IR35 policy had been postponed so
both policies may be reviewed.
Members approved the policies subject to clarification of the points raised.
It was noted that all policies were now on a 3 year rolling programme of
reviews schedule and would be routinely reviewed in line with this unless
legislation changes meant the review had to be brought forward.
Action

Recommendations approved by the
committee, namely:
• Review the HR policies presented and
recommend Governing Body approval;
• Agree future policy review dates.
Further actions required:
• Clarify tax and pension deduction
implications for purchasing additional
leave;
• clarify that bereavement pay would be
based on the previous three months
salary;
• add Monitoring policies to the committee
work plan

C2
34.

35.

36.

37.

Lead

Timescale

G Roberts

Sept 2020

G Roberts

Sept 2020

J Twist

Sept 2020

Status

On Agenda for
September
2020;
On Agenda for
September
2020;
On Agenda for
September
2020.

APPRAISAL / TALENT CONVERSATION FRAMEWORK
JT delivered the Talent and Performance Conversation Framework update
reminding members that the framework had come about from feedback
which rated the quality of the previous appraisal process as low with the
perception being that there was no systematic approach to training and
development in place. Work had been carried out on the values and
behaviours framework and this was continuing.
The framework (but not the policy) had been piloted in the governance team
and subsequently amended and was due to be tested by the executive
team in June.
The appraisal window was due to be held between April and June but had
been moved to July to September due to the pandemic. Training sessions
were being held throughout June and July for staff to be shown how to use
the framework.
Feedback had been positive so far although it had not helped to have to run
the training sessions virtually with staff questioning the timing. Staff had
been told to use the opportunity as a one to one session with a focus on
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38.

39.

40.

themselves.
The pilot went well with staff giving full honest feedback which has been
incorporated. More changes were expected as the process was worked
through.
Both SHO and HDE welcomed the framework commenting that they were
conscious that this was lacking previously and this would enable a move
forward.
SRO informed members that the General Medical Council had agreed that
GP revalidations and appraisals were deferred for one year during the
pandemic
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the contents of the report
Further actions required:
• None identified

D1
41.

42.
43.

44.

45.
46.
47.

OD AND PEOPLE PLAN
JT delivered a milestone update on the People and OD plan explaining that
working from home had made things difficult when dealing with people as
things had to be delivered differently. The internal management
development programme had to be revised to be delivered virtually instead
of face to face and it was important that key messages were delivered.
Progress updates were listed within the report and highlighted.
SHO enquired if staff were aware that the plan was progressing and the
response was yes it was communicated via the Staff Engagement Group
and through regular staff communications which were delivered twice
weekly on Tuesdays and Fridays.
JT reported that there had been a lot of publicity about the BAME workforce and this
had also been built into communications with staff. A BAME regional advisory group
was in place which Sam James had been nominated to work closely with. There was
one equality group within the CCG and moving forward all CCGs would need its own
BAME group. Sam James would be leading and informal BAME peer group for local
CCGs and the north west regional group was open to any staff. Greater
representation from across the organisation and beyond was encouraged in order for
the group to achieve meaningful results.
It was noted that the majority of GPs were from BAME backgrounds and they may
wish to join the group and would be welcomed.
GRO commented that this had been mentioned on a HR call and mid Mersey may
wish to join with the group due to their small numbers.
Good progress on the OD plan was noted with particular mention of the work on
BAME issues.
Action

Recommendations approved by the
committee, namely:
• Note the content of the report and
progress against the milestones,
notwithstanding the current COVID19
situation which may delay some future
work streams.
Further actions required:
• None identified
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Lead

Timescale

Status

D2
48.
49.

50.

51.

HR PERFORMANCE REPORT
GRO provided an overview of the HR Performance report highlighting the
following:
The report covered January to March 2020 (Quarter 4) and showed a
significant increase in whole time equivalent staff of just over 6 with a turnover
rate of 9.25% which was lower than the NHS average and the lowest of the 24
peer groups. Sickness absence remained low with accumulative sickness at
1.31% which was the third lowest and was consistent across the year.
The number of days lost to stress remained high and the CSU continued to
support CCG managers with this. Statutory and mandatory training was at 92%
which was the third highest.
Members commented that a report on the MARS scheme was to follow and if
the CCG was offering the scheme how could it still recruit. The response was
that new staff were recruited prior to the scheme being offered. In addition, it is
possible to continue to recruit whilst running the scheme if the roles require
different skills. It was noted that no recruitment had been made to any of the
teams the MARS applicants were from.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the content of the report
Further actions required:
• None identified

D3
52.

53.

54.

55.

56.

57.

HR RISK REGISTER
JTW spoke to the Risk Register stating that it was commented at the last
meeting that the scores did not always reflect the mitigations that had been put
into place. The register had since been reviewed and the scores revisited along
with the addition of the impact of Covid-19. Many of the previous planned
actions had moved to mitigations and were no longer listed as outstanding.
HDE commented that the register looked tighter and tidier however some
elements remained unclear. HR01 remained muddled with the risk being
unclear. The cause description appeared to be the potential impact and
included the cause. JTW responded that the response was linked with the
future potential merger and the new command and control way of working in
place and how this may impact on staff causing low morale along with the
coronavirus situation outside of command and control. It was anticipated that
staff morale could be low along with engagement and there was a potential for
high staff turnover.
HDE suggested the impact needed to be more explicit; was it high turnover or
poor performance. The impact would then be a failure to deliver objectives and
cost increases. This needed to be explicit in the register.
The register needed to be updated to reflect changes in practice due to covid19.
HR03 and some others referred to fortnightly floor meetings which had been
paused during covid19. Also the register referred to 2019/20 when it was
2020/21.
HDE enquired about progress on KPIs regarding HR04 to which JTW
responded that work remained ongoing and it would be brought to the next
meeting.
Some items had rolled over with the register refresh. HR07 was noted at the
Audit and Risk Committee which has within its remit to review fraud risks at
each meeting, looking at risks from the fraud register as a second line of
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58.

59.

assurance.
Discussion took place regarding HR06 and staff members working elsewhere
during leave being classed as fraud. SHO confirmed that staff are only allowed
to claim once for the NHS paid time periods as the funding was from public
money. SHO agreed to clarify the situation with Michelle Moss (Fraud
Specialist at MIAA).
Prior approval should be sought before agreeing to additional employment and
this must be declared on the CCG declaration register. JTW and GRO to check
policies and procedures along with working time directives for clarity on the
situation.
Action

Recommendations approved by the
committee, namely:
• Satisfies itself that current control
measures and the progress of action
plans provide reasonable / significant
internal assurances of mitigation; and
• Agrees that the risk scores accurately
reflect the level of risk that the CCG is
exposed to given current controls and
assurances.
Further actions required:
• Update risk register in line with
discussions;
• Clarify regulations regarding staff taking
on additional work during leave periods;
• Check policies and procedures with
regard to working time directives for
additional employment for CCG
employees.

D4
60.

Lead

Timescale

Status

S Hendry / J
Twist / H
Dearden;
S Houghton;

Sept 2020

J Twist / G
Roberts

Sept 2020

On Agenda
for Sept
2020;
On Agenda
for Sept
2020;
On Agenda
for Sept
2020

Sept 2020

MARS SUMMARY
JT delivered the Mutually Agreed Resignation Scheme (MARS) update which
was agreed at the last committee meeting and opened in March. The panel had
received and approved applications during the lockdown period but had
received additional requests to extend the deadline which it did. The deadline
was extended to the end of May and resulted in 9 applications of which 2 were
withdrawn. Two applications had yet to be agreed and were not included in the
report.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the contents of the report
Further actions required:
• None identified.

D5
61.

EQUALITY BRIEFING
AWO delivered the Equality briefing report which was the CCGs response to
Covid-19 stating that the CCGs had taken a leadership role. The report was
being discussed at various committees including contract meetings; with the
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62.

63.

64.

65.

66.

67.

incident management team; senior leadership team, and governing body to
highlight the key issues in terms of the impacts to services, workforce and the
subsequent recovery.
Covid-19 had a disproportionate impact on protected groups (e.g. Older; BAME;
disabled communities). Prompt decision making had to be cognizant of the
equality duty to ensure decisions made were lawful.
It was highlighted that the Workforce Race Equality Standard (WRES) was
paused during the pandemic however this has now recommenced. The plan
will be revisited in light of this.
The CCG is linking emerging evidence of best practice in facilitating groups
across a range of practices. All CCGs were being supported in line with the
public law agenda, working with equality collaboratively, aiming to link local and
national drivers in terms of the WRES.
The development of BAME support groups will be a key driver for the WRES
action plan. Colleagues had to be mindful of the fact that there may be people
in the workforce living in poverty.
Discussion took place around the sensory deaf community who were people
who were born deaf but who didn’t necessary have English as their first
language.
HDE asked if the action plan would change significantly as a result of Covid or
would the change be organic and the response was that it needed to be
revisited in terms of what was taking place and developed through the equality
officers. Covid-19 had made it a key priority which could only be a good thing; it
could be a driver to make recommendations and set ambitions for the workforce
for recruitment and leadership.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note and pay ‘due regard’ to the COVID19 Equality Brief v6.1.
Further actions required:
• None identified.

D6
68.

69.

70.

71.

72.

NEW TOR FOR REMUNERATION AND HR COMMITTEE
Discussion took place regarding the Terms of Reference (TOR) for the new
committee which was a combination of the former Remuneration Committee
and HR Committee which met separately previously. Members noted that the
committee ‘made recommendations not decisions regarding remuneration
matters and it was not responsible for performance reviews but ensured a
system was in place for performance management’.
The TOR was to be reviewed annually with membership appointed by the CCG
from the Governing Body. Discussion took place regarding the potential conflict
for staff members (Jo and Stephen) and it was agreed that point 2.1 be
amended to stipulate that voting members should not include full time
employees.
Sections 2.1; 2.2; and 2.3 were to be revisited in line with the discussions
around independence. It was noted that the HR representative would be in
regular attendance.
Concern was raised regarding the listing of GPs as Directors which was a
different role entirely and GPs had not usually undertaken any director process
or training. Although the constitution stated that the role had a responsibility as
a governing body member it had potential to be mistakenly read as a director.
Reference was made to a report previously produced by an independent review
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(possibly carried out by Hayes) and it was felt members should have sight of the
review to ensure all the recommendations from the report had been included
when considering the TOR. Agreed that the report be circulated.
Action
Recommendations approved by the
committee, namely:
• Note the contents of the paper.
Further actions required:
• Revise TOR in line with discussions;
• Circulate review report to ensure all
recommendations were included in TOR.

D7
73.

74.
75.

76.

77.
78.

Lead

Timescale

J Twist

Sept 2020

J Twist

ASAP

Status

On Committee
Agenda Sept
2020;
On Committee
Agenda Sept
2020.

ADDITIONAL COVID WORKFORCE EXPENSES
The update on CCG staffing expenditure for Covid-19 was delivered by RTU
who stated that the summary was part of the emergency response with funding
being approved by SLT only in limited circumstances.
The second on call rota to Liverpool which offered additional support for Covid
related queries was quickly stood down when it was realised it was not required.
Additional hours were worked by the IMT and SLT at the early stage of the
response and this included a reduced IMT cover over bank holiday weekends.
Extra hours were required for the Hunter Street swabbing site which was jointly
managed with LCC and managed over weekends by the CCG.
Costs had been minimized wherever possible and it had been agreed that staff
who were on a salary of 8a and above would receive either flat pay or time with
no additional enhancements. Mersey Care was also mitigating some costs.
Further costs were expected and again these were being monitored and kept as
low as possible.
HDE reported that it was mindful to have appropriate tracking processes in
place and members could be assured that the expenditure was being carefully
monitored.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the contents of the report.
Further actions required:
• None identified

D8
79.
80.

81.

PAYROLL/EXPENSES UPDATE
RTU delivered an update on the payroll issues identified by the CCG noting that
8 of the 16 issues identified in August had been resolved.
Maternity leave was taxed at source since April 2020; expenses paid without a
receipt had been agreed with payroll. The recovery of overpayment policy was
in progress; the mileage consultation had taken place and the office/base
mileage update to the system for lay members had been completed.
E-Expenses was planned but with the redirection of payroll staff to core
functions due to the pandemic this had been delayed until September.
Electronic payslips were available since January; expenses and overpayments
online processes would be completed by September.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the contents of the report
Further actions required:
• None identified

D9
82.

83.
84.

COVID – IMPACT ON WORKFORCE
JT spoke to the Covid-19 Impact on the Workforce report informing members
that there had been a lot of guidance from employers and NHSE amongst
others which changed on a daily basis.
MIAA completed a number of audits which were included in the report. Much of
the content was NHS provider service focused and so not applicable.
HDE commented that it was a good tool to use.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the contents of the report
Further actions required:
• None identified

D10
85.

86.
87.

PENSION ENROLMENT UPDATE
JT reported on the governance arrangements in place to support the CCGs
statutory duty regarding pension enrolment which meant that every three years
the CCG had a legal duty to enroll staff into a pension scheme. Staff could
choose to opt out at their discretion.
Enrolment was slightly later than it should have been as the person who looked
after the task was on long term leave.
Communications had been sent out to all staff and the pensions agency would
be updated by September.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• Note the contents of the report
Further actions required:
• None identified

E1
88.

89.

E2
90.
91.

EVALUATION OF TODAYS MEETING
HDE as Chair of the committee asked members how they felt the meeting had
progressed commenting that the time had not been managed well with
members responding that the time was managed well and some items required
lengthy discussions. As it was a new committee it would take time to settle in.
Members agreed that not having microphones on mute for groups of this size
was convenient and not problematic.
ANY OTHER BUSINESS
GGR reported that the review of the remuneration committee was carried out by
Korn Ferry in 2017 and he had sent a copy of the review report to HDE.
HDE commented that the situation regarding VSM salary review was in the
same situation as this time last year. It was June and no guidance had been
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92.

received for an increase which should have been implemented in April. GRO
reported that discussions had been taking place but nothing had been agreed
as yet. Advice was to keep the matter on hold in the interim.
No other items of business were discussed. The meeting closed.
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Status of these minutes (check one box):
Draft for Approval:

☐

Report to:

Governing Body

Formally Approved:

☒

Meeting Date:

9 March 2021

MINUTES OF THE ADDITIONAL MEETING OF

REMUNERATION AND HR COMMITTEE
Date:

Tuesday 27 October 2020

Venue:

MS Teams Call
Name

Time: 10.00am

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

Present:
Helen Dearden (HDE)
Sally Houghton (SHO)

Lay Member for Governance
Lay Member for Audit

In Attendance:
Mark Bakewell (MBA)
Stephen Hendry (SHE)
Gill Roberts (GRO)
Jo Roberts (JRO)
Joanne Twist (JTW)
Debbie Richardson

Director of Finance
Head of Corporate Governance
Senior HR Business Partner, People
Services, M&LCSU
Senior Governance Manager; Merseyside
CCGs Equality & Inclusion Service
Director of Organisation & People
Development
Committee Secretary, Liverpool CCG

Apologies Received:
Gerry Gray (GGR)
Peter Kirkbride (PKI)
Shamim Rose (SRO)
Andy Woods (AWO)

Lay Member for Finance
Secondary Care Consultant
GP Director
Senior Governance Manager; Merseyside
CCGs Equality & Inclusion Service

ISSUES CONSIDERED
2020

A1
1.

A2
2.

A3
3.

WELCOME
HDE welcomed all those present to the meeting noting that business would be
conducted on the assumption that members had read all papers ahead of the
meeting.

APOLOGIES FOR ABSENCE
The apologies for absence received for this meeting are detailed above. It was noted
that despite the unusually high number of apologies the meeting was quorate.

DECLARATIONS OF INTEREST
No declarations of interest were made that were not already list on the LCCG register.
However, all members present had an interest in the appraisal process and
remuneration framework. Members agreed to put aside their personal positions and
to act in the best interest of the CCG as there was no way to avoid the discussion in
order to progress.
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A4
4.

MINUTES OF THE MEETING HELD ON 15 SEPTEMBER 2020
The minutes of the previous meeting held on 15 September 2020 were accepted as
an accurate record with the following amendments:
a)
Item D2 point 4 to be amended to read ‘…if the team titles were out
of date the table would need to be revisited…’
Action

Lead

Recommendations approved by the
committee, namely:
• Approve the minutes of the previous meeting
Further actions required:
• Amend minutes as noted.

D Richardson

A5
5.

B
C1
6.

C2
7.

8.

9.

10.

11.

12.

13.

Timescale

ASAP

Status

Completed

ACTION LOG
The action log was discussed with the following points made:
a) Item 1 and 2 were completed;
b) Item 3 and 4 were linked and to be merged. This would come to the December
committee.

Updates – none.
VSM pay award
GRO reported that the expected guidance had not yet been released and
so this item was deferred to the next meeting.

CHAIRS APPRAISAL PROCESS
JTW introduced the proposed appraisal programme for Governing Body
members which intended to establish a more standardised approach to the
annual appraisal, reviewing board effectiveness and supporting the
approach towards becoming a high performing team.
The framework included mechanisms for adequate multi source
assessment and self-reflection and supported the principles of good
corporate governance. The process would identify any key succession
planning priorities both in terms of capacity and capability.
The proposal detailed the process and timetable from November to the end
of March 2021. Directors had already held talent conversations and a
summary of these would be brought to the meeting in March with report to
close any loops with objectives identified to go forward with next year.
SHO requested that gender specific language be removed from the
documentation as it detracted from the message; commenting that the
process was robust while being light touch with an outward facing role for
the chair.
HDE commented that the role of the committee was to assure Governing
Body (GB) that appropriate appraisal processes were in place for the Chair
(and in general) and the proposals fitted the bill well.
Discussion took place regarding how external stakeholders would be
selected and JTW informed members that there was a plan to discuss this
with FLE as Chair of GB to agree this.
Members supported the proposal.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• To consider, agree and support the
proposed process for the appraisal of the
Chairman including the proposed
timescales for 2020/21 appraisals.
• Note the arrangements of the appraisal
of the Executive Directors
Further actions required:
• None identified

C3
14.

15.
16.
17.

CLINICAL LEADERSHIP AND LAY MEMBERS REMUNERATION
FRAMEWORK
MBA reported on the Remuneration Framework which had been developed to bring
clarity to the process and was working well with only minor queries and questions
over the last year. Some narrative changes around HR and updates to pensions
were being made and the framework remained in place.
SHO suggested it was worth including a sentence to advise that home to office travel
expenses were taxable.
HDE sought clarity that IR35 changes were up to date and was told that this was the
case although it would be double checked.
GRO suggested the appeals process which was due in April 2021 be included.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note and approve the changes made to
the Remuneration Framework.
Further actions required:
• None identified

C4
18.

19.

20.

21.

22.

WRES ANNUAL REPORT AND ACTION PLAN
JRO delivered the Workforce Race Equality Standard (WRES) annual report
and action plan highlighting that the BAME workforce stood at 6.4% which was
a slight increase on previous years although still below the 2011 census.
Members were advised about drawing conclusions here as reporting was below
10%.
Action plans were developed as part of the WRES and new structures had
emerged in light of Covid with a group facilitated to develop a tool kit across
Merseyside within the Health and Care partnership.
HDE commented that she found it difficult to judge if the findings of the report
were good, bad or indifferent and JRO responded that the workforce was on par
with the local population. A new census would take place in 2021 which would
give more rich data to make comparisons with.
HDE asked if the committee should be concerned with the apparent low
proportion of BAME workforce and was told that it was difficult to draw
conclusions due to the size of the organisation, more information may be found
in the staff survey. 15% of white staff reported concerns regarding bullying and
discrimination and the workforce as a whole needed to be considered.
The Cheshire and Merseyside Partnership was an anti-racist region and the
equality lead was driving the agenda forward across the partnership focusing on
workforce. This would feedback into the CCG looking at its recruitment and
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23.

24.

25.

26.

27.

retention policy along with career development opportunities working together
as a system not in isolation.
There is a requirement to publish the WRES in the public domain, if the
committee supported the report this will be published on the CCG website. The
committee supported the report.
It was a self-completed template purely looking at data from internal systems.
An annual report is produced across the Cheshire and Mersey partnership
which was shared to colleagues after the meeting.
For the next financial year the Workforce Disability Equality Standard (WDES)
would be required to be reported on which had not been mandated previously
for CCGs. Staff would be required to self-disclose and those in HR would have
to be aware of staff who had chosen not to disclose and take action to support
staff regardless. This data was anonymous within the staff survey currently and
the intention was to preempt difficulties staff may have.
The NHS People Plan was discussed with members informed that the final
version would be brought to the December committee. The plan was internally
facing.
Members thanked JRO for the huge amount of work she had undertaken in
pulling the report together.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• note the progress and updates to the
Workforce Equality Plan
• review and discuss the findings of the
CCG’s WRES submission 2019/20.
Further actions required:
• None identified

C5
28.

29.

30.

31.
32.

33.

34.
35.

EDS2 SUMMARY REPORT AND CCG EQUALITY OBJECTIVES ACTION
PLAN UPDATE
JRO discussed the EDS2 summary report and equality objectives action plan
which would normally come to the committee in March but had been delayed
due to Covid.
The report identified barriers for people with protected characteristics working
collaboratively with local and national organisations delivering national plans for
the same outcomes locally.
Early intelligence regarding the impact of Covid on the BAME community meant
the NHSE reversed the decision to suspend reporting saying EDS2 was for
local determination regarding publishing.
It made sense to update the report as it covered the workforce and the public
although it was not proposed to change the grading.
Any update on the action plan over the last 12 months had been included and
progressed and the report was also due to go to the next Performance and
Quality committee.
Discussion took place around the gradings which had not been clear in the
report due to transferring the document to PDF. The gradings were clarified for
members and a correct version was circulated after the meeting.
It was noted that grading had not changed since the previous year’s report due
to Covid and a rationale would be included to explain this.
Members thanked JRO for the huge amount of work she had undertaken in
pulling the report together.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• to approve the EDS2 summary report for
publication on the CCG website
• to note the progress against the Equality
Objectives Action Plan
Further actions required:
• None identified

E1
36.

37.

E2
38.

EVALUATION OF TODAYS MEETING
HDE as Chair of the committee asked members to reflect on the meeting saying
the lesson learned was regarding the confusion about gradings in the EDS2
report.
Agreed that contact would be made with PKI and SRO regarding their nonattendance as it was not like them to miss meetings.
ANY OTHER BUSINESS
No other items of business were discussed. The meeting closed.
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